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He  is  elderly. 

He  is  on  corticosteroids. 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 

DECLOSTATIN300 

DemrlhyU'hlortetracjcIineHCl  300  mg  ~|  • 1 

and  ISjslalin  500.000  units  1^  -■ 

CAPSILE-SH APED  TABLETS  Lederle  JJ  • X • Ul  • 


) guard  susceptible  patients  against  intestinal  mondial  over- 
owth  during  broad-spectrum  therapy— the  protection  of 
i'^statin  is  combined  with  demethylchlortetracycline  in 
ECLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
the  broad-spectrum  therapy  that  prevents  monilial 
«^rgrowth. 

fectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
“mcthylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
ective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
racycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
otects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
articularly  monilia)  in  the  intestinal  tract. 

■ntraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
ne  or  nystatin. 

arning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accuni- 
ition  and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
e indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
ly  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
;ht  has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
oduce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
ema  to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
I ergic  reactions  have  been  reported.  Patients  should  avoid  direct 
I posure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
jsconifort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
nes  should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— niaculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  institute  appropriate  therapy,] 
Demethylcldortetracycline  may  form  a stable  calcium  complex  in  any  | 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far 
in  humans. 

Average  Adult  Daily  Do.sage:  150  mg  ([.i.d.  or  .300  mg  b.i.d.  .‘'hould  be 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impairf  d 
by  the  concomitant  administration  of  high  calcium  content  drugs,  fo: 
and  some  dairy  products.  Treatment  of  streptococcal  infection.-,  should 
continue  for  10  days,  even  though  symptoms  have  subsided. 


LEDERLE  L^ABORATORIE-S 

A Division  o^  American  Cyanamid  Company,  Pearl  River,  New  York 
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Is  Your  Wife's  Slip  Showing? 

Could  this  be  a reference  to  your  wife’s  lingerie? 

Many  of  your  wives  are  making  a noteworthy  and  substantive  contribution  tc 
our  profession  and  Kentucky.  They  attend  schools,  universities  and  colleges,  teacl 
Sunday  School,  act  as  Scout  leaders,  work  on  community  projects  and  yes,  also 
work  in  your  offices.  Let  us  justly  applaud  them  for  such  efforts  that  serve  aE 
in  each  community. 

Why  then  do  we  talk  about  slips’  showing?  It’s  about  membership.  | 

! 

Auxiliary  by  definition  means  to  give  or  furnish  aid  and  to  compliment  or  sup- 
plement. Most  of  the  missions  of  the  Woman’s  Auxiliary  to  Kentucky  Medic| 
Association  are  to  extend  the  horizons  of  the  Kentucky  Medical  Association.  We 
do  this  by  cultivating  friendly  relations  and  understanding  among  physician|' 
families,  and  by  participating  in  the  many  endeavors  of  the  Kentucky  Medica 
Association  at  their  request. 

In  this  complicated  life  of  Medicare,  Medicaid,  total  care,  utilization,  batct 
numbers  and  you  know  the  rest,  we  want  and  we  must  cling  together  (KM A and 
WA-KMA);  in  fact,  we  must  embrace  one  another  fervently.  We  truly  want  tc 
aid  and  assist  you  and  be  your  strong  right  arm  in  this  challenging  life. 

While  a proportionate  number  of  your  wives  belong  to  the  Auxiliary,  we  need 
them  all  and  we  need  your  support.  Now,  how  about  you  checking  with  your  wife 
and  seeing  if  her  slip  is  showing.  If  it  is,  will  you  help  us  correct  this  by  helping 
her  become  a member? 

If  you  don’t,  maybe  its  your  slip  that  is  showing! 


Mrs.  Hoyt  D.  Gardner,  Presiden 
, Woman’s  Auxiliary  to  Kentucky  Medical  Associatior 


This  is  ihe  second  in  a series  of  articles  written  at  the  request  of  KMA  President  Waite 
L.  Cawood,  M .D 


"All  Otolaryngologists  are  Alike" 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through  pretty 
much  the  same  training,  and  pass  the  same  kinds  of 
tests,  and  measure  up  to  the  same  sort  of  standards. 
Therefore,  all  otolaryngologists  are  alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than  what 
some  people  say  about  aspirin.  Namely:  since  all  aspirin 
is  at  least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact,  there 
are  at  least  nine  specific  differences  involving  moisture 
content,  purity,  potency  and  speed  of  tablet  disintegra- 


tion, which  make  the  manufacture  of  Bayer®  Aspirin  so 
different. 

These  Bayer  standards  result  in  significant  product 
benefits,  including  gentleness  to  the  stomach  and  prod- 
uct stability,  that  enable  Bayer  Aspirin  tablets  to  stay 
strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  "it 
just  isn't  so." 

You  might  also  say  that  all  otolaryngologists  aren't 
alike,  either. 
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From  the  files  of  the 


COMMITTEE  FOR  THE 


I 


STUDY  OF  MATERNAL  MORTALITY 


ASE  9-68.  This  18-year-old  married  white 
female  was  seen  in  the  physician’s  office  on 
May  11,  1968,  with  the  history  of  having 
abdominal  cramps  and  vaginal  bleeding  that  began 
the  previous  day.  Last  menstrual  period  was  in 
January.  She  gave  no  history  of  having  seen  any 
other  physician  prior  to  this  visit.  She  denied  any 
serious  illness  and  had  no  previous  surgery  or 
allergies. 

Examination  revealed  the  patient  quite  pale,  with 
marked  edema  of  both  lower  extremities.  She  had 
signs  of  air  hunger.  The  uterus  was  enlarged  to  24 
to  26  week  size.  Vaginal  examination  revealed  dark 
blood  in  the  cervical  os.  She  was  advised  to  be 
hospitalized  for  further  study. 

On  admission  to  the  hospital  she  appeared  marked- 
ly pale  with  auricular  tachycardia,  her  pulse  was  110, 
blood  pressure  100/50,  lungs  were  clear.  The  uterus 
was  enlarged  just  above  the  umbilicus  and  seemed 
to  be  contracting,  no  fetal  heart  tone  could  be  heard. 
No  note  was  made  of  cervical  dilatation.  Her  hema- 
tocrit on  admission  was  22  per  cent,  with  6.8  gram 
hemoglobin.  A consultant  saw  the  patient  and  after 
examination  described  her  condition  as  poor.  He 
suggested  blood  transfusion  and  re-evaluation  when 
her  condition  improved. 

She  was  taken  to  the  operating  room,  given  IV 
Pentothal,  and  a D and  C was  done.  Examination 
revealed  the  cervix  small  and  a bulging  mass  was 
found  in  the  pouch  of  Douglas.  Examination  by  an- 
other physician  concurred  the  patient  was  pregnant. 
The  uterus  was  sounded  8 cm.  before  resistence  was 
met.  A ring  forceps  was  inserted,  no  amniotic  fluid 
escaped,  small  threads  of  what  appeared  to  be 
decidual  tissue  were  removed.  The  patient  became 
markedly  cyanotic.  The  procedure  was  terminated 
until  her  condition  improved.  She  was  intubated  and 
given  oxygen  to  improve  the  marked  cyanosis.  Blood 
was  started  at  5:15  p.m.  She  was  placed  in  Trendelen- 
burg’s position  and  continued  to  have  marked 
cyanosis  in  spite  of  endotracheal  oxygen. 

While  the  blood  transfusion  was  running  she 


seemed  to  develop  pulmonary  edema.  She  received 
Mercuhydrin,  and  was  digitalized.  Her  cyanosis  never 
cleared.  She  failed  to  arouse,  her  bright  red  blood 
that  filled  the  lungs  and  the  abdomen  became  dis- 
tended. “She  apparently  had  heart  failure  due  to 
anemia  apparently  secondary  to  permature  separation 
of  the  placenta  four  to  five  days  duration.”  She  ex- 
pired at  9:10  p.m..  May  11,  1968. 


Comment 

The  Committee  had  considerable  difficulty  render- 
ing a decision  in  this  case  from  the  information  sub- 
mitted. However,  a number  of  preventable  factors 
are  clearly  evident  and  contributed  to  the  patient’s 
demise. 

A proper  diagnosis  was  never  established,  but  the 
patient  might  have  suffered  from  unrecognized 
cardiac  disease.  No  mention  is  made  of  chest  and 
abdominal  x-rays  which  would  have  constituted  the 
minimum  of  pre-operative  investigation.  The  Com- 
mittee considered  the  decision  for  dilatation  and 
curettage  of  a uterus  24  weeks  gestation  size  most 
inappropriate.  It  was  clearly  unwise  to  administer 
anesthesia  prior  to  adequate  blood  replacement. 
Hypoxia  obviously  occurred  during  anesthesia  and 
there  appeared  to  be  delay  in  establishing  a proper 
air-way.  The  volume  and  nature  of  intravenous  fluids 
and  the  rate  of  blood  transfusion  are  not  recorded 
but  these  apparently  precipitated  pulmonary  edema. 

It  was  difficult  to  interpret  the  statement  “.  . . 
bright  red  blood  that  filled  the  lungs.  . .”  but  the 
abdominal  distension  reported  was  likely  due  to 
severe  intraperitoneal  hemorrhage.  In  view  of  the 
statement  that  the  uterus  sounded  only  to  eight 
centimeters  the  possibility  of  an  abdominal  pregnancy 
should  be  considered,  or  conceivably  some  other  in- 
traperitioneal  accident  occurred  producing  fatal 
hemorrhage.  Also  since  no  autopsy  was  performed 
a definite  diagnosis  of  pregnancy  has  not  been 
established.  It  is  conceivable  that  a condition  other 
than  a complication  of  pregnancy  occurred. 
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OPTICAL  ILLUSION? 


Angles  make  the  letters  look  tipsy.  Squint  at  the  page  at  arm’s  length. 
Then  try  it  at  ten  feet.  Don’t  suffer  from  the  illusion  that  all  glasses  are 
properly  crafted. 

Rely  on  SOUTHERN  OPTICAL  accuracy 


6 convenient 
locations  in  LOUISVILLE 
plus  BOWLING  GREEN 

CHARGE  ACCOUNTS 
INVITEO 


SOUTHERN  OPTICAL  BLOG 
640  S 4ih.  between  Broadway  & Chestnut 
MEOICAL  ARTS  BLDG  MEDICAL  TOWERS 
Eastern  Parkway  Floyd  & Gray 

ST  MATTHEWS 

108  McArthur  Or 
CONTACT  LENSES.  640  S 4th 


! MARK  THESE  DATES  ! 

MIDWEST  CLINICAL  CONFERENCE 

of  the 

CHICAGO  MEDICAL  SOCIETY 
March  1-4, 1970 

SHERMAN  HOUSE  CHICAGO,  ILLINOIS 

Outstanding  Lectures  and  Panels  Continuous  Medical  Film  Programs 

Special  Courses  of  Instruction  Conference  on  Trauma 

Scientific  and  Technical  Exhibits 

For  full  details  write: 

Chicago  Medical  Society,  310  S.  Michigan  Avenue, 

Chicago  60604 


ichy  Medical  Association  • January  1970 
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Standards  for  Nursing  Homes  and  Licensure 
of  Nursing  Home  Administrators  t 


Russell  E.  Teague,  M.D.,  M.P.H. 

Commissioner  of  Health 
Commonwealth  of  Kentucky 


The  impact  of  present  day  assistance  and 
insurance  programs  has  placed  great  em- 
phasis on  quality  patient  care.  Standards 
commensurate  with  patient  needs  and  require- 
ments have  been  developed,  established  and 
implemented  in  order  that  the  nursing  home  or 
extended  care  patient  may  be  assured  of  high 
quality  patient  care  when  this  level  of  institu- 
tional care  is  prescribed  by  the  physician  as  a 
continuing  rehabilitation  measure  following 
acute  hospital  care. 

The  individual  charged  with  the  responsi- 
bility of  the  planning,  organizing,  directing  and 
controlling  the  operation  of  a nursing  home 
and  who  in  reality  functions  in  this  capacity  is 
the  administrator. 

The  degree,  then,  to  which  current  standards 
of  patient  care  are  effected  within  any  nursing 
home,  depends  largely  upon  the  training  and 
competency  of  the  administrator  and  his  sin- 
cerity and  skill  in  performing  his  assigned  tasks 
with  the  assistance  of  an  adequate  and  qualified 
dedicated  staff. 

In  1967,  enabling  legislation,  which  was 
made  a part  of  the  Social  Security  Act  by 
amendment,  was  enacted  by  the  Congress  re- 
quiring that  by  July  1,  1970,  each  state  de- 
siring to  receive  federal  contributions  toward 
the  costs  of  medical  assistance  programs  under 
Title  XIX  of  the  Social  Security  Act  must  have 
in  operation  a plan  for  the  licensure  of  the 
administrators  of  nursing  homes.  Therefore, 
each  state  participating  in  Title  XIX  must  adopt 

article  was  prepared  by:  Eva  M.  Jarvis,  Prin- 
cipal Administrative  Analyst,  Medical  Care  Standards 
Program,  Kentucky  State  Health  Department,  275 
East  Main  Street,  Frankfort,  Kentucky  40601 


administrator  licensing  legislation  no  later  than 
July  1,  1970,  and  licensure  procedures  and 
regulations  must  be  effective  by  July  1,  1970. 

Each  state  is  charged  with  the  responsibility 
of  enacting  legislation  in  accordance  with  and 
supporting  the  enabling  federal  legislation. 
Mindful  of  the  urgency  in  developing  and  pur- 
suing a course  of  action  in  this  endeavor, 
several  months  ago  an  ad  hoc  committee  on 
the  Study  of  Legislation  for  Licensure  of  Nurs- 
ing Home  Administrators  was  appointed  to 
review  the  licensing  laws  of  our  sister  states 
and  to  seek  appropriate  legislation  for  our  own 
Commonwealth. 

The  ad  hoc  committee  is  composed  of  seven 
persons  knowledgeable  and  well  versed  in 
standards  of  nursing  home  care.  This  com- 
mittee has  been  diligent  not  only  in  research- 
ing the  past  and  proposed  legislation  of  other 
states,  but  also  in  looking  ahead  to  educational 
programs  for  those  individuals  presently  serving 
in  the  capacity  of  nursing  home  administrator 
who  will  desire  or  require  at  least  seminar  in- 
struction and  preparation  prior  to  writing  an 
examination  to  qualify  as  an  administrator  on 
or  before  the  designated  date.  Plans  for  con- 
tinuing educational  programs  in  this  field  are 
being  developed,  and  at  an  early  date  it  is 
expected  that  many  colleges  and  universities 
will  cooperate  with  federal  agencies  in  the  de- 
velopment of  a suitable  curriculum  for  the 
training  and  education  of  nursing  home  ad- 
ministrators. These  training  programs  will  most 
assuredly  be  structured  to  better  prepare  the 
nursing  home  administrator  to  direct  his  efforts 
toward  the  high  quality  patient  care  so  essential 
to  the  welfare  of  the  patient. 


10 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  ond  treotment  of  nocturnol  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated In  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  eors,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessory, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


GMnamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Treating  atrophic  vaginitis 
complicated  by  infection... 

is  as  easy  as  AVC/Dienestrol 


Dienestrol  helps  restore  estrogen-deficient  vaginal  mucosa. 

It  is  the  particular  ingredient  in  AVC/Dienestrol  that  improves  cell  maturation  counts’-^ 

— helps  stimulate  the  restoration  of  normal  vaginal  epithelium  to  resist  infection. 

Two  recent  studies  reconfirm  AVC/Dienestrol  efficacy.’-^  AVC/ Dienestrol  is  proven 
effective  against  monilial,  trichomonal,  nonspecific  bacterial  vaginitis,  and  mixed 
infections.’-^  AVC/Dienestrol  combats  infection,  helps  restore  tissue  resistance  to  reinfection. 

So  even  in  complex  cases,  the  treatment  can  remain  the  same.  Comprehensive.  Effective. 
Easy  as  AVC/D. 


Contraindications:  Known  sensitivify  to  sulfonamides;  diog- 
nosis  or  fomiliol  history  of  carcinoma  of  the  genital  tract  or 
breosts;  precarcinomatous  lesions  of  the  vagina  or  vulva;  palpa- 
ble uterine  fibromyomo;  mammary  fibroodenomo;  depressed 
liver  function. 

Precautions/Adverse  Reactions:  The  usual  precautions  for 
topical  and  systemic  sulfonomides  should  be  observed  becouse 
of  the  possibility  of  absorption.  Burning,  increased  locol  dis- 
comfort, skin  rash,  urticaria  or  other  manifestotions  of  sulfon- 
omide  toxicity  or  sensitivity  are  reasons  to  discontinue  treat- 
ment. The  use  of  AVC/Dienestrol  does  not  preclude  the 
necessity  for  careful  diagnostic  measures  to  elimlnote  the 
possibility  of  neoplosio  of  the  vulva  or  vogina.  Monifestations 
of  excessive  estrogenic  stimulation  through  dienestrol  absorp- 
tion may  occur.  These  include  uterine  bleeding,  breost  tender- 
ness, exocerbotion  of  menstrual  irregularity  and  provocation  of 
serious  bleeding  in  women  sterilized  because  of  endometriosis. 


Endometrial  withdrawol  bleeding  may  occur  if  use  is  suddenly 
discontinued. 

Dosage:  One  opplicatorful  or  one  suppository  intravaginally 
once  or  twice  daily. 

Supplied:  AVC/Dienestrol  Creom'  — Four  ounce  tube  with 

applicator.  AVC  and  'AVC/Dienestrol  Suppositories' — Box  of 
12  with  opplicotor. 

References:  (1)  Solerno,  L.  J.;  Ortiz,  G.,  ond  Turkel,  V.: 
Voginitis:  A Diagnostic  and  Therapeutic  Approach,  Scientific 
Exhibit,  presented  at  the  115th  Annual  A.M.A.  Convention, 
Chicago,  Illinois,  June  1966.  (2)  Nugent,  F.  B.,  ond  Myers, 
J.  E.:  Pennsylvania  Med.  69:44,  1966. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


ytyc/Dienestrol 


Cream  [dienestrol  .01%,  sulfanilamide  15.0%,  aminacrine  hydrochloride  0.2%,  allontoin  2.0%) 

Suppositories  (dienestrol  0.70  mg.,  sulfanilamide  1.05  Gm.,  omlnocrine  hydrochloride  0.014  Gm.,  allontoin  0.14  Gm.) 


TRADEMARK:  AVC 


AV-920A 
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IN  THE  BOOKS 


URINARY  TRAa  INFEaiON  IN  CHILDHOOD  AND  ITS 
RELEVANCE  TO  DISEASE  IN  ADULT  LIFE:  by  Victoria  Small- 
peice,  M.A.,  M.D.,  F.R.C.P.;  Published  by  the  C.  V.  Mosby 
Company,  St.  Louis,  1969;  171  Pages;  Price  $9.50. 

This  monograph  combines  a rather  detailed  review 
of  the  literature  with  an  analysis  of  a previously 
published  series  of  343  cases  of  urinary  tract  infection 
in  children  observed  by  the  author  over  17  years. 
While  this  is  an  excellent  review  of  the  etiology, 
diagnosis  and  treatment  of  urinary  tract  infection 
in  children,  it  is  disappointing  to  find  that  con- 
clusions pertaining  to  the  title  of  the  book  are  drawn 
from  the  literature  rather  than  from  the  author’s 
personal  series.  Such  a large  series  as  this  undoubtedly 
will  be  of  great  value  after  the  cases  have  been 
followed  longer,  so  that  the  true  relevance  of 
urinary  tract  infection  in  childhood  to  disease  in 
adult  life  can  be  determined. 

The  chapter  concerning  the  etiology  of  urinary 
tract  infection  in  childhood  is  an  excellent  review. 
The  literature  is  thoroughly  scanned  and  the  author’s 
series  is  analyzed  in  regard  to  the  incidence  of 
duplicated  ureters,  vesicoureteral  reflux  and  sex 
incidence  in  relation  both  to  duplicated  ureters  and  to 
infection.  The  discussion  of  evidence  supporting  the 
theory  of  perineal  contamination  leading  to  retrograde 
urethal  infection  in  girls  is  extensive.  The  roles  of 
obstruction,  calculi,  host  defense,  and  the  infecting 
organism  are  considered. 

The  chapters  on  diagnosis  contain  a rather  lengthy 
review  of  methods  of  collection  and  examination  of 
urine  and  a detailed  review  of  the  significance  of 
the  bacterial  count. 

The  section  concerning  treatment  discusses  mainly 
the  controversy  between  short  and  long  term  drug 
therapy  of  urinary  tract  infections.  Surgical  treat- 
ment is  mentioned  only  briefly. 

This  book  would  appear  to  be  an  extremely  valu- 
able introductory  source  for  those  interested  in 
learning  the  basic  problems  of  urinary  tract  infec- 
tions in  childhood.  It  also  is  an  excellent  source  of 
bibliographical  material  for  those  wishing  to  review 
in  detail  any  certain  aspect  of  this  problem.  It  has 
little  to  offer  for  those  already  thoroughly  familiar 
with  the  problems  of  umiary  tract  infections  in 
childhood. 

Arnold  M.  Belker,  M.D. 

DIAGNOSIS  AND  MANAGEMENT  Op  paiN  SYNDROME: 
by  Bernard  E.  Finnefon;  Published  by  the  W.  B.  Saunders 
Company,  Philadelphia;  337  Pages;  Price  $12.50. 

Pain  is  second  only  to  bleeding  as  the  most 
common  complaint  bringing  patients  to  physicians. 
Relief  of  pain  is  one  goal  to  which  physicians  pledge 
themselves,  and  may  be  the  only  service  they  can 
offer  to  some  patients.  Understanding  pain,  its  mech- 


anism and  pathways,  the  interrelationship  of  phy- 
sician and  patient  with  pain  problems,  often  baffle 
and  irritate  both  physician  and  patient. 

Dr.  Finneson’s  book  is  offered  as  a “guide  to 
management  of  the  pain  problems  commonly  en- 
countered”, and  presents  concise  information  to 
explain  pain  mechanisms  and  pathways;  explores  the 
possible  relationships  of  physicians  and  patients  in 
pain,  and  presents  some  means  of  providing  pain 
relief.  Dr.  Finneson,  in  his  preface,  disclaims  com- 
pleteness, “limiting  the  discussion  to  those  techniques 
that  have  worked  best  for  me”.  This  disclaimer  fore- 
stalls argument  in  controversial  areas,  of  which  there 
are  but  a few. 

The  material  is  organized  in  easily  used  fashion 
with  a satisfactory  index.  The  text  is  easily  read 
with  very  few  inaccuracies.  Line  drawings  in 
abundance  add  lucidity  to  the  text.  A bibliography 
is  glaringly  absent. 

The  book  itself  is  well  designed  and  manufactured. 
It  is  of  comfortable  and  convenient  size.  The  type 
is  easily  read  and  printed  on  good  paper. 

The  book  should  serve  its  purpose  well  in  helping 
many  physicians  and  patients  understand  pain  prob- 
lems and  finding  relief  for  those  problems. 

Marion  A.  Carnes,  M.D. 


Con- 

ven- 

ience! 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 
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Convalescing . . . but  still  a long  way  to  go. 
Anxiety  can  make  it  even  longer. 


Convalescence  following  medical  or  surgical  procedures  may  be  almost 
endless  to  an  anxious  patient.  And,  indeed,  anxiety  with  some  patients 
actually  retards  progress — for  example,  by  inducing  insomnia  and  reducing 
cooperation. 

As  physicians  have  found  during  nearly  15  years  of  widespread  use,  Equanil 
may  be  a beneficial  part  of  aftercare.  It  helps  relieve  anxiety  and  tension, 
thus  often  aiding  your  primary  therapy. 


Indications:  For  use  in  management  of 
anxiety  and  tension  occurring  alone  or  as 
accompanying  symptom  complex  to  med- 
ical and  surgical  disorders  and  pro- 
cedures. Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and 
related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity 
to  meprobamate. 

Important  Precautions:  Carefully  super- 
vise dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  has 
been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as 
alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  exces- 
sive dosage,  reduce  dosage  gradually  to 
avoid  possibly  severe  withdrawal  reac- 
tions. Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epilepti- 
form seizures. 

Warn  patients  of  possible  reduced  alcohol 
tolerance,  with  resultant  slowing  of  reac- 
tion time  and  impairment  of  judgment  and 
coordination. 

Reduce  dose  if  drowsiness,  ataxia  or 
visual  disturbance  occurs;  if  persistent, 
patients  should  not  operate  vehicles  or 
dangerous  machinery. 

Side  Effects  include  drowsiness,  usually 
transient:  if  persistent  and  associated  with 
ataxia,  usually  responds  to  dose  reduc- 
tion; occasionally  concomitant  CNS  stim- 
ulants (amphetamine,  mephentermine 
sulfate)  are  desirable.  Allergic  or  idio- 
syncratic reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  mepro- 
bamate. Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of 
reactions.  Mild  reactions  are  charac- 
terized by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocyto- 
penic purpura  with  cutaneous  petechiae, 
ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  One  fatal  case  of 
bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone 
has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped 
and  not  reinstituted.  Severe  reactions. 


observed  very  rarely,  include  angioneu- 
rotic edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal 
case),  anaphylaxis,  stomatitis  and  proc- 
titis (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely, 
almost  always  in  presence  of  known  toxic 
agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  con- 
tinuous administration. 

Meprobamate  may  sometimes  precipitate 
grand  mal  attacks  in  patients  susceptible 
to  both  grand  and  petit  mal.  Extremely 
large  doses  can  produce  rhythmic  fast 
activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has 
been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw 
gradually  (1  or  2 weeks)  to  avoid  recur- 
rence of  pretreatment  symptoms  (insom- 
nia, severe  anxiety,  anorexia).  Abrupt 
discontinuance  of  excessive  doses  has 
sometimes  resulted  in  vomiting,  ataxia, 
tremors,  muscle  twitching  and  epilepti- 
form seizures.  Prescribe  very  cautiously 
and  in  small  amounts  for  patients  with 
suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor 
and  respiratory  collapse  and  anuria.  Ex- 
cessive doses  have  resulted  in  prompt 
sleep;  reduction  of  blood  pressure,  pulse 
and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with 
immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants 
and  pressor  amines  as  indicated.)  Doses 
above  2400  mg. /day  are  not  recom- 
mended. 

Composition:  Tablets,  200  mg.  and  400 
mg.  meprobamate.  Coated  Tablets. 
WYSEALS®  EQUANIL  (meprobamate)  400 
mg.  (All  tablets  also  available  in 
REDIPAK®  [strip  pack],  Wyeth.)  Contin- 
uous-Release Capsules,  EQUANIL  L-A 
(meprobamate)  400  mg. 

EQUANIL 

(meprobamate) 

Wyeth  Laboratories  Philadelphia,  Pa. 
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The  Wm.  S.  Merrell  Company 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 
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Be  Not  The  First  By  Whom  The  New  Are  Tried, 
Nor  Yet  The  Last  To  Lay  The  Old  Aside 


The  admonition  of  Alexander  Pope,  which 
appeared  in  “Essay  on  Criticism”  is  ap- 
parently good  advice  for  physicians  to- 
day. One  wonders  at  times,  however,  if  there 
are  not  some  who  are  the  last  to  lay  the  old 
aside.  We  are  living  in  a period  of  great  change, 
yet  some  seem  to  hold  on  to  the  memory  of  the 
horse  and  buggy  doctor,  yet  none  of  us  still 
make  home  calls  in  a buggy. 

Those  of  you  who  have  failed  to  sign  the 
participating  Physicians  Agreement  for  Usual 
and  Customary  Programs  with  Blue  Shield 
should  again  review  their  agreement  and  sign 
as  a participating  physician. 

There  seems  to  be  some  reluctance  on  the 
part  of  physicians  in  many  of  the  County  So- 
cieties to  agree  on  peer  review.  It  is  the  opinion 
of  this  writer  that  peer  review  will  become  a 
very  important  part  of  medical  practice  in  the 
near  future.  The  sooner  each  of  us  accepts  this 
principle  and  documents  the  records  of  all  pa- 
tients, the  better  our  medical  practice  will  be- 
come. 

There  seem  to  be  ideas  in  some  circles  that 
the  individual  medical  practitioner  need  only 


express  a medical  opinion,  and  that  he  is  not 
required  to  show  how  he  arrived  at  this 
opinion. 

The  opinion  of  an  expert  witness  is  no  longer 
acceptable  in  most  of  the  courts  when  it  is  pure- 
ly a statement  of  opinion.  Courts  now  require 
an  expert  witness  to  show  the  facts  to  the  court 
and  explain  how  he  arrived  at  his  expert 
opinion.  This  does  not  seem  to  be  an  unreason- 
able demand,  for  it  is  by  demonstrating  one’s 
skill  at  obtaining  the  facts  and  the  logic  by 
which  he  arrives  at  an  expert  opinion  that  one 
maintains  his  reputation  as  an  expert. 

If  one  documents  all  of  his  findings  and  dem- 
onstrates that  he  arrived  at  logical  conclusions 
and  that  reasonable  action  was  taken  in  treat- 
ments, there  will  be  practically  no  work  for  the 
peer  review  committee.  It  is  only  when  third 
parties  are  unable  to  understand  an  individual’s 
claim,  that  the  peer  review  mechanism  is  nec- 
essary. 


Lewis  Dickinson,  M.D. 
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Dramatic  new  way 
of  delivering  medication 
to  the  skin 


New 

Cordran tape 

Flurandrenolone  Tape 

The  steroid  is  right  in  the  tape! 


Please  turn  page  for  prescribing  information 


Remarkably  effective... 


Response  of  ^ 

patient  treated  with 
strip  of  Cordran®  Tape 
(Flurandrenolone  Tape) 
applied  to  arm. 


Description:  A transparent,  inconspicuous,  plastic  surgical  tape,  im- 
pervious to  moisture,  slightly  elastic  and  highly  flexible.  The  corti- 
costeroid flurandrenolone  is  uniformly  distributed,  4 mcg./sq.  cm.,  in 
the  adhesive  layer. 

The  adhesive  is  a synthetic  copolymer  of  acrylate  ester  and  acrylic 
acid,  free  from  substances  of  plant  origin.  A paper  liner  permits 
handling  and  trimming  before  application. 

Action;  Cordran®  (flurandrenolone,  Lilly)  has  anti-inflammatory,  anti- 
pruritic, and  vasoconstrictive  actions.  The  tape  serves  as  both  a 
vehicle  and  an  occlusive  dressing. 

Indications;  For  adjunctive  therapy  of  chronic  recalcitrant  derma- 
toses responsive  to  topical  corticosteroids,  particularly  dry,  scaling 
localized  lesions.  These  include  atopic  dermatitis,  contact  dermatitis, 
eczema  of  hands  and  feet,  lichen  pianus,  lichen  simplex  chronicus, 
neurodermatitis,  nummular  eczema,  psoriasis,  seborrheic  dermatitis, 
and  stasis  dermatitis. 

Cordran  Tape  should  be  used  only  when  its  special  features  outweigh 
a possibly  higher  incidence  of  adverse  reactions. 

Cordran  is  recommended  as  a supplement  to  other  preparations  In 
the  management  of  skin  lesions.  It  may  be  used  for  symptomatic 
relief  until  contributing  factors  are  corrected.  In  contact  or  allergic 
dermatitis,  remove  the  offending  contactant  or  allergen.  Take  a care- 
ful history,  including  a study  of  environmental  contacts  and  use  of 
drugs. 

Contraindications:  Chickenpox,  vaccinia;  patients  with  a history  of 
hypersensitivity  to  any  of  its  components.  Not  recommended  for 
lesions  exuding  serum  or  in  intertriginous  areas. 


Enthusiastically  received... 


Practically  invisible. 
Makeup  can  be  applied 
over  tape  for  total  masking. 


Protects  skin  from 
scratching  or  other 
external  irritants 


Warning:  Usage  in  Pregnancy— Although  adverse  effects  on  preg- 
nancy have  not  been  reported,  safety  of  the  use  of  topical  corti- 
costeroids on  pregnant  women  has  not  been  absolutely  established. 
Do  not  use  extensively  on  pregnant  patients  in  large  amounts  or  for 
prolonged  periods. 

Precautions:  If  irritation  develops,  discontinue  the  product  and  insti- 
tute appropriate  therapy. 

In  the  presence  of  infection,  use  appropriate  antifungal  or  antibac- 
terial agents.  If  a prompt  response  does  not  occur,  discontinue  the 
corticosteroid  until  the  infection  is  adequately  controlled. 

If  extensive  areas  are  treated,  take  suitable  precautions  against  the 
possibility  of  increased  systemic  absorption.  Exercise  particular  care 
with  infants  and  young  children. 

Adverse  Reactions:  The  following  local  adverse  reactions  have  been 
reported  with  topical  corticosteroids,  with  or  without  occlusive  dress- 
ings: burning  sensations,  itching,  irritation,  dryness,  folliculitis,  hyper- 
trichosis, acneform  eruptions,  and  hypopigmentation. 

The  following  may  occur  more  frequently  with  occlusive  dressings 
than  without:  maceration  of  the  skin,  secondary  infection,  skin 
atrophy,  striae,  and  miliaria.  In  addition,  the  tape  may  cause  purpura 
and  stripping  of  the  epidermis. 


Easy  to  apply 


Partially  masks  condition 
being  treated 

Of  course,  it  is  recommended  that  Cordran  Tape  be  reserved  for  cases 
in  which  the  benefits  of  its  special  features  outweigh  a possibly  higher 
incidence  of  adverse  reactions. 


Administration  and  Dosage;  Preparation  of  the  Sk/'n— Shower  or  tub 
baths  should  be  completed  before  Cordran  Tape  is  applied.  Gently 
clean  area  to  remove  scales,  crusts,  dried  exudates,  and  previously 
used  ointments  or  creams.  A germicidal  soap  or  cleanser  will  prevent 
the  development  of  odor  under  the  tape.  Shave  or  clip  the  hair  to 
allow  good  contact  and  comfortable  removal.  Dry  the  skin  before 
applying  tape. 

In  most  cases,  the  tape  should  be  replaced  after  twelve  hours.  Wash 
the  skin  and  allow  it  to  dry  for  an  hour  before  reapplying  the  tape. 
When  necessary,  the  tape  may  be  used  only  at  nighttime.  Loose  ends 
or  corners  may  be  trimmed  off  and  replaced  with  fresh  tape. 

Directions  for  the  patient  are  included  in  each  package. 

How  Supplied:  Each  roll  of  Cordran®  Tape  (flurandrenolone  tape, 
Lilly)  is  7.5  cm.  (3  inches)  wide  and  200  cm.  (80 

ADDITIONAL  INFORMATION 
AVAILABLE  UPON  REOUEST. 

ELI  LILLY  AND  COMPANY 
INDIANAPOLIS,  INDIANA  46206 


inches)  long. 


New 


CordranTape 

Flurandrenolone  Tape 
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The  steroid  that  sticks  to  the  job 


I 


symptoms  of  mixed  anxiety-depression  are  rareiy  ciear-cut... 
but  they  are  often  a ciear  indication  for 

Mellaril" 

(thioridazine) 

25  mg.  t.i.d. 

effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause,  hyper- 
tensive or  hypotensive  heart  disease  of  extreme  degree. 
Warnings:  Administer  cautiously  to  patients  who  have 
previously  exhibited  a hypersensitivity  reaction  (e.g., 
blood  dyscrasias,  jaundice)  to  phenothiazines.  Pheno- 
thiazines are  capable  of  potentiating  central  nervous 
system  depressants  (e.g.,  anesthetics,  opiates,  alcohol, 
etc.)  as  well  as  atropine  and  phosphorus  insecticides. 
During  pregnancy,  administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously 
to  patients  participating  in  activities  requiring 
complete  mental  alertness  (e.g.,  driving).  Orthostatic 
hypotension  is  more  common  in  females  than  in  males. 
Do  not  use  epinephrine  in  treating  drug-induced 
hypotension.  Daily  doses  in  excess  of  300  mg.  should 
be  used  only  in  severe  neuropsychiatric  conditions. 


Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidai  symptoms;  nocturnal  confusion, 
hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous 
System— Dryness  of  mouth,  blurred  vision,  constipation, 
nausea,  vomiting,  diarrhea,  nasal  stuffiness,  and  pallor. 
Endocrine  System— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral 
edema.  S/c/n— Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular 
System— Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine).  While  there  is  no 
evidence  at  present  that  these  changes  are  in  any  way 
precursors  of  any  significant  disturbance  of  cardiac 
rhythm,  several  sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in 
patients  previously  showing  electrocardiographic 
changes.  The  use  of  periodic  electrocardiograms  has 
been  proposed  but  would  appear  to  be  of  questionable 
value  as  a predictive  device.  Other— A single /\ 
case  described  as  parotid  swelling.  /k^ 

SANDOZ  PHARMACEUTICALS,  HANOVER,  N.J.  SA~nd07. 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  METHENAMINE,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine  which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


william  P.  POYTHRESS  Si 


COMPANY,  INC.,  RICHMOND,  VIRGINIA  2321  7 


for  the  vitamin 


I ■ 


ithat  diet  alone 
doesn’t  satisfy... 


Thera-Combex  H-P* 


This  high-potency  vitamin  C and  B-compIex 
combination  starts  \where  diet  stops 


Kapseals" 


Each  Kapseal  contains:  ascorbic  acid,  500  mg.;  thiamine 
mononitrate,  25  mg.;  riboflavin,  15  mg.;  pyridoxine  hydro- 
chloride, 10  mg.;  cyanocobalamin,  5 meg.;  niacinamide, 
100  mg.;  d/-panthenol,  20  mg.;  Taka-Diastase®  (Aspergillus 
oryzae  enzymes),  2'h  gr. 

The  Brown  capsule  with  Green  band 
is  a Parke-Davis  trademark. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


PARKE-DAVIS 


335Red 


heavenly  relief 
for  unearthly  cough 


Benyliri 

EXPECTORAI^^T 


APTB’O 


Each  fluidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like  action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  &:  Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 
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Continuing  Educational 

From  The 


Opportunities 


KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

JANUARY 

14  PANMED  television  series,  “Newer  Psycho- 
therapeutic Agents:  The  Antidepressants,” 

KETV-TV  10:30  p.m.  EST  (9:30  p.m.  CST) 

19  PANMED  television  series,  “Newer  Psycho- 

therapeutic Agents:  The  Antidepressants,”  in 
Louisville,  WKPC-TV  10  p.m. 

21  PANMED  television  series,  “Dialogue  With 

Life,”  KETV-TV  10:30  p.m.  EST  (9:30  p.m. 
CST) 

26  PANMED  television  series,  “Dialogue  With 

Life,”  in  Louisville,  WKPC-TV  10  p.m. 

28  PANMED  television  series,  “Gastric  Ulcer  — 
Benign  or  Malignant,”  KETV-TV  10:30  p.m. 
EST  (9:30  p.m.  CST) 

29-31  Symposium  on  Modern  Methods  for  the  Medi- 
cal Work-Up,  University  of  Kentucky  Medical 
Center,  Lexington 

FEBRUARY 

2 PANMED  television  series,  “Gastric  Ulcer  — 
Benign  or  Malignant,”  in  Louisville,  WKPC- 
TV  10  p.m. 

4 PANMED  television  series,  “Four-handed  Den- 
tistry,” KETV-TV  10:30  p.m.  EST  (9:30  p.m. 
CST) 

4 Postgraduate  course,  “Current  Concepts  in 
Gastrointestinal  and  Biliary  Tract  Surgery,” 
University  of  Kentucky  Medical  Center,  Lex- 
ington. 

7 Symposium  on  “Treatment  of  Oropharyngeal 
Cancer,”  sponsored  by  the  University  of 
Louisville  School  of  Medicine  and  Dentistry, 
8:30  a. m. -3:00  p.m.,  Rankin  Amphitheater, 
General  Hospital,  Louisville 


MARCH 

18-20  Postgraduate  course,  “The  Head  of  the  Child,” 
University  of  Kentucky  Medical  Center,  Lex- 
ington. 

25-26  “Symposium  on  Cardiovascular  Disease,”  spon- 
sored by  the  Heart  Association  of  Louisville 
and  Jefferson  County,  Stouffer’s  Louisville  Inn 

APRIL 

2 Fifteenth  Annual  Spring  Clinical  Conference, 
Lexington  Clinic,  “Diabetes  Mellitus-1970,” 
Lexington 

8-9  KMA  INTERIM  MEETING,  “Kentucky  Medi- 
cine in  the  70’s,”  Kentucky  Dam  Village  State 
Park,  Gilbertsville 


IN  SURROUNDING  STATES 

JANUARY 

2-6  Postgraduate  course,  “Function  and  Dysfunc- 
tion of  Gastrointestinal  Tract,”  American 
College  of  Physicians,  Bal  Harbour,  Florida 

14-15  Postgraduate  course,  “Selected  Problems  in 
General  Surgery  and  Vascular  Surgery,”  Cleve- 
land Clinic  Educational  Foundation,  Cleveland 

20-21  Seminar  on  Clinical  Psychiatry,  The  Medical 
College  of  Georgia,  Augusta 


EMERGENCY  ROOM  PHYSICIAN  — 
Accredited  280  bed  progressive  general 
hospital  in  beautiful  Huntington,  W.  Va. 
Immediately  available.  Contact  Assis- 
tant Administrator,  Cabell  Huntington 
Hospital,  1340  16th  St.,  Hvmtington,  West 
Virginia.  A.C.  304  696-6590  collect. 


9 PANMED  television  series,  “Four-handed  Den- 
tistry,” in  Louisville,  WKPC-TV  10  p.m. 

11  PANMED  television  series,  “Family  Prescrip- 
tion Records,”  KETV-TV  10:30  p.m.  EST 
(9:30  p.m.  CST) 

16  PANMED  television  series,  “Family  Prescrip- 
tion Records,”  in  Louisville,  WKPC-TV  10 
p.m. 
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Achrocidin®  Tablets  and  Syrup 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications;  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions;  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  sho,uld  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal— BinomiA, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  5k/n— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration,  dose-related  rise  in 

BUN.  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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The  many 
forms 
of  llosone*^ 

Erythromycin  Estolate 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 


mixed  as  directed, 
each  5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 


dtrected,  each  cc. 
will  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  5 
erythromycin  estolate 
equivalent  to  125  mg, 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 
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Can  This  Be  Histoplasmosis ? 

N.  A.  Saliba,  M.D.* 


Louisville,  Kentucky 


An  outline  of  the  acute  pulmonary, 
chronic  pulmonary  and  disseminated  types 
of  histoplasmosis  is  given.  The  impor- 
tance of  a high  degree  of  suspicion,  and 
screening  with  skin  testing  and  comple- 
ment fixation  studies  is  emphasized. 
Treatment  with  Amphotericin-B  is  dis- 
cussed, and  examples  of  the  various  forms 
of  histoplasmosis  are  presented. 

There  is  nttle  doubt  that  practicing  phy- 
sicians in  endemic  areas  often  need  to 
ask  themselves  the  question  “Can  this 
be  histoplasmosis?”.  It  has  already  been  shown 
that  many  “histoplasmosis”  patients  who  are 
hospitalized,  have  an  incorrect  diagnosis  be- 
cause of  an  insufficient  degree  of  suspicion, 
or  the  lack  of  appropriate  laboratory  evalua- 
tion^' -. 

Kentucky  is  well  within  the  geographic 
endemic  area  for  histoplasmosis  in  the  United 
States,  that  is  the  Ohio-Mississippi  Valley 
Region.  However,  this  fungus  is  by  no  means 
limited  to  the  continental  United  States,  as 
it  has  been  isolated  in  over  30  countries, 
either  from  patients  or  soil  samples.  The 
literature  includes  reports  from  Europe,  North 
and  South  America,  Africa,  Asia  and  Aus- 
tralia. By  far  the  largest  number  of  cases  has 
been  reported  from  the  United  States. 

Histoplasmin  skin  sensitivity  can  be  used  to 
determine  the  prevalence  of  infection  with 

^Director,  District  Two  State  Tuberculosis  Hospital, 
Louisville 


Histoplasma  capsulatum  in  a community.  This 
sensitivity  in  Kentucky  ranges  from  a low  of 
approximately  22  per  cent  in  the  eastern  part 
of  the  state,  to  a high  of  95  per  cent  in  the 
central  part  of  Kentucky.  The  area  around 
Jefferson  County  has  an  estimated  68  per 
cent  histoplasmin  sensitivity.  A certain  degree 
of  clinical  suspicion  of  histoplasmosis,  followed 
by  screening  examinations  with  histoplasmin 
skin  testing  and  complement  fixation  studies, 
can  certainly  prove  rewarding^-  Many  pa- 
tients with  chronic  pulmonary  disease  and  a 
positive  complement  fixation  for  histoplasmosis 
can  be  proved  to  have  viable  organisms  of 
Histoplasma  capulatum  in  their  sputum. 
Proof  often  requires  a series  of  at  least  six 
sputum  cultures  carried  out  in  an  adequately 
equipped  laboratory.  On  the  other  hand,  as 
Sweany  points  out,  the  complement  fixation 
may  almost  completely  disappear  in  fulmina- 
ting cases'*.  While  a positive  complement 
fixation  test  usually  indicates  active  disease, 
occasional  patients  do  not  develop  these  anti- 
bodies (about  10 — 15  per  cent  of  the  total). 
Thus,  in  any  chronic  unresolving  pneumonia  or 
pyrexia  of  unexplained  origin,  cultures  as  well 
as  serologic  studies  are  indicated. 

Material  and  Method 

District  Two  State  Tuberculosis  Hospital 
(Hazelwood)  has  participated  in  a U.  S. 
Public  Health  Service  Mycoses  Therapy  Study 
since  1958.  This  is  the  largest  cooperative 
study  of  its  type,  and  this  group  has  collected 
a series  of  1,288  mycologically  proved  cases, 
approximately  920  of  these  being  proved 


ucky  Medical  Association 


• January  1970 


29 


Histoplasmosis — Saliba 


histoplasmosis  of  various  types,  mostly  chronic 
cavitary  pulmonary. 

The  three  hospitals  in  this  study  contributing 
the  largest  number  of  cases  are  one  in  Mis- 
souri, one  in  Arkansas  and  this  one  in  Louis- 
ville. We  have  contributed  (a)  a series  of 
129  cases  of  histoplasmosis  confirmed  by 
sputum  culture  and/or  tissue  examination; 
(b)  a second  group  of  36  cases  that  have 
been  classified  highly  suspicious  for  histo- 
plasmosis, but  the  fungus  was  not  identified 
by  culture  or  microscopy.  In  these  patients 
tuberculosis  or  other  significant  pathology  was 
not  established,  the  complement  fixation  test 
was  positive  for  histoplasmosis,  and  one  usual- 
ly found  a persistence  or  exacerbation  of 
symptoms  or  else  a deterioration  of  pulmonary 
changes  by  x-ray  during  follow-up. 


FIG.  1.  2-year-old  girl  admitted  4/17/68  with  a respira- 
tory illness  associated  with  a right  middle  lobe  pneumonia. 
Histoplasmin  skin  test  was  12  mm.  induration,  and  PPD 
negative.  Her  complement  fixation  was  positive  for  Histo- 
plasmosis HI-  1:64,  H 2 - 1:256,  Blasto  1:16.  The  sputum 
submitted  was  negative,  but  other  members  of  the  family 
had  also  been  infected  with  Histoplasmosis.  H.  capsulatum 
was  isolated  from  soil  samples  around  her  residence.  This 
child  improved  clinically  and  radiologically  without  specific 
therapy,  and  remains  well  under  close  O.P.  supervision. 

Of  the  mycologically  proved  cases,  78  were 
treated  with  intravenous  Amphotericin-B  in 
a dosage  ranging  from  470  mg.  to  2895  mg. 
total  dosage  for  a single  course;  in  some  cases 
these  courses  were  repeated  when  relapse  oc- 
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FIG.  2.  24-year-old  W.M.  admitted  5/4/66  acutely  III 
and  with  evidence  of  miliary  disease.  His  complement 
fixation  was  positive  for  Histoplasmosis  HI-  1:128, 
H 2 - 1 :8.  His  bone  marrow  and  sputum  cultures  were 
positive  for  H.  capsulatum.  He  made  a remarkable  re- 
covery after  2210  mg.  Amphotericin-B;  subsequently  he 
suffered  relapses  which  necessitated  further  treatment.  He 
is  now  well  and  working. 

curred.  In  our  series  the  largest  total  dosage 
of  Amphotericin-B  over  a number  of  courses 
given  to  an  individual  patient  was  6520  mg. 
A smaller  number  of  patients  in  the  suspect 
group  were  also  treated  with  Amphotericin-B 
because  of  the  above  noted  clinical  findings, 
and  this  often  resulted  in  clinical  and  radio- 
logic  improvement.  Twenty-five  patients  have 
received  resectional  surgery’. 

Most  of  these  cases  have  been  originally 


FIG.  3.  17-year-old  W.F.  student.  Complement  fixation 
was  positive  for  Histoplasmosis  H 1 - 1 :32,  H 2 - 1 :64. 
Chest  x-ray  showed  left  apical  cavitary  disease.  A left 
upper  lobectomy  was  carried  out  on  4/20/65  under  cover 
of  Amphotericin-B  (1265  mg.  total  course).  Tissue  was 
positive  for  H.  capsulatum  on  microscopy  and  culture. 
When  seen  last  December,  1968,  she  was  doing  well, 
with  no  evidence  of  active  disease. 
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suspected  from  screening  by  the  serologic  test 
which  is  the  best  index  of  active  disease. 
Routine  admissions  at  the  six  District  Tuber- 
culosis Hospitals  in  Kentucky  are  screened  by 
such  tests.  The  percentages  of  positive  sero- 
logic tests  found  in  each  hospital  district  are 
as  follows  for  a recent  survey  carried  our  be- 
tween 1967-1968:  Madisonville,  Ashland  and 
London  Hospital  District  had  12  to  16  per 
cent  positive  tests  for  histoplasmosis;  whereas 
Louisville,  Paris  and  Glasgow  Hospital  District 
had  26  to  33  percent. 


FIG.  4.  This  is  a routine  x-ray  showing  a lorge  stippled 
calcific  lesion  in  R.  paratracheal  region.  Histoplastnin  skin 
test  was  positive,  PPD  negative.  C.F.  was  positive  for 
Histoplasmosis  H 1 - 1 :64,  H 2 - 1 :32.  This  man  was 
symptom  free. 

Clinical  Types  of  Histoplasmosis 

Because  of  our  experience  during  the  past 
12  years  or  so,  it  has  become  evident  that  the 
possibility  of  histoplasmosis  needs  to  be  con- 
sidered in  practically  all  cases  of  chronic 
pulmonary  disease,  in  many  cases  of  acute 
pulmonary  disease,  and  in  a substantial  num- 
ber of  patients  with  generalized  systemic 
disease.  The  various  clinical  types  encoun- 
tered are  as  follows: 

1.  Acute  pulmonary. 

a.  Primary  infection:  This  is  an  influenza- 
like illness  and  may  at  times  resemble 
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FIG.  5.  46-year-old  W.F.  admitted  8/29/60  with  a mass 
in  her  R.  lung.  Her  PPD  was  negative  and  Histoplasmin 
skin  test  positive.  Complement  fixation  was  negative  for 
Histoplasmosis  H 1,  and  1:8  for  H 2.  Resection  of  basal 
segments  R.  lower  lobe  was  carried  out  on  9/1/60  under 
cover  of  Amphotericin-B,  1544  mg.  Tissue  was  positive 
for  H.  capsulatum. 

primary  tuberculous  infection  or  even 
sarcoidosis.  Hilar  glands  may  be  en- 
larged, or  one  may  find  scattered  pul- 
monary foci  on  chest  x-ray  examination. 
Erythema  nodosum  has  also  been  de- 
scribed somewhat  infrequently. 

b.  Pneumonitis:  This  will  present  as  a 
more  severe  variety  of  the  acute  primary 
infection,  a more  severe  respiratory  ill- 
ness with  pneumonic  areas  on  chest 
x-ray.  A specific  diagnosis  may  be  ex- 
tremely difficult  without  a high  degree 
of  suspicion  of  histoplasmosis  followed 
by  appropriate  laboratory  studies.  It  can 
be  confused  with  bacterial  or  viral  pneu- 
monia, so  that,  any  pneumonitis  persist- 
ing for  more  than  a few  days,  or  resistant 
to  ordinary  antibiotics,  should  be  sus- 
pected (Fig.  1). 

c.  Disseminated  (Miliary):  These  patients 
are  usually  critically  ill  and  the  present- 
ing clinical  picture  may  be  indistinguish- 
able from  miliary  tuberculosis.  They 
represent  patients  whose  resistance  does 
not  confine  the  fungal  infection  to  the 
lungs,  but  it  becomes  disseminated  by 
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the  blood  stream  (Fig.  2).  The  clinical 
picture  is  characterized  by  fever  and 
hepatosplenomegaly.  Without  treatment 
this  type  of  histoplasmosis  infection  may 
be  rapidly  progressive  and  fataF’;  on  the 
other  hand  prompt  treatment  can  pro- 
duce a dramatic  response.  The  adrenal 
glands  may  also  be  involved  in  a sub- 
stantial number  of  cases,  Rubin  et  al  re- 
porting a 20  per  cent  incidence  in  their 
series". 

2.  Chronic  pulmonary. 

a.  Cavitary:  This  is  the  most  frequent  type 
of  chronic  pulmonary  histoplasmosis  en- 
countered. The  pulmonary  disease  can 
be  very  extensive,  the  cavitation  may  be 
single  or  multiple,  unilateral  or  bilateral. 
Without  diagnosis  and  specific  treatment, 
this  condition  is  slowly  progressive  in  the 
majority  of  cases;  over  a period  of  years 
there  is  exacerbation  and  remission,  in- 
creased destruction  of  pulmonary  paren- 
chyma with  increased  disability,  and 
eventually  death  in  many  cases.  Char- 


FIG.  6.  48-year-old  W.M.  admitted  10/29/57  with  a 
large  cavity  in  the  LUL,  some  infiltration  in  the  L.  mid-lung 
field  and  a minimal  spread  to  the  R.  upper  lobe.  Sputum 
cultures  were  positive  for  tuberculosis  and  histoplasmosis. 
Patient  received  antituberculosis  and  antifungal  treatment, 
with  clinical  improvement  and  sputum  conversion.  He  de- 
clined resectional  surgery.  He  suffered  relapses  from  his 
Histoplasmosis  and  died  in  1963  from  superior  vena  cava 
obstruction. 


acteristically,  this  form  is  indistinguish- 
able from  pulmonary  tuberculosis  and 
may  be  indistinguishable  from  fungal  or 
other  chronic  pulmonary  diseases  (Fig. 
3). 


FIG.  7.  60-year-old  W.M.  admitted  6/13/62  with  ex- 
tensive bilateral  fibrocavitary  disease  and  positive  sputum 
smears  and  cultures  for  tuberculosis.  He  was  responding 
fairly  well  and  his  sputum  converted  in  September,  1962; 
but  vague  abdominal  complaints  persisted  and  he  was 
not  too  cooperative  with  pursuing  the  clinical  evaluation. 
He  was  transferred  to  another  hospital  April,  1963,  for 
furher  study.  He  died  there,  and  at  necropsy  disseminated 
granulomatous  disease  was  found  in  the  iungs,  adrenals, 
kidneys,  spleen,  liver.  Tissues  were  positive  for  H.  cap- 
sulatum.  The  tuberculosis  status  was  apparently  quiescent. 

b.  Calcification:  This  type  may  present 
with  calcifications  in  various  organs,  and 
in  the  lung  fields  either  as  scattered 
pulmonary  calcification  or  more  fre- 
quently mulberry  type  calcification  in 
the  hilar  and  mediastinal  region.  These 
can  attain  significant  size  and  may  oc- 
casionally result  in  complications  such  as 
compression  of  the  trachea  or  esophagus, 
or  superior  vena  cava  obstruction  (Fig. 
4). 

c.  Histoplasmoma:  This  presents  as  a coin 
lesion  on  chest  x-ray  and  sometimes  as 
a larger  density  which  could  perhaps 
represent  an  inspissated  cavity  or  a 
caseo-necrotic  granuloma.  The  differen- 
tial diagnosis  would  include  the  possibility 
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of  a carcinoma  or  a benign  tumor,  or 
else  other  types  of  granulomas  (Fig.  5). 

3.  Associated  diseases. 

In  this  type  two  or  more  fungi  may  co-exist, 
for  example,  histoplasmosis  associated  with 
blastomycosis  or  aspergillosis.  Histoplas- 
mosis has  also  been  found  in  the  presence 
of  carcinoma,  leukemia,  etc.  Not  infrequently 
it  is  associated  with  tuberculosis  and  in  a 
certain  percentage  of  patients  these  two 
chronic  diseases  may  be  encountered  simul- 
taneously in  an  active  form®-  In  certain 
patients  one  of  the  diseases  may  precede 
or  follow  the  other  by  a period  of  many 
months  or  even  a few  years  (Fig.  6,  7).  On 
the  other  hand  there  have  been  cited 
examples  of  shedding  of  histoplasmosis 
organisms  in  the  process  of  a progressive 
form  of  tuberculosis;  or  the  shedding  of 
occasional  mycobacteria  in  the  process  of 
an  aetive  histoplasmosis  infection”.  In  this 
case  the  active  progressive  disease  is  the 
actual  pathologic  process,  whereas  the  shed- 
ded  organisms  may  simply  represent  a pre- 
vious infection  rather  than  a concurrent 
disease  process. 


Discussion 

Of  the  three  principal  types  of  histoplasmo- 
sis (a)  acute  pulmonary,  (b)  chronic  pul- 
monary, (c)  disseminated,  the  acute  pul- 
monary form  is  probably  the  most  frequently 
unreeognized.  But  other  types  of  histoplas- 
mosis can  also  be  misdiagnosed  because  they 
can  be  mistaken  for  tuberculosis,  carcinoma, 
sarcoidosis,  etc. 

Most  of  the  acute  forms  are  usually  en- 
countered in  the  private  practice  of  medieine 
or  in  general  type  hospitals.  The  chronic 
pulmonary  form  on  the  other  hand  is  often 
found  in  tuberculosis  or  other  chronic  disease 
hospitals,  either  as  suspect  tuberculosis  or  for 
diagnostic  purposes.  The  disseminated  form  is 
less  common,  but  may  be  encountered  in  any 
situation. 

Besides  the  already  recognized  source  of 
infection  by  Histoplasma  capsulatum  in  rural 
areas,  Furcolow  et  aF”  points  out  the  possible 
sources  of  infection  among  city  dwellers. 
Here,  one  needs  to  consider  visits  to  farms 
or  prior  rural  residence,  exposure  in  urban 
structures  contaminated  by  bird  droppings,  im- 
portation of  contaminated  farm  soil  or  ma- 
nure as  a fertilizer,  and  exposure  in  wooded 


FIG.  8.  59-year-old  W.M.  first  seen  9/18/64  acutely  ill,  with  extensive  infiltrative  and  fibrocavitary  disease  on  chest 
x-ray  lA).  C.F.  was  positive  for  Histoplasmosis  HI-  1:256,  H 2 - 1:256.  Sputum  cultures  were  positive  for  H.  capsulatum. 
Chest  x-ray  IB)  shows  marked  improvement  in  the  disease  process  after  2925  mg.  Amphotericin-B,  this  concided  with  his 
clinical  improvement. 
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or  open  park  areas  contaminated  by  bird 
droppings.  Small  localized  epidemics  have 
been  recorded  following  such  exposure. 

The  acute  pulmonary  form  of  histoplasmo- 
sis is  usually  benign  and  self-limiting  and  does 
not  necessarily  require  specific  treatment.  In 
the  chronic  pulmonary  form,  some  spontaneous 
improvement  may  be  noted,  but  there  is  ac- 
cumulated evidence  to  show  that  untreated 
patients  fare  poorly  in  comparison  with  treat- 
ed patients  (Fig.  8 A,  B)  as  regards  pro- 
gression of  disease  with  disability  and  mortali- 
ty. The  disseminated  variety  carries  the  worst 
prognosis  and  therefore  early  diagnosis  and 
specific  treatment  become  mandatory”- 

Even  in  experienced  hands,  treatment  cur- 
rently available  is  not  simple  and  requires 
careful  supervision.  It  consists  of  intravenous 
Amphotericin-B  usually  given  three  times  per 
week,  or  daily  in  critical  cases,  and  resectional 
surgery  for  localized  major  disease.  Am- 
photericin-B has  proved  itself  a wide  spectrum 
antifungal  agent  for  a variety  of  these  diseases 
and  many  patients  have  benefitted  from  its 
use.  The  most  serious  toxic  effect  is  potential 
nephrotoxicity  which  is  dose  related”.  The 
need  for  treatment  is  recognized  in  at  least  two 
types  of  histoplasmosis,  and  further  study  will 
yield  valuable  data  as  to  the  optimum  dose 
to  achieve  maximum  clinical  effect,  at  the 


same  time  maintaining  a low  spectrum  of 
toxicity.  It  is  also  hoped  that  in  the  not  too 
distant  future  other  agents  will  become  avail- 
able that  are  even  more  effective  and  easier 
to  administer. 
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A Radiologic  Clue  to  Intestinal  Infarction- 
Portal  Venous  Gas 

Jan  S.  Hirschfield,  M.D.,  Jerome  P.  Lacy  and  R.  Joe  Sayers* 

Louisville,  Kentucky 


Recognition  of  radiographic  portal  venous 
gas  and J or  pneumatosis  intestinalis  may 
lead  to  an  earlier  diagnosis  of  intestinal 
infarction  with  a chance  for  survival. 

PERCENTAGE  survival  from  intestinal  in- 
farction is  low  since  the  complications 
of  intestinal  necrosis  usually  progress  so 
rapidly  that  therapy  is  inadequate.  Recently, 
a number  of  reports  in  the  radiologic  litera- 
ture have  stressed  the  importance  of  portal 
venous  gas  seen  on  abdominal  radiographs  in 
association  with  intestinal  infarction^  ®.  How- 
ever, reports  in  the  internal  medicine  literature 
have  been  few'-  This  communication  intends 
to  reacquaint  the  physician  with  a radiologic 
sign  associated  with  intestinal  necrosis  in  hopes 
of  an  early  diagnosis. 

Case  Report 

B.  B.  C.  (LGH  No.  204-699)  was  a 79- 
year-old  Negro  female  admitted  to  the  Louis- 
ville General  Hospital  August  9,  1968,  be- 
cause of  nausea  and  abdominal  pain  of  24 
hours  duration.  Four  days  prior  to  admission, 
while  taking  digitalis,  the  patient  was  treated 
with  an  intramuscular  mercurial  diuretic  be- 
cause of  ankle  edema  and  shortness  of  breath. 

On  the  day  of  admission  she  developed 
severe  abdominal  cramping  pain  with  nausea 
but  no  vomiting.  She  reported  no  hematemesis, 
jaundice,  diarrhea,  melena  or  bloody  stools. 
In  1950  a diagnosis  of  arteriosclerotic  heart 
disease  was  made  and  since  then  she  has  been 
hospitalized  on  several  occasions  for  episodes 
of  congestive  heart  failure.  She  was  treated 
for  pneumonia  and  digitalis  intoxication  in 
February,  1968.  A cholecystectomy  was  per- 
formed in  1960. 


*From  the  division  of  gastroenterology,  department 
of  medicine,  University  of  Louisville  School  of 
Medicine,  Louisville 
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Physical  examination:  B.P.  120/70;  pulse 
120/min.  and  irregular;  temperature  97°F.; 
respiration  19/min.  She  was  cachectic  and 
pertinent  findings  included  a soft  abdomen 
without  tenderness  or  distension,  a liver  pal- 
pable 4 cm.  below  the  right  costal  margin  and 
active  bowel  sounds.  The  chest  was  clear  to 
ausculation  and  percussion.  No  cardiac  mur- 
murs were  heard  but  an  apical  to  radial  pulse 
deficit  was  detected.  Pedal  edema  was  absent. 
Laboratory  data  showed  a hemoglobin  of  16 
gm  per  cent,  hematocrit  49  per  cent,  white 
blood  cell  count  7,750/mm®  with  74  per 
cent  neutrophils,  blood  urea  nitrogen  58  mg 
per  cent,  sodium  134  mEq/L,  potassium  3.8 
mEq/L,  chloride  90  mEq/L  and  bicarbonate 
31  mEq/L.  Atrial  fibrillation  and  ST  changes 
compatible  with  digitalis  effect  were  seen  on 
the  electrocardiogram. 

The  digitalis  was  discontinued  and  the 
patient’s  arrhythmia  was  treated  with  intra- 
venous diphenylhydantoin.  A supine  abdomi- 
nal roentgenogram  was  interpreted  as  normal. 
The  abdominal  pain  decreased  in  intensity  but 
recurred  48  hours  after  admission.  Physical 
findings  revealed  a diffusely  tender,  slightly 
distended  abdomen  with  audible  bowel  sounds. 
She  then  vomited  a yellowish  fluid  and  passed 
several  bloody  stools.  The  hematocrit  was  29 
per  cent  and  an  electrocardiogram  showed  a 
regular  sinus  rhythm  with  a left  bundle  branch 
block.  A supine  roentgenogram  of  the  abdo- 
men suggested  adynamic  ileus  and  gas  in  the 
portal  venous  circulation  (Fig.  1).  An  ab- 
dominal paracentesis  revealed  bloody  fluid. 
The  patient  was  given  intravenous  kanamycin, 
and  penicillin  and  sodium  colistimethate  but  ex- 
pired four  hours  later. 

At  postmortem  examination,  the  abdominal 
cavity  revealed  500  ml.  of  bloody,  foul  smell- 
ing fluid.  The  gallbladder  was  absent  and 
multiple  adhesions  were  present  on  the  in- 
ferior surface  of  the  liver.  The  alimentary 
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FIG.  1.  Supine  abdominal  radiograph  with  gas  In  the 
portal  venous  system  over  the  hepatic  area  (upper  hori- 
zontal arrow)  and  a linear  air  density  (lower  vertical 
arrow)  which  may  be  consistent  with  intestinal  intra- 
mural air. 


canal  from  the  stomach  to  the  rectum  con- 
tained bloody,  foul  smelling  unformed  feces.  No 
perforation  of  the  stomach,  small  or  large 
intestine  was  found.  The  bowel  was  friable 
to  manual  manipulation.  The  last  10  cm.  of 
the  duodenum  and  the  first  20  cm.  of  the 
jejunum  had  numerous  submueosal  cysts 
measuring  up  to  0.5  cm.  in  size.  Several  of 
the  cysts  were  incised  and  found  to  contain 
gas.  The  mesenteric  arteries  and  the  portal 
venous  system  were  free  of  thrombosis. 

Other  findings  included  bilateral  hydro- 
thorax, an  enlarged  heart  with  diffuse  fibrosis 
and  arteriosclerosis  of  the  pulmonary,  aortic, 
renal,  cartoid  and  cerebral  arteries. 

Microscopically  the  stomach  showed  ische- 
mic degeneration  while  the  small  intestine  was 
frankly  infarcted  (Fig.  2A).  Areas  of  sub- 
mucosal cysts  were  present  in  the  upper  small 
intestine  (Fig.  2B).  The  cysts  had  no  epithe- 
lial lining  or  giant  cells.  Small  anaerobie  gram 
positive  organisms  and  citrobacter  group  were 
cultured  from  the  abdominal  fluid.  Other  mi- 
croscopic findings  included  pulmonary  emphy- 
sema, anthracotic  fibrosis  and  a focus  of  un- 
differentiated bronchogenic  carcinoma  of  the 
left  upper  lobe. 


Discussion 

Gas  in  the  portal  venous  system  is  a recent 
radiographic  discovery^  Portal  venous  gas  is 
distinguished  radiographically  from  biliary 
tract  gas  by  the  presenee  of  air  density  in  the 
vessels  to  the  periphery  of  the  liver  lobule. 
Sussman  and  Senturia  state  that  the  centripetal 
flow  of  bile  prevents  gas  if  present  in  the 
biliary  tract,  from  reaching  the  small  biliary 
radical  and  that  portal  venous  flow  is  obvious- 
ly centrifugal^.  Therefore,  gas  if  seen  radiolo- 
gically  near  the  periphery  of  the  liver  lobule 
is  more  likely  to  be  in  the  portal  venous  sys- 
tem than  in  the  biliary  tree. 

Gas  in  the  portal  venous  system  is  an 
ominous  sign,  since  it  is  so  often  associated 
with  intestinal  necrosis  and  the  ensuing  death 
of  the  patient.  In  a recent  review  of  54  cases, 
four  patients  survived  following  the  radio- 
graphic  diagnosis®.  The  pathogenesis  of  gas 
in  the  portal  venous  tract  is  still  not  clear  but 
bacteremia  with  gas-forming  organisms  and 
gas  entry  through  a disrupted  intestinal  mu- 
cosa have  been  postulated®.  Therefore,  anti- 
biotic therapy  and/or  surgical  intervention 
may  be  instituted  following  discovery  of  the 
presence  of  portal  venous  gas.  Unfortunately, 
previous  experience  tells  us  that  this  radio- 
graphic  clue  may  be  a late  sign  in  the  pro- 
gression of  the  disease.  Only  future  experience 
with  knowledge  of  this  sign  will  define  the 
time  relationship  between  diagnosis  and  pos- 
sible recovery. 

The  findings  of  pneumatosis  intestinalis  at 
postmortem  exam  may  be  coincidental  or 
related  to  distension  of  the  bowel  with  air 
entrance  into  the  submucosa  and/or  bacterial 
organisms  gas  production.  In  retrospect  the 


FIG.  2.  A histological  section  of  the  small  intestine  (7X) 
at  postmortem  showing  a loss  of  integrity  of  the  submucosa 
and  muscle  secondary  to  infarction  (A)  and  submucosal 
cysts  (pneumatosis  intestinalis)  (B). 
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linear  air  line  seen  on  abdominal  x-ray  (Fig. 
1 ) may  be  related  to  the  pneumatosis. 

The  presence  of  both  radiographic  portal 
venous  gas  and  pneumatosis  intestinalis  may 
be  diagnostic  of  intestinal  death'’.  Rigler 
states  that  the  term  pneumatosis  intestinalis 
refers  to  the  benign  cystic  form  and  not  the 
intramural  gas  seen  with  intestinal  infarction, 
which  is  usually  linear"’. 

The  cause  of  intestinal  necrosis  is  not  well 
understood.  Severe  congestive  failure,  shock, 
sepsis  and  digitalis  intoxication  with  cardiac 
arrhythmias  have  been  implicated’"’’’.  The 
absence  of  vascular  thrombosis  seen  at  post- 
mortem has  been  previously  described  in 
other  cases  of  intestinal  necrosis’’- 

An  earlier  diagnosis  of  intestinal  infarction 
may  be  possible  with  clinical  suspicion  and 
close  observation  of  frequent  abdominal 
roentgenograms  for  portal  venous  gas  and 
intramural  air. 


Summary 

Radiographic  portal  venous  gas  was  found 
antemortem  in  a 79-year-old  woman  who 
died  of  intestinal  infarction.  Intestinal  intra- 
mural gas  was  found  at  postmortem  examina- 
tion, and  possibly  in  retrospect  in  the  abdomi- 
nal radiograph.  Recognition  of  these  two  radio- 
logic  entities  may  alert  the  physician  to  the 
diagnosis  of  intestinal  necrosis  so  that  therapy 
can  be  instituted  with  hopes  of  survival. 
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Steroid  Replacement  Therapy* *f 

Warren  H.  Pearse,  M.D.* 


T he  arguments  for  and  against  hormonal 
therapy  in  menopausal  and  post-meno- 
pausal women  are  presented.  Two  alter- 
nate methods  of  replacement  therapy 
are  presented. 

Many  medical  controversies  generate 
more  heat  than  light.  Discussions  of 
revision  of  our  abortion  laws  have  led 
to  the  proponents  being  accused  of  murder 
and  the  opponents  of  dooming  women  and 
children  to  a lifetime  of  suffering.  Letters 
about  sex  education  in  the  schools  suggest 
that  the  opponents  favor  illegitimate  preg- 
nancy and  ignorance  while  the  proponents  are 
communist  inspired.  Like  most  emotional  ar- 
guments, such  catch  phrases  indicate  that  the 
discussion  has  merit  on  both  sides,  that  all  the 
evidence  is  not  in,  and  that  the  issue  is  not 
yet  fully  resolved. 

To  some  extent  it  has  been  this  way  with 
steroid  replacement  therapy,  which  we  are  de- 
fining as  long-term  replacement  of  one  or 
more  steroid  hormones  in  the  menopausal  and 
post-menopausal  female.  The  proponents  have 
cried  “feminine  forever”  which  at  least  in  to- 
day’s society  is  a cry  likely  to  be  attractive 
to  most  women.  The  opponents  have  generally 
waved  a flag  bearing  the  word  cancer  which 
is  likely  to  be  quite  an  unattractive  propo- 
sition. 

My  objectives  are  to  state  briefly  the  nature 
of  the  problem,  outline  some  of  the  arguments 
for  and  against  the  use  of  long  term  replace- 
ment therapy,  and  finally  to  indieate  two  al- 
ternate regimens  out  of  many  possible  ap- 
proaches, which  to  me  seem  reasonable. 

There  are  around  100  million  women  in 
this  country,  and  I suppose  for  that  all  of  us 
can  be  thankful.  About  30  million  of  them 
are  under  age  15.  About  40  million  are  be- 
tween ages  15  and  44.  It  is  worthwhile  to 

f Presented  at  the  second  General  Session,  1969  KM  A 
Annual  Meeting,  September  24,  Louisville 

*Professor  and  chairman,  department  of  obstetrics 
and  gynecology.  University  of  Nebraska 


note  that  of  these  40  million,  20  million  are 
at  risk  of  pregnancy  by  being  married  and  not 
surgically  or  otherwise  infertile.  Of  this  20 
million,  about  one-third,  or  around  7 million, 
are  now  on  oral  contraceptives.  Many  of  these 
individuals  will  be  approaching  menopause 
with  a long  experience  in  constant  hormone 
medication. 

There  are  30  million  women  aged  45  and 
older  in  this  country  who  are  potential  can- 
didates for  steroid  replacement  therapy  during 
and  after  the  menopause.  We  should  note 
that  contrary  to  the  expectation  of  our  medical 
students  that  menopause  usually  occurs  at 
about  age  45,  and  contrary  to  the  expectations 
of  most  women  who  relate  every  symptom 
from  age  35  on  to  the  “change  of  life,”  the 
average  last  menstrual  period  among  women 
in  this  country  is  almost  at  age  5 1 . 

What  are  the  arguments  of  those  who 
favor  long  term  steroid  replacement  therapy? 
First,  85  per  cent  of  menopausal  women 
have  some  symptoms  from  the  menopause 
and  60  per  cent  of  them  will  benefit  from 
estrogen  therapy.  Second,  estrogen  therapy 
prevents  atherosclerosis.  Evidence  such  as  the 
facts  that  bilateral  oophorectomy  makes 
atherosclerosis  more  severe,  that  castration 
before  the  natural  menopause  results  in  an 
increased  frequency  of  coronary  artery  disease, 
and  that  estrogen  reduces  serum  lipids  and 
serum  cholesterol  levels  have  been  adduced. 
Thirdly,  estrogens  are  stated  to  prevent  osteo- 
porosis. Evidence  is  cited  that  estrogens  in- 
duce positive  calcium  and  phosphorus  balance, 
that  they  inhibit  resorption  of  bone,  that  they 
reduce  pain  and  prevent  further  fractures,  as 
well  as  preventing  further  loss  of  height  in 
osteoporosis.  Fourthly,  estrogens  do  prevent 
genital  atrophy  especially  in  the  area  of  the 
vagina  and  vulva,  and  this  is  easily  demon- 
strated clinically.  Finally,  there  is  no  direct 
evidence  that  long  term  estrogen  therapy  in- 
creases the  incidence  of  breast  cancer  or 
endometrial  carcinoma. 

Those  opposing  estrogen  therapy  turn  to 
these  same  arguments  but  with  a different 
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viewpoint.  First,  most  post-menopausal  symp- 
toms, they  say,  are  psychosomatic.  The  chil- 
dren are  leaving  home  and  taking  the  grand- 
children to  live  in  California.  The  husband  is 
at  the  peak  of  his  career,  but  the  wife  has  no 
usefulness,  and  no  place  except  a rocking 
chair  by  the  fire,  and  even  this  is  being  taken 
away.  These  patients  really  need  physician 
counseling  and  increased  activity  rather  then 
estrogens.  Secondly,  estrogens  have  not  been 
proven  to  reduce  atherosclerosis.  The  serum 
cholesterol  may  be  reduced,  but  there  is  no 
improvement  in  the  long  term  morbidity  of 
individuals  who  had  an  episode  of  myocardial 
infarction  when  they  are  given  estrogen. 
There  is  little  difference  in  the  experience  of 
men  versus  post-menopausal  women  of  the 
same  age  so  far  as  in  the  incidence  of 
coronary  artery  disease.  Thirdly,  does  estrogen 
really  help  osteoporosis?  This  bone  disorder 
does  not  appear  at  an  earlier  age  in  women 
with  a surgical  menopause,  the  loss  of  height 
in  osteoporosis  may  cease  spontaneously,  and 
a high  calcium  intake  itself  may  relieve  the 
symptoms  and  prevent  further  fractures. 
Other  factors  such  as  race,  the  fluoride  con- 
tent of  water,  and  thyrocalcitonin  are  in- 
volved in  bone  metabolism.  Fourthly,  the 
opponents  do  not  deny  that  estrogens  may 
retard  genital  atrophy,  but  point  out  that  all 
women  are  different.  Anyone  who  has  com- 
pared Raquel  Welch  with  Kate  Smith  could 
hardly  argue  with  this  contention.  Vaginal 
cytology  shows  that  while  about  half  of  all 
women  show  progressive  vaginal  atrophy  with 
the  passing  years,  it  is  only  complete  in  20 
per  cent.  Of  the  other  half,  most  show  a 
moderate  persistent  estrogenic  activity,  and  in 
about  10  per  cent  of  all  post-menopausal 
women,  at  least  as  measured  by  vaginal 
cytology,  levels  of  estrogen  activity  are  high. 

Finally,  estrogens  do  cause  growth  of  breast 
tumors,  do,  if  given  on  a continuous  basis, 
lead  to  adenomatous  hyperplasia  of  the  endo- 
metrium which  may  be  a premalignant  lesion, 
and  clearly  cause  activity  and  growth  in 
uterine  leiomyomas  and  in  endometriosis. 

The  whole  series  of  arguments  might  perhaps 
be  summarized  by  the  opponents  who  say 
that  post-menopausal  women  don’t  need  hor- 
mones— they  will  be  fine  if  they  simply  go  out 
and  jog  around  the  block  every  day,  while 


those  in  favor  of  estrogen  reply  that  unless 
the  woman  takes  estrogen  she  won’t  feel  like 
jogging  around  the  block. 

After  all  this,  what  should  we  do?  There 
seems  to  be  little  dispute  that  almost  all  wo- 
men who  have  a premature  or  surgically  in- 
duced menopause  prior  to  the  natural  meno- 
pause do  benefit  from  estrogen  therapy.  A 
great  many  women  are  on  oral  contraceptives 
and  will  be  continuing  this  form  of  therapy 
to  age  45  or  50.  But — what  should  we  do  at 
this  point? 

It  is  safest  to  say  that:  with  our  present 
state  of  knowledge,  and  certainly  with  our 
presently  available  drugs,  the  results  are  not 
in  from  the  outlying  precincts;  and  there  is 
no  clearcut  answer.  If  I were  to  make  some 
dogmatic  statement,  I would  only  be  backing 
up  the  old  observation  that  “an  expert  is 
never  in  doubt,  but  frequently  in  error.”  In 
my  own  mind,  I do  believe  that  long  term 
steroid  replacement  therapy  offers  many  bene- 
fits to  most  women.  It  does  have  a few 
drawbacks,  which  are  not  substantial. 


TABLE  I 
PROGRAMS 

1 . Continuous  estrogen 

2.  Continuous  estrogen  with  cyclic  progesterone 

3.  Cyclic  estrogen  and  progesterone 

a.  Continuous  progesterone 

b.  Late  cycle  progesterone 

4.  Cyclic  Estrogen 

5.  Estrogen  and  Androgen 

There  are  five  possible  dosage  programs 
represented  in  Table  I.  In  selecting  a possible 
approach  it  should  be  noted  that  present 
evidence  suggests  that  the  progestational 
agents  may  induce  abnormalities  of  glucose 
tolerance,  elevate  triglycerides  and  choles- 
terol, so  that  at  present  estrogens  alone  or 
estrogens  with  limited  dosages  of  progesterone 
would  seem  best.  Continuous  estrogen  may 
cause  considerable  breast  tenderness,  but 
more  importantly  it  causes  progressive  endo- 
metrial buildup  with  irregular  and  sometimes 
heavy  uterine  bleeding.  At  least  if  the  uterus 
is  present  it  seems  not  to  be  a wise  choice. 

Continuous  estrogen  with  cyclic  proges- 
terone, for  example  10  mg.  of  medroxypro- 
gesterone acetate  for  3 to  5 days  each  month. 
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will  induce  cyclic  bleeding,  and  interrupt  the 
pattern  of  the  continuous  estrogen  effect.  It 
probably  is  not  a large  enough  dose  of  pro- 
gesterone to  induce  a normal  secretory  endo- 
metrium. The  cyclic  estrogen  and  progesterone 
therapy  are  represented  under  3.  a.,  “Con- 
tinuous progesterone,”  by  the  combined  oral 
contraceptives  and  under  3.  b.,  “late  cycle 
progesterone,”  by  the  sequential  contracep- 
tives. The  latter  are  satisfactory  as  steroid 
replacement  therapy,  but  monthly  bleeding 
may  be  considerable.  Cyclic  estrogen  alone, 
that  is  estrogen  administered  for  perhaps 
three  weeks  out  of  each  month,  has  been  in 
our  hands  the  most  satisfactory  therapy.  The 
dosage  can  be  reduced,  for  example,  to  some- 
place between  0.1  and  0.5  mg.  of  Stilbestrol. 
This  will  induce  satisfactory  changes  in  the 
vaginal  mucosa  and  is  apparently  adequate  for 
the  beneficial  effects  concerning  atheroscler- 
osis and  osteroporosis,  but  usually  induces 
only  one  to  two  days  of  minimal  spotting 
during  the  week  off  the  drug,  or  in  some  in- 
stances no  bleeding  at  all.  The  androgens, 
used  with  estrogen,  do  have  beneficial  effects 
in  nitrogen  retention  and  a feeling  of  well 
being,  but  may  also  have  undesirable  side  ef- 
fects of  masculinizing  changes  and  changes  in 
libido. 

In  the  choice  of  drugs,  it  should  be  remem- 
bered that  oral  dosage  is  easier  to  regulate, 
and  certainly  less  expensive  than  parenteral 


drugs.  The  substituted  progesterones  are  ef- 
fective orally.  Stilbestrol  is  a fully  effective 
and  very  inexpensive  estrogen.  While  our 
knowledge  is  still  somewhat  limited,  it  is  also 
clear  that  the  effects  of  an  estrogen,  on,  for 
example,  the  vaginal  mucosa,  the  endometrial 
lining,  the  serum  cholesterol,  and  calcium 
balance  are  not  all  equivalent,  and  one — for 
example  the  pap  smear — may  certainly  not 
reflect  another.  Substituted  estrogenic  com- 
pounds, which  maintain  the  reproductive  tis- 
sues, have  beneficial  effects  in  the  prevention 
of  atherosclerosis  and  osteoporosis,  and  cause 
no  significant  endometrial  changes,  no  cyclic 
bleeding,  and  no  significant  breast  effects  are 
what  we  need.  Presumably  some  day  such 
drugs  will  be  available. 

In  the  meantime,  my  own  preference  is  the 
use  of  somewhere  between  .1  and  .5  mg.  of 
Stilbestrol  beginning  on  the  first  day  of  every 
month  and  continuing  from  21  to  24  days. 
Low  dose  sequential  oral  contraceptives  are 
a satisfactory  substitute,  with  the  disadvantage 
that  more  uterine  bleeding  is  induced. 

It  is  almost  redundant  to  say  that  this  is 
but  one  facet  in  the  total  management  of  the 
patient  who  may  need  support,  superficial 
psychotherapy,  encouragement  to  lead  an  ac- 
tive life,  and  certainly  yearly  examinations 
and  cytologic  studies.  Thank  heavens  women 
aren’t  fertile  until  age  95,  but  perhaps  we 
can  make  them  feel  as  if  they  might  be  any 
day. 


DOCTOR, 
Tune  In 
PANMED. 

It'll  Turn  You  On. 


Be  Sure  To  Watch 

"Gastric  Ulcer — Benign  orMalignant” 
January  28  (KETV)  and  February  2 (WKPC) 

(See  page  25  for  details) 
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Let’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1 ,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,400  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 
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The  new  mother  needs  time . . . 
to  adjust  to  motherhood, 
to  give  her  new  baby  all  the  love 
and  attention  he  requires. 

She  needs  time  for  her  husband . . . 

and  for  herself  as  well  — 
so  that'she  can  come  to  terms 
with  the  increased  cares 
and  responsibilities  now  facing  her. 
She  needs  time  to  decide 
when  she  will  have  additional  children 
and  how  many  she  will  have. 


Your  prescription  for  Ovulen-21  gives  the  new  mother  time  to 
meet  her  family’s  present  needs. . . to  plan  for  her  family's  future. 

She  can  take  Ovulen-21  confidently  and  comfortably  month 
after  month.  Its  dependability  is  enhanced  by  its  simplicity  of 
use.  A woman  needs  little  or  no  time  to  learn  the  simple  Ovulen- 
21  regimen;  three  weeks  on— one  week  off.  And  the  automatic 
record-keeping  of  the  petite,  virtually  "patient-proof”  Ovulen- 
21  Compack®  helps  to  maintain  her  schedule ...  helps  put  time 
on  her  side. 

Immediately  post  partum  is  the  time 

It  is  the  time  when  motivation  is  highest— when  a new  mother 
needs  expert  advice  for  the  future,  so  she  can  space  her  chil- 
dren and  limit  her  family. 

It  is  also  the  most  opportune  time,  since  she  is  conveniently 
present  in  the  hospital,  for  her  to  be  given  both  instructions 
and  a prescription. 

Non-nursing  mothers  may  begin  Ovulen-21  immediately  after 
delivery,  on  the  day  of  deporture  from  the  hospital  or  at  the 
first  postpartum  visit,  as  desired.  It  is  recommended  that  nurs- 
ing mothers  begin  Ovulen-21  four  weeks  after  delivery. 

A small  fraction  of  the  hormonal  agents  in  oral  contracep- 
tive pills  has  been  identified  in  the  milk  of  mothers  receiving 
these  drugs.  The  long-range  effect  on  the  nursing  infant  cannot 
be  determined  at  this  time. 

Indication— Oral  contraception. 

Contraindications-Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  o post  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings-Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis);  if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  1968''^  estimate  there  is  a seven- to 
tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic”  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below: 

Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic  Diseose  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

Mor/o///y  Rates 

Hospitalization  Rates 
(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral  Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0,2/100,000 

0.5/100,000 

5/100,000 

If 


No  comparable  studies  are  yet  available  in  the 
United  States.  The  British  data,  especially  as  they 
indicate  the  magnitude  of  the  increased  risk  to  the 
individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences 
of  spontaneously  occurring  thromboembolic  dis- 
ease may  differ. 

Discontinue  medication  pending  examination  if 
there  Is  sudden  partial  or  complete  loss  of  vision, 
or  sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. Withdraw  medication  if  papilledema  or 
retinal  vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
pregnancy  be  ruled  out  for  any  patient  who  has 
missed  two  consecutive  periods  before  continuing  th 
contraceptive  regimen.  If  the  patient  has  not  ad- 
hered to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contra 


ceptives  has  been  identified  in  the  milk  of  mothers  receiving  these 
drugs.  The  long-range  effect  on  the  nursing  infant  cannot  be  deter- 
mined at  this  time. 

Precautions-Pretreatment  physical  examination  should  include  spe- 
cial reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  Is  recommended  that  such  tests  if  abnormal  be 
repealed  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  Increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful  ob- 
servation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression  and 
discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when  rel- 
evant specimens  are  submitted. 

Adverse  Reactions— A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  follawing  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions;  cerebrovascular  accidents,  neuro-ocu- 
lar lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  re- 
ceiving oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symp- 
toms (such  as  abdominal  cramps  and  blaating),  breakthrough  bleeding, 
spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after 
treatment,  edema,  chloasma  or  melasma,  breast  changes  (tenderness, 
enlargement,  secretion),  change  in  weight,  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lactation  when  given  im- 
mediately post  partum,  cholestatic  jaundice,  migraine,  allergic  rash, 
rise  in  blood  pressure  in  susceptible  individuals,  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  pre- 
menstrual-like syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  heodache,  ner- 
vousness, dizziness,  fatigue,  backache,  hirsutism,  loss 
of  scalp  hair,  erythema  multiforme  and  nodosum, 
hemorrhagic  eruption,  itching.  The  following  laboratory 
results  may  be  altered  by  oral  contraceptives;  hepatic 
function;  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests;  increase  in  prothrombin. 
Factors  VII,  VIII,  IX  and  X;  thyroid  function;  increase 
in  PBI  and  butanol  extractable  pratein  bound  iodine, 
and  decrease  in  T^  uptake  values;  metyrapone  test; 
^ pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.; 
Brit.  Med.  J.  2:193-199  (April  271  1968.  2.  Vossey,  M.  P., 
and  Doll,  R.:  Brit.  Med.  J.  2:199-205  (April  27)  1968. 

Before  prescribing  see  complete  prescribing  information. 


Where  “The  Pill"  Began 
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Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


FOR  UPPER  RESPIRATORY  ALLERGIES  AND  INEECTIONS 

Dimetapp  Extentabs' 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HCl,  15  mg.;  phenylpropanolamine  HCI,  15  mg. 

UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A. H.  ROBINS  COMPANY  /l-H-DOBINS 
RICHMOND,  VA.  23220  ' ■ " 
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The  Under-Utilization  of 
Of  Hospitals 


Over  the  past  few  years  hospitals  in  Kentucky  have 
been  encouraged  to  construct  extended  care  facilities 
(ECF’s).  A number  did  so  with  federal  matching 
money,  and  others  converted  existing  facilities  to  that 
purpose.  To  our  knowledge  11  hospitals  provided 
new  construction  and  two  others  converted  existing 
facilities,  one  of  which  was  in  Harrodsburg  and  was 
subsequently  inactivated  because  of  administrative  and 
other  difficulties.  The  other  conversion  was  at  Mur- 
ray. A newly  constructed,  35-bed  unit  at  Greensburg 
was  closed  November  15,  1969,  for  various  reasons. 
The  total  public  investment  in  new,  hospital  ex- 
tended care  facilities  in  Kentucky  amounts  to  the 
order  of  $7,000,000. 

As  the  result  of  increasing  complaints  from  hos- 
pitals in  early  1969,  the  Kentucky  Medical  Associa- 
tion, the  Kentucky  Hospital  Association,  and  various 
program  directors  became  concerned  with  difficul- 
ties being  experienced  by  hospital  based  ECF’s  in 
complying  with  the  requirements  and  regulations  of 
both  Title  XVlIl  and  XIX.  We  are  well  aware  that 
ECF’s  not  connected  with  hospitals  have  been  ex- 
periencing many  of  the  same  difficulties  as  those 
found  in  hospital  connected  units.  Initially  the  most 
disturbing  element  sifted  out  of  the  comments  of 
the  hospitals  was  that  of  low  utilization  of  ECF  beds 
to  the  extent  that  some  beds  were  standing  empty 
while  a need  existed  for  both  nursing  home  and 
acute  beds.  We  felt  it  unconscionable  to  ignore  com- 
ments emanating  from  hospital  administrators,  boards 
of  trustees  and  medical  staffs  who  were  doing  all  in 
their  power  to  provide  services  to  their  communities 
under  the  handicaps,  so  to  speak,  of  dealing  with 
various  governmental  provider  programs  while  at  the 
same  time  having  to  meet  the  needs  of  the  people 
in  their  communities  who  are,  for  the  most  part,  un- 
initiated and  unknowledgeable  regarding  the  intri- 
cacies involved  in  the  Title  XVIII  and  XIX  programs 
as  well  as  other  governmental  offerings  from  the 
federal  level. 

Moreover  program  directors  in  the  Department  of 
Health  and  the  Title  XVIII  intermediary  were,  and 

*The  results  of  the  meetings  and  a field  trip  spon- 
sored by  the  Kentucky  Medical  Association  and  the 
Kentucky  Hospital  Association  are  published  here 
for  your  information.  KMA  wishes  to  express  its 
appreciation  to  Mr.  Hasty  Riddle,  executive  vice 
president  of  the  Kentucky  Hospital  Association  for 
compiling  this  report. 


Extended  Care  Facilities 
in  Kentucky 

have  continued  to  be,  under  constant  pressure  to 
make  favorable  decisions  in  cases  which  do  not  meet 
the  guidelines  of  federal  and  state  statutes  and  various 
rules  and  regulations  which  have  been  promulgated 
primarily  in  connection  with  the  Title  XVIII  ex- 
tended care  benefit  program. 

Action 

With  this  situation  serving  as  a background,  we 
suggested  a meeting,  which  was  held  on  July  23, 
1969,  with  the  Kentucky  Commissioner  of  Health 
and  his  program  directors;  administrators  of  hospitals 
having  ECF’s  and  several  members  of  their  medical 
staffs;  representatives  of  Title  XVIII  and  XIX;  a 
representative  from  the  Region  III  HEW  Medical 
Director’s  Office;  also  a Region  III  representative  of 
the  Hill-Burton  program;  as  well  as  a representative 
of  the  Region  III  Bureau  of  Health  Insurance,  all 
from  Charlottesville.  The  program  representatives 
present  were  most  cooperative  and  felt  there  was  an 
urgent  need  for  more  definitive  action  somewhere 
along  the  line. 

The  results  of  this  exploratory  meeting  indicated 
that  the  overall  problem  of  hospitals  with  ECF’s 
was  serious  to  the  point  that  some  early  action  at 
the  uppermost  levels  of  federal  and  state  govern- 
ment was  necessary.  Following  the  meeting  we  asked 
the  hospital  representatives  present  to  furnish  us  in 
writing  a brief  outline  of  the  problems  which  they 
were  encountering. 

Follow-up  action  took  place  on  October  29-30, 
1969.  This  was  a joint  meeting  of  representatives 
from  KMA,  KHA,  Kentucky  Department  of  Health, 
the  Title  XVIII  intermediary,  HEW  and  SSA.  A 
field  trip  to  the  Fleming  County  Hospital  ECF  and 
Harrison  Memorial  Hospital  ECF  was  made  on 
October  29  and  included  representatives  of  the  above- 
named  organizations  except  the  Title  XVIII  in- 
termediary. We  met  with  the  administrator,  board  of 
trustees,  and  medical  staff  at  each  institution. 

Following  the  field  trip  to  Fleming  County  Hos- 
pital and  Harrison  Memorial  Hospital  ECF’s,  those  at 
the  October  29-30  meeting  were  invited  to  prepare 
written  comments  which  would  serve  as  a part  of  this 
summary,  and  at  the  same  time  provide  unedited 
views  which  would  be  valuable  in  the  development  of 
solutions  to  the  problems  of  hospitals  with  ECF’s. 

The  consensus  of  the  group  at  a final  meeting  on 
October  30  was  as  follows: 
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1.  In  order  to  limit  the  problem  area  to  manage- 
able means,  it  was  decided  that  initial  concentra- 
tion should  be  directed  to  solving  the  problems 
of  the  twelve  hospitals  having  extended  care 
facilities. 

2.  Blue  Cross  and  other  third  party  carriers  should 
be  requested  to  re-examine  their  contracts  and 
systems  of  providing  coverage  to  their  sub- 
scribers to  determine  if  there  might  be  pos- 
sibilities of  writing  contracts  which  in  the  future 
would  strengthen  the  extended  care  concept  in 
hospital  facilities. 

3.  The  Kentucky  Medical  Aossociation  should  be 
urged  to  study  the  Utilization  Review  Commit- 
tee concept  particularly  as  it  involves  hospitals 
and  physicians  in  communities  which  have 
small  numbers  of  physicians  on  hospital  medical 
staffs. 

4.  The  intermediary  for  Title  XVllI  and  the  pro- 
gram directors  of  Title  XIX  should  take  im- 
mediate steps  to  insure  that  the  medical  care 
institutions,  as  well  as  those  administering  the 
programs,  know  and  understand  their  responsi- 
bilities. 

5.  Since  this  whole  matter  comes  under  the  cogni- 
zance of  the  Comprehensive  Health  Planning 
Council  in  Kentucky,  it  should  be  referred  to 
that  body  with  a suggestion  that  a special  com- 
mittee or  other  group  be  appointed  to  study 
the  whole  picture  of  need  and  use  of  extended 
care  facilities  in  the  Commonwealth. 

Summary 

It  would  be  extremely  difficult  and  time  consum- 
ing to  summarize  the  views  expressed  by  so  many 
individuals  into  specific  and  detailed  recommenda- 
tions, which  in  fact  was  not  the  original  intent  of  our 
undertaking. 

Prior  to  the  completion  of  this  report,  KMA  and 
KHA  representatives  informally  agreed  to  present 
verbally  our  views  to  the  Health  Facilities  Task  Force 
of  the  Comprehensive  Health  Planning  Council  on 
November  12,  1969.  This  was  done  primarily  to  take 
advantage  of  a meeting  of  the  task  force  and  council 
on  that  date.  The  force  had  been  kept  advised  of  our 
activities.  Subsequently  on  November  12,  the  task 
force  reported  our  activities  to  the  Comprehensive 
Health  Planning  Council  which  took  official  note  of 
the  problem.  A copy  of  this  report  will  be  furnished 
the  Health  Facilities  Task  Force. 

A multitude  of  factors  enter  into  this  whole  picture. 
Some  of  the  more  important  ones  involved  are: 

A.  The  Kentucky  licensure  statute  which  provides 
only  for  licensure  of  hospitals  and  nursing 
homes  and  not  extended  care  units  per  se; 

B.  Stringent  Title  XVIII  quality  of  facility  regu- 
lations on  the  point  of  extended  care  facilities 
which  in  effect  negate  nursing  home,  and 
custodial  care  as  generally  known  before  the 
days  of  Medicare; 

C.  Utilization  review,  particularly  in  hospitals  in 
communities  having  a small  number  of  physi- 
cians; 


D.  Burdensome  and  time  consuming  administra- 
tive systems  which  are  difficult  to  understand 
and  to  comply  with,  particularly  in  the  light  of 
personnel  turnovers  in  our  institutions; 

E.  A multiplicity  of  government  programs  with 
which  an  institution  has  to  deal,  all  different 
administrative  procedures  as  well  as  reimburse- 
ment systems; 

F.  Financial  problems  involving  insufficient  cash 
flow  because  claims  are  rejected  and  numerous 
ECF  beds  are  unfilled; 

G.  Lack  of  knowledge  or  misunderstanding  of  the 
public  as  to  what  their  benefits  are  under 
Medicare,  Medicaid,  and  other  programs; 

H.  Empty  ECF  beds  in  communities  which  have 
a tremendous  need  for  such  facilities; 

I.  The  undesirable  result  of  the  situation  concern- 

ing ECF's  is  that  hospitals  now  are  more  re- 
luctant to  build  this  type  of  facility  in  the  light 
of  the  present  situation  here  in  Kentucky;  and, 

J.  The  term  ECF  is  new  and  subject  to  different 
definitions  by  many  people.  This  example 
points  up  the  fact  that  there  is  a problem  in- 
volving semantics  when  the  subject  of  different 
levels  of  care  is  discussed;  i.e.,  acute  bed,  ex- 
tended care  bed,  nursing  home  bed,  and  custo- 
dial care  bed.  Also  the  term  intermediate  care  is 
being  used  which  further  confuses  the  issue. 
We  also  find  that  a new  term  has  evolved,  “non- 
covered  care”  which  seems  to  be  replacing  the 
term  custodial  care. 

We  see  this  ECF  empty  bed  problem  as  one  which 
can  be  solved  with  changes  in  federal  and  state 
statutes,  their  regulations,  and  other  policy  and  fiscal 
decisions  which  obviously  must  be  taken  at  the  na- 
tional level;  plus  a solution  to  problems  related  to  the 
community  and  facility  medical  staffs. 

It  is  obvious  that  the  present  Title  XVIII  program 
needs  an  intermediate  level  of  care  following  or  be- 
low the  extended  care  level  as  now  being  admin- 
istered. The  program  as  it  has  developed  has  had 
the  practical  effect  of  eliminating  a level  of  care 
which  was  previously  understood  as  that  provided  in 
a nursing  home. 

The  seriousness  and  immediacy  of  the  present  situa- 
tion cannot  be  overstated.  Our  hospitals  with  ECF’s 
in  several  instances  are  in  dire  financial  straits.  One 
hospital  to  our  knowledge  is  losing  an  estimated 
$3,000  per  month  while  at  the  same  time  two-thirds 
of  its  40  extended  care  beds  remain  idle. 

The  public  will  not  long  stand  still  for  this  type  of 
administration.  We  sincerely  hope  that  our  message  is 
understood  by  all  those  in  responsible  positions  and 
that  all  the  benefits  of  extended  care  facilities  en- 
visioned several  years  ago  will  not  go  for  naught 
while  we  fight  our  way  through  red  tape  and  other 
barriers  to  the  development  of  sound  decisions  and 
programs  in  this  regard. 

The  need  is  urgent — the  time  is  now! 

The  Kentucky  Medical  Association  and  the  Ken- 
tucky Hospital  Association  appreciate  the  coopera- 
tion of  all  officials  and  organizations  which  lent 
their  assistance  to  this  project. 
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Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 

chancroid 

diphtheria 

endocarditis 

genitourinary 

infections 

gonorrhea 

granuloma  inguinale 
listeriosis 

lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 


call  me“AchrO'V” 


Every  pharmacist  knows  ACHRO®  V stands  for  ACHROMYCIN®  V 


Contraindications:  Hypersensitivity  to 
tetracycline. 

I Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower  doses 
are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations. 

. Photodynamic  reaction  to  sunlight  may 
; occur  in  hypersensitive  persons. 

) Photosensitive  individuals  should 
i avoid  exposure;  discontinue  treatment 
I if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  reac/Zon^— urticaria, 
angioneurotic  edema,  anaphylaxis. 
Intracranial— h\\\gmg  fontanels  in  young 
infants.  Teet/i— yellow-brown  staining; 
enamel  hypoplasia.  anemia,  throm- 

bocytopenic purpura,  neutropenia,  eosino- 
philia.  L/ver— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


AchromycinfV 

Tetracycline 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 


484-9 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1 904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an 
extensive  and  well  organized  activities  program,  including  occupational  therapy,  art  therapy, 
music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treat- 
ment program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs 
of  each  patient  may  be  realized. 

High  school  facihties  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  H^ukins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-254-3201 
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A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 
relief 


Empirin’* 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 


'B.W.  & Co.'  narcotic  products  are 

Class  "B",  and  as  such  are  available  on  oral 

prescription,  where  State  law  permits. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
I\ickahoe,  N.Y. 


Contraindications:  Edema,  danger 
of  cardiac  decompensation;  history 
or  symptoms  of  peptic  ulcer:  renal, 
hepatic  or  cardiac  damage;  history 
of  drug  allergy,  history  of  blood 
dyscrasia.The  drug  should  not  be 
given  when  the  patient  is  senile  or 
when  other  potent  drugs  are  given 
concurrently.  Large  doses  of  the 
aika  formulation  are  contraindi- 
cated in  glaucoma. 

Warning:  If  coumarin-type  anti- 
coagulants are  given  simultaneously, 
watch  for  excessive  increase  in  pro- 
thrombin time  Instances  of  severe 
bleeding  have  occurred.  Persistent 
or  severe  dyspepsia  may  indicate 
peptic  ulcer;  perform  upper  gastro- 


intestinal x-ray  diagnostic  tests  if 
drug  IS  continued.  Pyrazole  com- 
pounds may  potentiate  the  pharma- 
cologic action  of  sulfonylurea, 
sulfonamide-type  agents  and  insulin. 
Carefully  observe  patients  receiving 
such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy  and 
in  patients  with  thyroid  disease. 

Precautions:  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated 
patients.  Obtain  a detailed  history 
and  a complete  ph'/sical  and  labora- 
tory examination,  including  a blood 
count  Patient'  c 'd  not  exceed 
recommended  dosage,  should  be 


closely  supervised  and  should  be 
warned  to  discontinue  the  drug  and 
report  immediately  if  fever,  sore 
throat,  or  mouth  lesions  (symptoms 
of  blood  dyscrasia);  sudden  weight 
gam  (water  retention);  skin  reac- 
tions; black  or  tarry  stools  or  other 
evidence  of  intestinal  hemorrhage 
occur.  Make  complete  blood  counts 
at  weekly  intervals  during  early 
therapy  and  at  2-week  intervals 
thereafter.  Discontinue  the  drug 
immediately  and  institute  counter- 
measures if  the  white  count  changes 
significantly,  granulocytes  decrease, 
or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in 
hypertensives. 


Adverse  Reactions:  The  more 
common  are  nausea  and  edema.  ‘ 
Swelling  of  the  ankles  or  face  may  » 
minimized  by  withholding  dietary  « 
salt,  reduction  in  dosage  or  use  of  j 
diuretics.  In  elderly  patients  and 
in  those  with  hypertension  the  dru  ’ 
should  be  discontinued  with  the  ap 
pearance  of  edema.  The  drug  has 
been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic 
ulcer. The  patient  should  be  in- 
structed to  take  doses  immediately 
before  or  after  meals  or  with  milk  1 
minimize  gastric  upset.  Drug  rash 
occasionally  occurs.  If  it  does, 
promptly  discontinue  the  drug. 
Agranulocytosis,  exfoliative  derm? 


Sandy  sails  again! 
After  an  arthritic  flare-up. 

His  rheumatoid  arthritis  flared  out  of  aspirin  control. 

It  meant  weeks  of  pain,  stiffness, 
swelling  and  tenderness... and  a lot  of  sun  and  wind  that 
somebody  else  took  advantage  of. 

Next  time,  after  aspirin,  consider  Butazolidin  alka: 
prompt  anti-inflammatory  effectiveness 
short  trial  period 
low  maintenance  dosage 

usual  dosage:  1 capsule  q.i.d.  initially,  then  1 or  2 daily 

Butazolidin"  alka 

ICXD  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

1 50  mg.  magnesium  trisilicate 


Serious  side  effects  can  occur. 

Select  patients  carefully  (particu- 
larly the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  pre- 
cautions, warnings  and  contraindica- 
tions. Read  the  prescribing  informa- 
tion. It's  summarized  below. 


, Stevens-Johnson  syndrome, 
ll's  syndrome  (toxic  necrotizing 
fi’j§dermolysis),or  a generalized 
jrgic  reaction  similar  to  serum 
kness  may  occur  and  require 
,'manent  withdrawal  of  medica- 
~i.  Agranulocytosis  can  occur 
fdenly  in  spite  of  regular,  repeated 
h^'mal  white  counts.  Stomatitis 
f,  rarely,  salivary  gland  enlarge- 
. Vnt  may  require  cessation  of  treat- 
J nt.  Such  patients  should  not 
- f ;eive  subsequent  courses  of  the 
jij  fig. Vomiting,  vertigo  and  languor 
rJ'  y occur.  Leukemia  and  leukemoid 
; ‘fiictions  have  been  reported.  While 
^ rt  definitely  attributable  to  the 
a causal  relationship  cannot 


be  excluded. Thrombocytopenic 
purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyper- 
glycemia, hepatitis,  jaundice,  hyper- 
sensitivity angiitis,  pericarditis  and 
several  cases  of  anuria,  glomer- 
ulonephritis and  hematuria.  With 
long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently. 
IVloderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur. 

Dosage  in  Rheumatoid  Arthritis: 
Initial:  3 to  6 capsules  daily  in  3 or  4 
equal  doses.  Trial  period:  1 week. 


IVIaintenance  dosage  should  not 
exceed  4 capsules  daily,  response  is 
often  achieved  with  1 or  2 capsules 
daily.  In  selecting  the  appropriate 
dosage  in  any  specific  case,  con- 
sideration should  be  given  to  the 
patient's  weight,  general  health,  age 
and  any  other  factors  influencing 
drug  response.  (B)46-070-C 

For  complete  details,  please  see  full 
prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  NewYork  10502 


If  it  doesn't  work  in  a week,  forget  it. 


Remember  how  great 
milk  of  magnesia  tasted  ? 


Almost  as  good  as  castor  oil. 

But  now  you  can  spare  the 
taste  buds  and  spoil  the  patient  with  a 
modern  Dulcolax  tablet  or  suppository. 

And  Dulcolax  works  so  pre- 
dictably that  the  time  of  bowel  move- 
ment can  often  be  predicted.  Tablets 
taken  at  night  usually  produce  a bowel 
movement  the  following  morning. 
Suppositories  generally  work  in  15 
minutes  to  an  hour. 


For  preoperative  preparation, 
a combination  of  tablets  at  night  and  a 
suppository  the  next  morning  usually 
cleans  the  bowel  thoroughly. 

Dulcolax  suppositories  may 
be  particularly  helpful  when  straining 
should  be  avoided,  as  in  postoperative 
care.  Keep  in  mind,  however,  that  the 
drug  is  contraindicated  in  the  acute  sur- 
gical abdomen. 

Dulcolax". . . it’s  predictable 

bisacodyl 


Under  license  from  Boehringer  Ingelheim  G.m.b.H 


Geigy  Pharmaceuticals,  Division  of  Geigy  Chemical  Corporation,  Ardsley,  New  York  10502 


DU-Ti 


To  Be  Alert 

Last  fail  when  there  was  before  our  elec- 
torate an  amendment  to  have  our  Legisla- 
ture meet  annually  rather  than  every 
second  year,  one  of  our  young  medical  wags 
here  in  Louisville  opined  that  he’d  favor,  in- 
stead of  a 60-day  session  every  two  years,  a 
two-day  session  every  sixty  years.  Maybe  an 
extreme  view,  but  considering  the  activity  we 
as  physicians  must  generate  for  every  legisla- 
tive session,  we  are  generally  happier  to  have 
it  come  every  two  years  than  twice  as  often.  Of 
all  bills  presented  a very  large  percentage  al- 
ways pertain  to  health  matters  and  we  simply 
must  watch  carefully  to  differentiate  the  good 
from  the  bad. 

Bureaucracy  is  a nasty  word  which  is  used 
alt  too  frequently  and  too  loosely  by  most  of 
us.  Our  own  personal  observations  over  sev- 
eral years  of  contact  with  our  elected  officials, 
including  senators  and  representatives,  is  that 
they  are,  generally,  men  and  women  of  above 
average  intelligence  and  vision;  that  they  hon- 
estly try  to  serve  the  best  interests  of  our 
citizens.  To  eliminate  partisanism  and  self  in- 
terest entirely  is  asking  too  much,  but  they  are 
by  no  means  motivated  chiefly  by  a desire  for 
financial  gain  nor  prestige. 

The  state  and  local  legislative  committees 
of  the  KMA  have  in  the  last  few  years  been 
increasingly  active  in  trying  to  favorably  in- 
fluence health  legislation  in  the  state,  and 
have  been  considerably  successful.  We  must 
continue  our  efforts,  and  the  time  for  close 
attention  to  what  may  go  on  is  now.  In  Louis- 
ville, we  devote  the  December  meeting  of  our 
county  society  to  entertaining  locally  elected 
legislators  with  the  purpose  of  getting  to  know 
them  better  and  assuring  them  of  our  interest 
and  our  readiness  to  be  of  what  help  we  can 
toward  a better  understanding  of  measures 
presented  for  consideration,  especially  with  re- 
gard to  health.  Other  larger  county  societies 
follow  a similar  plan.  In  smaller  communities 
it  becomes  the  responsibility  of  physicians  to 


and  Helpful 

know  and  keep  good  rapport  with  their  local 
representatives. 

While  the  Legislature  is  in  session  personal 
visits  at  home  or  in  Frankfort  have  proven 
decidedly  helpful;  we  may  well  afford  the  time 
and  tact  required  in  order  to  assure  the  best 
results.  Such  interest  in  the  past  has  been  ef- 
fective in  a very  gratifying  manner.  We  nearly 
always  find  our  visits  and  viewpoints  graciously 
received. 

The  chairman  of  our  committee  on  Legisla- 
tive Activities  for  State  Affairs  is  Fred  C. 
Rainey,  M.D.,  Elizabethtown.  He  will  try  as 
usual  to  keep  the  membership  of  KMA  in- 
formed regarding  proposed  bills,  and  the  opin- 
ion of  his  committee  regarding  them,  in  ample 
time  for  us  to  inform  our  senators  or  repre- 
sentatives regarding  the  necessity,  urgency  or 
advisability  of  such  legislation. 

It  is  reasonably  certain  that  a bill  will  be 
introduced  concerning  restructure  of  the  State 
Board  of  Health.  In  the  November  issue  of 
The  Journal  we  outlined  the  position  of  the 
Executive  Committee  and  of  the  members  of 
the  Board  of  Health  on  this  matter.  There  has 
been  no  change  in  attitudes  so  far  as  we  know 
and  it  is  our  information  that  our  suggestions 
are  generally  accepted  by  the  Legislative  Re- 
search Commission. 

Medical  licensure  is  a subject  of  considerable 
interest  and  discussion.  It  has  been  proposed 
that  a general  Board  of  Licensure  be  estab- 
lished including  medical  with  all  other  pro- 
fessions and  businesses.  We  have  favored  a 
Board  of  Medical  Licensure  separate  from  the 
Board  of  Health  composed  entirely  of  physi- 
cians, with  the  central  office  at  KMA  Head- 
quarters or  at  the  State  Health  Department. 
This  was  stated  in  our  joint  proposal  to  the 
Legislative  Research  Commission  and  so  far 
as  we  know  had  their  approval. 

Limited  license  for  interns  and  even  for 
senior  medical  students  has  been  proposed.  A 
resolution  recommending  limited  license  for  in- 
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terns  was  approved  by  the  House  of  Delegates. 
Whether  this  can  be  accomplished  by  regulation 
of  the  Board  of  Health  or  legislation  will  be 
required  has  not  been  decided  but  it  may  well 
appear  on  the  Legislative  calendar. 

Much  has  been  said  and  written  in  the  daily 
press  regarding  our  policies  with  respect  to 
licensing  graduates  of  foreign  medical  schools. 
Pressure  has  been  exerted  to  abridge  our  pres- 
ent rules  in  order  to  allow  these  applicants  to 
practice  in  selected  localities  and  some  such 
proposal  may  well  be  presented  to  the  Legisla- 
ture. The  present  requirements  by  which  these 
applicants  are  processed  are  generally  adequate 
and  certainly  not  too  restrictive.  We  must  satis- 
fy ourselves  first  that  they  are  physicians;  that 
is  not  always  easy  and  we  have  been  misguided 
in  that  respect  more  than  once.  They  must  meet 
certain  minimal  educational  standards  in  Medi- 
cine and  have  some  approved  postgraduate 
training.  They  must  pass  medical  examination 
fcr  even  limited  or  restricted  license.  They  must 
meet  the  immigration  standards  of  their  native 
country  and  ours,  have  appropriate  visas  and, 
if  candidate  for  full  license,  must  be  a citizen 
or  in  certified  process  of  becoming  a citizen. 

These  standards  are  simple  and  used  general- 
ly  by  most  states,  yet  we  are  repeatedly  pressed 
to  modify  or  suspend  certain  provisions  for 
individuals.  It  is  quite  understandable  that  a 
community  without  adequate  medical  coverage 


may  get  impatient  and  weary  of  the  “due  proc- 
ess” and  charge  ineptness  or  bureaucracy  to 
our  Boards,  yet  we  have  had  very  tragic  ex- 
periences from  short-circuiting  our  own  estab- 
lished standards;  we  recognize  our  responsibility 
for  protecting  the  health  care  of  our  people.  If 
one  of  us  chose  to  go  to  another  country  to 
practice  medicine,  would  we  expect  established 
regulations  to  be  altered  to  accommodate  our 
convenience  and  preference?  Most  likely  not. 

Pertinent  to  this  is  the  fact  that  we  now 
enroll  about  180  freshmen  students  each  year 
in  our  two  medical  schools,  and  beginning  with 
the  opening  of  the  new  facility  at  the  University 
of  Louisville  in  September  ’70,  this  number 
will  exceed  200.  We  are  in  an  increasingly  bet- 
ter position  to  supply  physicians  to  our  smaller 
towns  and  rural  communities. 

Other  proposals  to  be  expected  will  pertain 
to  air  and  water  pollution,  perhaps  some  re- 
vision of  the  plumbing  code,  tuberculosis  and 
venereal  disease  control,  hospital  planning  and 
construction  and  regulations  relating  to  other 
varied  health  facilities.  We  have  no  preformed 
convictions  except  in  relation  to  reconstruction 
of  the  Board  of  Health  and  a separate  Medical 
Licensure  Board.  It  is,  however,  our  privilege 
and  duty  to  keep  informed  and  render  such 
advice  and  help  as  we  may  in  formulating 
health  policies  for  the  next  two  years  or  longer. 

Sam  a.  Overstreet,  M.D. 
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CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


AMBAR'2 


One  Ambar  Extentab  before  breakfast  can 

help  control  most  patients’  appetite  for  up  EXTENTAB  S 


to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  H.  robins  company,  /I-H'I^OBINS 


A.  H.  ROBINS  COMPANY, 
RICHMOND,  VA.  23220 
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Ex-Vice-President  of  KMA, 

Dr.  Rex  E.  Hayes  Dies 

Rex  E.  Hayes,  M.D.,  61,  died  Wednesday  morn- 
ing, December  10  in  Glasgow.  Death  was  attributed 
to  a heart  attack. 

Doctor  Hayes  was  ac- 

tive  in  the  affairs  of  KMA.  He 
served  as  its  vice-president  from 
the  western  region  of  the  state 
from  1959  to  1960.  A Trustee 
^ from  the  Sixth  District,  Doctor 
^ Hayes  was  chairman  of  the 
Board  of  Trustees  from  1966- 
67. 

Doctor  Hayes  Born  at  Gamaliel  in  1908, 
Doctor  Hayes  attended  Western 
Kentucky  State  College  and  the  University  of  Louis- 
ville where  he  received  his  M.D.  degree  in  1933. 
After  serving  a rotating  internship  and  two  years 
residency  in  medicine  at  Louisville  General  Hospital, 
he  entered  the  private  practice  of  medicine  in  Glas- 
gow in  1936. 

Doctor  Hayes  served  four  years  in  the  Medical 
Corps  of  the  U.S.  Army  and  was  discharged  in  1946 
as  a major.  Since  his  discharge,  he  has  practiced  in 
Glasgow  and  served  on  the  staff  of  the  T.  J.  Sam- 
son Community  Hospital.  Doctor  Hayes  was  also 
chairman  of  the  Barren  County  Health  Department. 

Interim  Mtg.  Speakers,  Panels 
To  Discuss  Medicine  In  70’s 

Physicians  attending  the  21st  annual  KMA  Interim 
Meeting  at  Kentucky  Dam  Village  State  Park,  April 
8-9,  will  hear  state  and  national  speakers  discuss 
timely  topics  on  “Kentucky  Medicine  in  the  70’s”, 
the  theme  of  this  year’s  session. 

A dinner  on  Wednesday  evening,  April  8,  will 
open  the  meeting.  At  that  time,  a top  official  of  the 
American  Medical  Association  will  speak  on  “Health 
Care  in  the  70’s.” 

On  Thursday  morning  two  panel  discussions  will 
be  presented.  The  first,  on  peer  review,  will  deal 
with  the  national  outlook,  the  consumer’s  viewpoint 
and  KMA’s  guidelines  for  peer  review. 

Walter  I.  Hume,  Jr.,  M.D.,  Louisville,  chairman 
of  the  KMA  Committee  on  Medical  Education,  will 
moderate  the  second  panel  which  will  deal  with  the 
topic  “A  Profile  of  the  Physician’s  Assistant  in  Ken- 
tucky.” The  training  and  utilization  of  these  assis- 


tants and  other  individuals  in  this  new  category  of 
health  personnel  will  be  discussed. 

The  two-day  meeting  will  close  with  a luncheon 
session  at  noon  Thursday,  April  9.  J.  Ed  McCon- 
nell, president  of  Kentucky  Physicians  Mutual,  Inc. 
and  Blue  Cross  Hospital  Plan,  Inc.  will  be  the  fea- 
tured speaker  at  this  part  of  the  program. 

In  addition  to  the  outstanding  program  planned 
for  the  Interim  Meeting,  an  Orientation  Program 
for  new  members  is  scheduled.  The  Woman’s  Aux- 
iliary to  KMA  and  the  KMA  Board  of  Trustees  will 
also  be  meeting  during  this  session. 

Oral  Cancer  Symposium  Presented 
By  U of  L On  February  7 

The  department  of  surgery  of  the  University  of 
Louisville  School  of  Medicine  will  hold  a symposium 
on  “Treatment  of  Oropharyngeal  Cancer”  Saturday, 
February  7,  according  to  Condict  Moore,  M.D., 
director  of  the  Louisville  Oral  Cancer  Diagnostic 
Program. 

The  symposium,  beginning  at  8:30  a.m.,  will  be 
held  in  the  Rankin  Amphitheatre  at  General  Hospital, 
Louisville.  The  symposium  is  open  to  all  physicians, 
house  staffs,  dentists  and  related  groups.  Credit 
hours  will  be  awarded  by  the  American  Academy  of 
General  Practice. 

Participants  in  the  program  include  Elliot  W. 
Strong,  M.D.,  Memorial  Hospital,  New  York;  Paul 
Chretien,  M.D.,  National  Institute  of  Health, 
Bethesda,  Md.;  Edward  C.  Hinds,  D.D.S.,  M.D.,  Uni- 
versity of  Texas,  Houston;  Donald  A.  Shumrick, 
M.D.,  University  of  Cincinnati;  Richard  King,  M.D., 
College  of  Virginia,  Richmond,  and  Ralph  Scott, 
M.D.,  University  of  Louisville,  Louisville. 

KMA  Headquarters  Office 
Gets  New  Street  Name 

The  KMA  Headquarters  Office  has  not  moved;  it 
has  just  changed  the  street  name  where  it  is  located. 
Effective  on  December  27,  1969,  Janet  Avenue  of- 
ficially became  Ephraim  McDowell  Drive. 

Named  after  the  pioneer  surgeon  of  Kentucky, 
Ephraim  McDowell  Drive  was  brought  about  by  the 
efforts  of  the  KMA  Memorials  Commission.  The 
headquarters  staff  urges  you  to  make  this  change 
and  direct  all  correspondence  to  3532  Ephraim 
McDowell  Drive. 

Ephraim  McDowell,  who  has  been  called  “the 
father  of  abdominal  surgery,”  was  the  first  to  re- 
move successfully  an  ovarian  tumor,  which  he  did 
on  December  25,  1809  in  his  home  at  Danville.  The 
KMA  purchased  and  still  operates  the  McDowell 
House  there. 
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Twenty-five  Ky.  Doctors  Attend 
AMA  Convention  in  Denver 

According  to  the  records  of  the  AMA,  25  Ken- 
tucky physicians  attended  the  AMA  Clinical  Conven- 
tion in  Denver  November  30  through  December  3. 

A complete  list  of  those  attending  follows: 

John  Ammon,  M.D.,  Florence 
Henry  B.  Asman,  M.D.,  Louisville 
Thomas  H.  Biggs,  M.D.,  London 
Marvin  A.  Bowers,  Jr.,  M.D.,  Louisville 
Charles  G.  Bryant,  M.D.,  Louisville 
W.  Neville  Caudill,  M.D.,  Louisville 
Walter  L.  Cawood,  M.D.,  Ashland 
Donald  E.  Edger,  M.D.,  Lexington 
Hoyt  D.  Gardner,  M.D.,  Louisville 
J.  Thomas  Giannini,  M.D.,  Louisville 
Daryl  P.  Harvey,  M.D.,  Glasgow 
Kenneth  P.  Haywood,  M.D.,  Earlington 
L.  C.  Hess,  M.D.,  Florence 
John  S.  Llewellyn,  M.D.,  Louisville 
Robert  C.  Long,  M.D.,  Louisville 
O.  B.  Murphy,  M.D.,  Lexington 
Casey  J.  Purdy,  M.D.,  Gilbertsville 
John  C.  Quertermous,  M.D.,  Murray 
Charles  C.  Rutledge,  M.D.,  Hazard 
Joseph  Schickel,  M.D.,  Burkesville 
David  B.  Stevens,  M.D.,  Lexington 
Wellington  B.  Stewart,  M.D.,  Lexington 
Ben  E.  Watson,  M.D.,  Lexington 
William  R.  Willard,  M.D.,  Lexington 
Carroll  L.  Witten,  M.D.,  Louisville 


KEMPAC  Support  in  Races  For 
State  Legislature  Reported 

The  Kentucky  Educational  Medical  Political  Ac- 
tion Committee  was  able  to  provide  effective  candi- 
date support  in  the  1969  state  legislative  races,  due 
to  the  record  number  of  KMA  members  joining 
KEMPAC,  according  to  C.  Kenneth  Peters,  M.D., 
Louisville,  chairman  of  the  KEMPAC  Board  of 
Directors. 

KEMPAC’s  record  of  candidate  support  in  both 
the  primary  last  May  and  in  the  November  4 gen- 
eral election  was  evenly  divided  between  the  two 
parties.  There  was  considerably  more  interest  this 
year  by  physicians  candidate  support  committees  in 
these  races,  according  to  Doctor  Peters. 

The  KEMPAC  Board  chairman  said  that  in  order 
to  secure  KEMPAC  funds  for  candidate  support  there 
must  be  an  agreement  between  local  physicians  and 
the  KEMPAC  Board’s  committee  on  the  candidate. 
The  local  candidate  support  committee  must  raise 
at  least  as  much  as  is  requested  from  the  KEMPAC 
Board  for  its  candidates  in  order  to  qualify  for  as- 
sistance. 

“In  1970  we  will  elect  seven  Kentucky  congress- 
men. Congressional  campaigns  are  expensive — often 
running  well  into  five  figures,”  Doctor  Peters  said. 
“The  members  of  our  Board,  in  view  of  the  im- 
portance of  the  1970  election  to  our  country  and  to 
our  state  in  making  our  influence  felt,  urge  physicians 


to  promptly  remit  their  1970  family  membership 
dues.  Since  there  is  only  one  KEMPAC  membership 
classification,  both  a physician  and  his  wife  become 
members  for  an  annual  dues  rate  of  $35 — which  in- 
cludes dual  AMPAC  membership.” 

PANMED  Adds  4 New  Programs 

Four  new  programs  have  been  scheduled  in  the 
PANMED  television  series,  according  to  Thomas  L. 
Heavern,  Jr.,  M.D.,  Highland  Heights,  chairman  of 
the  Committee  on  Educational  Television. 

The  programs,  beginning  on  KETV-TV  January 
21,  will  deal  with  nursing,  medicine,  dentistry  and 
pharmacy.  The  complete  schedule  of  PANMED 
programs  appears  on  the  Continuing  Educational 
Opportunities  page  (25). 

O.T.  Amnesty  Year  Is  1970 

The  Kent  Occupational  Therapy  Association  is 
trying  to  locate  therapists  in  the  state  who  have 
dropped  their  membership  and  are  not  working.  The 
Association  announces  that  1970  is  an  amnesty  year 
and  any  therapist  requesting  information  is  urged  to 
contact  Mrs.  Beverly  S.  Abraham,  O.T.R.,  VA  Day 
Center,  1405  West  Broadway,  Louisville  40201. 


3n  iWemoriam 


ALEXANDER  J.  ALEXANDER,  M.D. 

Lexington 

1907- 1969 

Alexander  John  Alexander,  M.D.,  Lexington,  died 
November  18  at  the  age  of  62.  A 1934  graduate  of 
Johns  Hopkins  University  School  of  Medicine, 
Doctor  Alexander  was  a pediatrician. 

He  completed  his  internship  at  Columbia  Presby- 
terian Hospital  and  the  Union  Memorial  Hospital, 
Baltimore.  During  World  War  II,  Doctor  Alexander 
served  with  the  U.S.  Army  Medical  Corps.  A member 
of  the  American  and  Kentucky  Pediatrics  Societies, 
Doctor  Alexander  was  very  active  in  civic  affairs  in 
Kentucky. 

REX  E.  HAYES,  M.D. 

Glasgow 

1908- 1969 

Rex  E.  Hayes,  M.D.,  61,  a general  practitioner 
from  Glasgow,  died  December  10.  Death  was  attri- 
buted to  a heart  attack.  A 1933  graduate  from  the 
University  of  Louisville  Medical  School,  Doctor 
Hayes  was  KMA  vice-president  from  1959-60  and 
chairman  of  the  Board  of  Trustees  from  1966-67.  He 
also  served  as  the  chairman  of  the  Barren  County 
Health  Department. 
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Senate  and  House  Rosters  Listed 
For  1970  Kentucky  Assembly 

Listed  below  are  the  38  senators  and  100  represen- 
tatives who  will  participate  in  the  1970  Kentucky 
General  Assembly.  Their  names,  addresses  and  dis- 
tricts are  included,  along  with  maps  showing  the 
counties  they  will  serve. 

The  1970  Senate  is  composed  of  23  Democrats  and 
15  Republicans.  Nine  of  the  38  senators  are  new 
members.  In  the  House  there  will  be  72  Democrats 
and  28  Republicans.  Of  the  total  membership  of  the 
House,  49  representatives  are  new. 


Kentucky  General  Assembly 
1970  Senate  Roster 


Home 

District 

County 

Senators 

1 

Graves 

Carroll  Hubbard,  Jr.  (D),  Mayfield 

2 

McCracken 

Tsm  Garrett  (D),  Paducah 

3 

Christian 

Pat  M.  McCuiston  (D),  Pembroke 

4 

Henderson 

William  L.  Sullivan  (D),  Hender- 
son 

5 

Todd 

Carl  T.  Hadden,  Sr.  (D),  Elkton 

6 

Hopkins 

William  A.  Logan  ID),  Madison- 
ville 

7 

Jefferson 

Richard  Chin  (R),  Louisville 

8 

Daviess 

Delbert  S.  Murphy  ID),  Owens- 
boro 

9 

Allen 

J.  C.  Carter  IR),  Scottsville 

10 

Hardin 

Walter  “Dee"  Huddleston  ID), 
Elizabethtown 

1 1 

Campbell 

Donald  L.  Johnson  (R),  Ft.  Thomas 

12 

Fayette 

C.  Gibson  Downing  (D),  Lexing- 
ton 

13 

Fayette 

Robert  D.  Flynn  (R),  Lexington 

14 

Nelson 

William  R.  Gentry,  Jr.  ID),  Bards- 
town 

15 

Pulaski 

Norman  E.  Farris  (R),  Science  Hill 

16 

Clinton 

James  A.  Hicks  (R),  Albany 

17 

Whitley 

Charles  B.  Upton  (R),  Williams- 
burg 

18 

Lewis 

George  M.  Plummer  (R),  Vance- 
burg 

19 

Clay 

Fred  F.  Bishop  (R),  Manchester 

20 

Shelby 

Mack  G.  Walters  ID),  Shelbyville 

21 

Harlan 

James  C.  Brock  IR),  Harlan 

22 

Mercer 

Edwin  Freeman  ID),  Harrodsburg 

23 

Perry 

Pearl  Strong  ID),  Ary 

24 

Kenton 

Clyde  Middleton  IR),  Ft.  Mitchell 

25 

Johnson 

Wendell  Van  Hoose  IR),  Tutor 
Key 

26 

Carroll 

Thomas  O.  Harris  ID),  Worthville 

27 

Morgan 

Joe  D.  Stacy  ID),  West  Liberty 

28 

Powell 

B.  E.  Billings  ID),  Stanton 

29 

Floyd 

Clifford  B.  Latta  ID),  Prestons- 
burg 

30 

Harrison 

Wilson  Palmer  ID),  Cynthiana 

31 

Pike 

Francis  M.  Burke  ID),  Pikeville 

32 

Warren 

Ray  B.  White  IR),  Bowling  Green 

33 

Jefferson 

Mrs.  Georgia  M.  Davis,  ID),  Louis- 
ville 

34 

Jefferson 

Walter  S.  Reichert  IR),  Louisville 

35 

Jefferson 

Romano  L.  Mazzoli  ID),  Louisville 

36 

Jefferson 

Scott  Miller,  Jr.  IR),  Louisville 

37 

Jefferson 

Henry  Beach  ID),  Louisville 

38 

Jefferson 

Nicholas  Baker  ID),  Louisville 

Kentucky  General  Assembly 

1970 

Home 

1 House  Roster 

District 

County 

Representatives 

1 

Carlisle 

Ralph  Graves  ID),  Bardwell 

2 

Graves 

Lloyd  Clapp  ID),  Wingo 

3 

McCracken 

Julian  M.  Carroll  ID),  Paducah 

4 

McCracken 

David  Carter  (D),  Paducah 

5 

Calloway 

E.  Guy  Lovins  (D),  New  Concord 

6 

Marshall 

Richard  H.  Lewis  ID),  Benton 

7 

Union 

Joseph  McBride  ID),  Waverly 

8 

Christian 

John  O.  Hardin,  III  ID),  Hop- 
kinsville 

9 

Christian 

James  E.  Bruce  ID),  Hopkinsville 

10 

Hopkins 

Omar  Parish  ID),  Madisonville 

1 1 

Henderson 

Gross  C.  Lindsay  (D),  Henderson 

12 

Webster 

Joe  Head  ID),  Providence 

13 

Daviess 

Charles  S.  Wible  ID)  , Owensboro 

14 

Daviess 

Donald  J.  Blandford  ID),  Philpot 

15 

Muhlenburg 

Billy  R.  Paxton  ID),  Central  City 

16 

Logan 

Homer  B.  Dorris  (D),  Russellville 

17 

Ohio 

Theron  Kessinger  IR),  Beaver  Dam 
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State  Representative  Districts 


63-66 


18 

Breckinridge 

Mrs.  H.  W.  (Marjorie)  Tobin  (D), 

57 

Franklin 

William  P.  Curlin,  Jr.  ID),  Frank- 

Horned 

fort 

19 

Edmonson 

Walter  F.  Davis  (R),  Brownsville 

58 

Shelby 

Ralph  Mitchell  ID),  Shelbyville 

20 

Warren 

George  T.  Massey,  Jr.  (D),  Bowl- 

59 

Carroll 

W.  J.  Louden  ID),  Carrollton 

ing  Green 

60 
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(diethylpropion  hydrochloride) 

works  on  the  appetite 
not  on  the 'nerves’ 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a' rela- 
tively low  incidence  of  CNS  stimulation. 
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and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  o few  epileptics 
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3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


B LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

B Literature  on  indications  and  dosage  avail- 
able on  request. 


B No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

B Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 

(LTR23) 
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He  is  elderly. 

He  is  on  corticosteroids. 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 

DECLOSTAT1IV300 

Demrthylf hlorlelrarj'cline  HCl  300  mg  • -■ 

and  Nyslalin  500.000  unils  ^ 

CAPSl  LE-SH  APED  TABLETS  Lederle  U • X • UL  • 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy— the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

^ For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
o^rgrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
' (particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
dines  sho]|^  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  G>n- 
stant  observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug  j 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo-ilj 
plasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  institute  appropriate  therapyLj 
Demethylclilortetracycline  may  form  a stable  calcium  complex  in  an^.: 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far 
in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  b.^ 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foods:  1 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should  J 
continue  for  K)  clays,  even  though  symptoms  have  subsided. 


LEDERLE  LABORATORIES 

A Division  o|i  American  Cyanamid  Company,  Pearl  River,  New  York 
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MESSAGE 
FROM  THE 
PRESIDENT 


charge Public  Responsibility 


SOON  after  his  inauguration,  President  Eisenhower  was  shocked  by  the  lack 
of  concern  by  citizens  in  government.  It  is  not  possible  for  me  to  sufficiently 
emphasize  the  charge  before  you  today.  President  Eisenhower  called  it, 
“An  intelligent  exercise  of  public  responsibility.” 

Our  government,  which  now  pays  almost  40  per  cent  of  all  health  bills,  grows 
ever  more  Orwellian.  “It  is  enduring  if  not  enchanting.”  Laws  are  continually 
passed.  Many  more  are  considered.  Bills  of  medical  interest  brought  before  the 
recent  90th  Congress  numbered  1,435  and  approximately  100  health  bills  are 
being  proposed  to  the  1970  Kentucky  Legislature.  Even  more  rules  and  regula- 
tions are  promulgated.  It  is  not  too  late  to  show  good  citizenship  even  though 
much  of  the  Legislative  period  has  passed  as  you  read  this  message. 

Today,  I charge  you  as  physicians  and  members  of  the  Kentucky  Medical 
Association  with  its  founding  purpose  of  more  than  120  years  ago.  . . “To  serve 
the  physician,  the  profession,  and  the  public.”  The  Kentucky  Medical  Association, 
never  swerving  from  its  original  purpose,  strives  toward  this  goal  today.  These 
are  trying  times  for  medicine,  society,  our  government,  our  churches,  and  for 
the  world.  The  physician  must  make  his  voice  heard.  To  do  so  effectively,  ex- 
pressions to  our  legislators  must  be  on  a basis  of  knowledge  and  understanding 
of  all  the  facts. 

Change  is  the  most  changeless  fact  of  life.  A.  N.  Whitehead  has  said,  “The  art 
of  progress  is  to  preserve  order  amid  change  and  preserve  change  amid  order.” 
Please  use  your  influence  with  the  legislators  for  an  organized  approach  on 
sound  planning  in  an  evolutionary  manner  rather  than  a radically  revolutionary 
one.  We  can  win  if  we  understand  Robert  Frost  when  he  said,  “Something  we 
were  withholding  made  us  weak  until  we  found  out  it  was  ourselves.”  The 
shackling  of  our  profession  can  occur  only  if  there  are  enough  weak  physicians 
who  do  not  assume  public  responsibility  in  the  significant  70’s. 


in  cardiac  edema 


gets  the  water  out 
^)ares  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Contraindications:  Pre-existing  elevated 

serum  potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 

plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  mark- 
edly impaired.  Enteric-coated  potassium  salts 
may  cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has  been 
reported,  in  4%  of  patients  under  60  years,  in 
12%  of  patients  over  60  years,  and  in  less  than  8% 
of  patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  and  BUN  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  or  hepatic  insufficiency  (e.g.,  cer- 
tain elderly  or  diabetics).  It  hyperkalemia  de- 
velops, substitute  a thiazide  alone.  If  spironolac- 
tone is  used  concomitantly  with  ‘Dyazide’,  check 
serum  potassium  frequently — their  combined  use 
can  cause  potassium  retention  and  sometimes 
hyperkalemia.  Two  deaths  have  been  reported 
in  patients  on  such  combined  therapy  (in  one, 
recommended  dosage  was  exceeded;  in  the  other, 
serum  electrolytes  were  not  properly  monitored). 
Observe  regularly  for  possible  blood  dyscrasias, 
liver  damage  or  other  idiosyncratic  reactions. 
Blood  dyscrasias  have  been  reported  in  patients 
receiving  Dyrenium  (triamterene,  sk&f).  Rarely, 
leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with  the 
thiazides.  Watch  for  signs  of  impending  coma  in 
acutely  ill  cirrhotics.  Thiazides  are  reported  to 


cross  the  placental  barrier  and  appear  in  breast 
milk;  thus  adverse  reactions  which  have  occurred 
in  adults  may  occur  in  the  fetus  or  newborn  infant. 
Rarely,  thrombocytopenia  or  pancreatitis  has  de- 
veloped in  newborn  infants  whose  mothers  had 
received  thiazides  during  pregnancy.  When  used 
during  pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  de- 
terminations. Do  periodic  blood  studies  in  cir- 
rhotics with  splenomegaly.  Antihypertensive  ef- 
fects may  be  enhanced  in  postsympathectomy  pa- 
tients. The  following  may  occur:  hyperuricemia 
and  gout,  reversible  nitrogen  retention,  decreasing 
alkali  reserve  with  possible  metaboliC’  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  digitalis  intoxica- 
tion (in  hypokalemia).  Use  cautiously  in  surgical 
patients.  Adjust  dose  of  antihypertensive  agents 
given  concomitantly. 

Adverse  Reactions:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphy- 
laxis; rash,  urticaria,  photosensitivity,  purpura, 
other  dermatological  conditions;  nausea  and  vom- 
iting (may  indicate  electrolyte  imbalance),  diar- 
rhea, constipation,  other  gastrointestinal  distur- 
bances. Rarely,  necrotizing  vasculitis,  altered  car- 
bohydrate metabolism,  hyperbilirubinemia,  par- 
esthesias, icterus,  pancreatitis,  and  xanthopsia 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 


Smith  Kline  81  French  Laboratories 
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For  the  patient  who  has  been 
through  an  accident,  the  worry 
and  anxiety  following  the 
mishap  may  actually  heighten 
the  perception  of  pain.  This  is 
why  there’s  a classic  Va  grain 
sedative  dose  of  phenobarbital 
in  Phenaphen  with  Codeine— 
to  take  the  nervous“edge”  off, 
so  the  rest  of  the  formula  can 
control  the  pain  more  effectively. 

A H.  Robins  Company,  MC 

Richmond. Va.  23220  /I  r1  I /LID  I IN 3 


Phenaphen*  with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital  {Va  gr.),16.2 
mg.  (warning:  may  be  habit  forming);  Aspirin  (2V2  gr.),  162.0  mg.;  Phenacetin 
(3  gr.),  194.0  mg.;  Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  Va 
gr.  (No.  2),  V2  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may  be  habit  forming). 

The  compound  analgesic  that  calms  instead  of  caffeinates 

Indications:  Phenaphen  with  Codeine  provides  relief  in  severer  grades  of 
pain,  on  low  codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics.  Contraindica- 
tions: Hypersensitivity  to  any  of  the  components.  Precautions:  As  with  all 
phenacetin-containing  products  excessive  or  prolonged  use  should  be 
avoided.  Side  effects:  Side  effects  are  uncommon,  although  nausea,  con- 
stipation and  drowsiness  may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 
1 or  2 capsules  every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule 
every  3 to  4 hours  as  needed.  For  further  details  see  product  literature. 
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3101  BAROSTOWN  ROAD 


LOUISVILLE.  KENTUCKY  402OS 


HBfue  eSfiisCd 


TELEPHONE  452-ISII 


Dear  Doctor: 

The  1969  Kentucky  Medical  Association  House  of  Delegates 
reaffirmed  support  of  the  principle  of  payment  of  physicians' 
fees  on  a Usual  and  Customary  basis.  In  accepting  the  re- 
port of  the  KMA  Advisory  Committee  to  Blue  Shield,  the  House 
further  clarified  the  Usual  and  Customary  concept  and  provided 
a mechanism  for  Blue  Shield  to  pay  for  covered  services  direct 
to  the  participating  physician.  In  keeping  with  the  wishes 
of  the  KMA  House  of  Delegates,  all  physicians  should  have  the 
opportunity  to  sign  Participating  Physician  Agreements. 

We  plan  to  begin  processing  Usual  and  Customary  claims  using 
Participating  Physician  Agreements  with  claims  received  for 
services  rendered  on  or  after  March  1,  1970. 

Should  you  need  additional  agreements  or  have  any  questions 
about  the  Usual  and  Customary  Program,  please  contact  our 
Professional  Relations  Division,  3101  Bardstown  Road,  Louis- 
ville, Kentucky,  40205,  phone:  (502)  452-1511. 

We  appreciate  your  interest  in  Blue  Shield. 

Sincerely , 


Garnett  J.  Sweeney,  M. D 


Kentucky  BLUE  SHIELD" 

KENTUCKY  PHYSICIANS  MUTUAL,  INC. 

3101  Bardstown  Road  • Louisville,  Ky.  40205  • (502)  452-1511 

Helping  Kentuckians  Prepay  The  Cost  Of  Health  Care 

'©'National  Association  of  Blue  Shield  Plans 
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IN  THE  BOOKS 


u 


MANUAL  ON  ARTIFICIAL  ORGANS.  VOLUME  1,  THE 
ARTIFICIAL  KIDNEY;  by  Yukihiko  Nose,  Ph.D.;  Published 
by  the  C.  V.  Mosby  Company,  St.  Louis,  1969;  343  Pages; 
Price  $27.75. 

In  as  rapidly  moving  a field  as  dialysis,  there  is  a 
growing  need  for  detailed  technical  manuals  for 
nurses  and  technicians  as  well  as  physicians  and 
patients.  Prior  to  the  publication  of  Dr.  Nose’s  book 
only  manuals  written  for  individual  dialysis  centers 
and  manufacturers’  technical  manuals  were  available. 

This  manual  is  based  on  the  extensive  experience 
of  the  Cleveland  Clinic  with  many  types  of  dialysis 
equipment.  The  simple  illustrations  and  the  detailed 
methodology  presented  will  be  of  assistance  to  the 
physician  with  no  experience  in  hemodialysis,  and 
to  the  patient  and  his  family  training  for  home 
hemodialysis. 

The  major  failing  of  the  manual  is  that  it  attempts 
to  appeal  to  too  wide  an  audience.  However,  a book 
intended  for  patient  use,  as  the  title  suggests,  should 
not  include  a chapter  on  patient  selection  nor  ma- 
terial on  medical  complications.  Conversely,  the 
patient  management  aspects  are  oversimplified  for 
use  by  the  physician. 

Some  of  the  material  presented  is  obsolete.  De- 
tailed presentation  of  the  method  of  cleaning  a Kiil 
dialyzer  would  have  been  a valuable  addition.  It 

may  be  that  the  lag  between  conception  and  publi- 
cation has  resulted  in  these  flaws. 

Figure  8-6  is  incorrect,  as  it  shows  a peritoneal 
catheter  pointed  toward,  rather  than  away  from,  the 
aortic  bifurcation. 

The  practicing  physician  who  may  be  asked  to 

manage  a home  dialysis  patient  will  find  the  manual 
very  helpful.  For  the  nephrologist,  it  is  disappointing. 

Daniel  E.  Leb,  M.D. 

OPTHALMOLOGY:  PRINCIPLES  AND  CONCEPTS;  by  Frank 
W.  Newell  ,M.D.;  Published  by  fhe  C.  V.  Mosby  Company, 

St.  Louis,  1969;  527  Pages;  Price  $15.50. 

Ophthalmology:  Principles  anti  Concepts,  is  an  ex- 
cellent textbook  by  Frank  Newell,  M.D.,  professor 
and  chairman  of  the  department  of  ophthalmology 
at  the  University  of  Chicago. 

The  book  is  divided  into  four  parts  and  includes 
a glossary  and  selected  references.  The  glossary  is 
particularly  good  since  it  covers  completely  the  eye 
jargon  which  is  so  confusing  to  students  and  non- 
ophthalmologists. The  selected  references  is  a 'valu- 
able addition,  particularly  to  students  and  residents, 
since  it  gives  many  sources  for  additional  informa- 
tion. 

The  parts  of  the  book  are  divided  into  basic 
mechanisms,  history  taking  and  examination  of  the 
eye,  diseases  and  injuries  of  the  eye,  and  systemic 


diseases  of  the  eye.  Each  part  is  then  covered  quite 
clearly  and  adequately  along  with  numerous  diagrams 
and  pictures.  There  is  minimal  duplication  of  material 
which  is  sometimes  difficult  when  one  is  covering 
systemic  diseases  involving  all  segments  of  the  eye. 
Several  sections  have  been  shortened  from  the  first 
editions,  particularly,  those  on  bacterial  diseases. 
Many  of  these  are  now  curiosities  rather  than  com- 
mon disorders  and  they  have  been  deleted. 

This  book  has  been  written  to  correlate  diseases  of 
the  eye  with  anatomy,  embryology,  biochemistry, 
optics,  pharmacology  and  other  clinical  courses.  It 
is  not  meant  to  be  used  solely  for  undergraduate 
instruction. 

Throughout  the  book,  the  author  keeps  the  subject 
matter  in  proper  perspective  at  all  times.  The  reader 
never  finds  himself  lost  in  a maze  of  minutiae.  You 
are  given  the  general  principles  rather  than  technical 
details.  The  reference  list  in  the  back  gives  the 
reader  the  opportunity  to  go  into  detail  if  he  chooses. 

This  textbook  can  be  strongly  recommended  for 
use  by  medical  students  and  will  also  serve  as  a 
fine  reference  book  for  those  in  practice.  The  book 
is  extremely  well  written  and  will  pass  the  test  of 
time. 

Jeremiah  T.  Flowers,  M.D. 

ATLAS  OF  HUMAN  ELECTRON  MICROSCOPY,  by  Ruben  P. 
Laguens  and  Cesar  L.  A.  Gomez  Dumm;  Published  by  The 
C.  V.  Mosby  Company,  St.  Lou!s,  1969;  180  Pages;  Price 
$20.50. 

There  is  a critical  need  for  an  atlas  of  human 
ultrastructure  aimed  specifically  at  medical  students, 
pathologists,  and  the  general  physician.  The  assembly 
and  presentation  of  such  an  atlas  represents  a tre- 
mendously ambitious  task  for  any  single  laboratory. 

There  are  great  difficulties  inherent  in  obtaining 
specimens  suitable  for  electron  microscopy  from 
biopsies  and  autopsies.  It  is  this  obstacle  that  has 
prevented  this  attempt  by  Doctors  Laguens  and 
Dumm  from  meeting  more  than  the  minimum  level 
of  acceptability.  Perhaps  of  necessity,  then,  quality 
in  microscopy  has  been  sacrificed  for  quantity. 

The  low  contrast  of  the  micrographs  throughout  the 
atlas  and  the  questionable  fixation  of  many  tissues  are 
sometimes  more  misleading  than  helpful  in  the  inter- 
pretation of  structure.  Concentration  on  individual 
tissues  or  cell  types  in  atlases  by  other  authors  have 
produced  more  successful  works.  While  the  goal  of 
the  project  as  envisioned  by  the  authors  is  to  be 
commended,  publication  in  this  case  is  perhaps  some- 
what premature.  Perhaps  in  the  future,  with  im- 
provements in  this  field,  such  an  undertaking  will 
meet  with  more  success. 

Robert  L.  Snipes  Ph.D. 
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Painful 
nigKtIeg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  Is  contraindi- 
cated In  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  In 
some  Instances,  and  quinine  moy  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dasage  may  be  Increased  to  one  tablet  follawing  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 
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Quinamm 

(quinine  sulfate  260  mg.,  aminaphylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


09ISA 


Trichomonads...Monilia...  Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem  — 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives,’""*  broad-spectrum  antibiotics®  ’ and  prolonged  use  of  corticosteroids.^ 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.’’” 

Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/cervicitis  and  vaginal  surgery. 

Easy  as  AVC 


Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topical  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
obsorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treotment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
travaginally  once  or  twice  doily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L.:  J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  S.,  ond  Lyle,  J.  S.:  Arch. 
Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hlldebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196:731,  1966.  5.  Guerriero,  W,  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S.i  Am.  J.  Med. 
40:887,  1966.  7.  To-doy's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L.:  Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;,  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 
proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A,  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
11.  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


AVC 


Ifanilamide 


^ncAAA  (aminacrine  hydrochloride  0.2%,  su 
L-KCM/V\  15.0%,  allantoin  2.0%) 

Cl  IDDOCITODICC  (aminacrine  hydrochloride  0.014  Gm.,  sulfanilamide 
OUr  I V-/OI  I v.t'KICO  i .05  Gm.,  allantoin  0.014  Gm.) 


TRADEMARK : AVC 


AV-9I9A  7/69 


From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  11-68.  This  26-year-old  married 
white  gravida  4,  para  3,  had  an  expected 
delivery  date  of  June  5,  1968.  Prenatal 
care  began  the  latter  part  of  December  1967. 
She  was  seen  at  monthly  intervals  with  no 
problems  until  May  14,  when  her  blood  pres- 
sure was  found  to  be  elevated.  Hygroton  50  mg. 
daily  with  orange  juice  was  prescribed. 

The  next  office  appointment  was  to  be  the 
23rd  of  May.  On  the  night  of  the  21st  she 
called  at  9 p.m.  complaining  of  a severe  head- 
ache and  hospitalization  was  advised.  Blood 
pressure  on  admission  was  172/100.  The  fetal 
heart  tones  were  normal.  The  cervix  was  2 cm 
dilated,  60  per  cent  effaced.  Pitting  edema  of 
the  lower  extremities  was  present.  She  received 
Morphine  10  mg.  and  Phenergan  25  mg.  ap- 
proximately 20  minutes  after  admission.  A 
catheterized  urine  specimen  revealed  3-1-  al- 
bumin. 

Forty-five  minutes  later  Thorazine  50  mg. 
was  given  and  the  patient  seemed  relatively 
quiet.  One  hour  and  ten  minutes  after  admis- 
sion, she  cried  out  and  was  reported  by  the 
other  patients  in  her  room  to  be  convulsing. 
Her  blood  pressure  was  170/98,  pulse  120; 
oxygen  was  given  as  well  as  Magnesium  Sul- 
phate 2 cc  of  a 50  per  cent  solution  intramus- 
cularly in  each  hip.  She  had  three  convulsions 
during  the  next  hour  and  then  none  during  the 
night.  Blood  pressure  remained  at  levels  of 
160/98.  The  fetal  heart  tones  remained  normal. 
The  next  morning  another  physician  was  con- 
sulted. The  consultant  suggested  induction  of 
labor  by  artificial  rupture  of  the  membranes 
and  administration  of  oxytocin. 

At  10  a.m.  the  membranes  were  punctured. 
The  cervix  was  three  cm  dilated.  Labor  pro- 
gressed and  she  received  one  buccal  oxytocin 
tablet  at  11:30  a.m.  A spinal  anesthetic  was 
given  using  Tetracaine  and  at  11:59  a.m.  she 
delivered  spontaneously  a six  pound  four  ounce 
girl.  Blood  pressure  in  the  delivery  room  was 
140/90.  She  was  alert  and  cooperative.  The 


midline  episiotomy  was  repaired.  Blood  pres- 
sure at  1 p.m.  was  200/100.  She  complained  of 
a headache  and  at  1:25  p.m.  the  nurses  report- 
ed profuse  vaginal  bleeding.  The  uterus  was 
found  to  be  atonic,  intravenous  infusion  of 
1,000  cc  five  per  cent  Dextrose  and  water  with 
30  units  of  oxytocin  was  started.  Several  clots 
were  expressed  from  the  uterus.  Blood  pressure 
fell  to  110/50  and  at  1:45  p.m.  was  found  to 
be  90/20.  Blood  was  ordered  but  obtained 
with  difficulty  from  an  adjacent  city  as  there 
was  a problem  in  crossmatching. 

The  first  pint  of  blood  was  started  at  3:30 
p.m.  and  the  second  at  3:55.  Blood  pressure 
was  80/44  and  was  maintained  at  this  level  for 
approximately  one  hour.  The  pulse  was  weak 
and  thready.  The  uterus  remained  atonic.  It  was 
estimated  that  she  lost  approximately  1,000  cc 
of  blood  during  the  two  hour  period  before  the 
blood  arrived. 

Following  the  blood  replacement,  1,000  cc  of 
Normosol®  was  given  with  30  units  oxytocin  at 
a slow  rate.  Lacerations  of  the  tongue  produced 
a small  amount  of  bleeding  that  required  fre- 
quent suction.  Legs  were  wrapped  with  elastic 
bandages  and  she  was  maintained  in  a deep 
Trendelenberg  position.  Her  condition  con- 
tinued to  deteriorate.  Another  consultation  was 
obtained.  Urinary  output  following  delivery  was 
only  100  cc,  fluid  intake  was  restricted.  At 
10:30  a.m.  the  following  day  her  respirations 
became  quite  shallow  and  her  blood  pressure 
was  unobtainable.  Mouth  to  mouth  resuscita- 
tion, three  shocks  were  administered  to  the 
chest  wall,  however,  no  heart  beat  could  be  re- 
stored. Her  pupils  were  noted  dilated  and  no 
further  resuscitative  efforts  were  attempted. 

An  autopsy  was  obtained.  An  extensive 
subarachnoid  hemorrhage  apparently  arising  at 
the  vertex  over  the  right  cerebral  hemisphere 
was  found.  Examination  of  the  vaginal  vault 
revealed  no  lacerations  or  obvious  hemorrhage. 
The  cervic  was  intact.  The  uterus  was  intact. 

(Continued  on  Page  76) 
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Doctors! 

The  quickest,  easiest, 
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acquire  a car. 

Conserve  your  precious  time 
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Car  shopping  for  you! 

(Any  make  or  model) 


WE  ALSO  LEASE 
Medical  & Surgical  Equipment 
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Maternal  Mortality  Page 
Comment 

The  Committee  classified  this  as  a direct 
obstetrical  death  with  preventable  factors.  It 
was  considered  that  the  patient  was  inadequate- 
ly treated  for  toxemia  of  pregnancy.  Although 
the  initial  blood  pressure  elevation  was  not  re- 
ported it  is  conceivable  that  she  might  have  re- 
quired hospitalization  at  that  time.  Following 
the  development  of  Eclampsia,  therapy  was  not 
sufficiently  vigorous  and  the  administration  of 
multiple  drugs  in  small  dosages  is  to  be  de- 
plored. The  patient’s  condition  apparently  was 
not  sufficiently  stabilized  prior  to  delivery. 

Measures  to  control  uterine  atony  were  in- 
sufficient and  blood  replacement  was  inade- 
quate to  control  hemorrhagic  shock.  The  choice 
of  Dextrose  solution  for  intravenous  fluid  thera- 
py in  the  presence  of  active  bleeding  and  shock 
was  criticized.  In  addition,  fluid  replacement 
was  deficient  in  amount  and  the  Committee 
considered  the  restriction  of  fluid  intake  inap- 
propriate in  view  of  the  reduced  circulating 
blood  volume. 

In  the  opinion  of  the  Committee  the  neuro- 
logical problem  might  have  been  prevented  by 
a greater  effort  to  control  the  hypertension  and 
by  restoring  circulating  blood  volume  to  allevi- 
ate shock. 

It  is  possible  that  a coagulation  disorder  was 
present  that  caused  the  cerebral  bleeding. 


EMERGENCY  ROOM  PHYSICIAN  — 
Accredited  280  bed  progressive  genercd 
hospitcd  in  beautiiul  Huntington,  W.  Va. 
Immedicrtely  available.  Contact  Assis- 
tant Administrator,  Cabell  Hrmtington 
Hospital,  1340  16th  St.,  Huntington,  West 
Virginia.  A.C.  304  696-6590  collect. 
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PLAN  TO  ATTEJID 
Sixteenth  Annual  Symposium 
on  Cardiovascular  Diseases 

March  and  20, 1970 

STOUFFER’S  LOUISVILLE  INN  — LOUISVILLE,  KENTUCKY 


179a 

SCHOOL  OF 
MEDICINE-1  ns 


Wednesday,  March  25,  1970 
9:00  a.m. 

"Cardiac  Pacemakers” 

Robert  C.  Schlant,  M.D.,  Professor  of  Medi- 
cine, Coordinator,  Division  of  Cardiology, 
Emory  University  School  of  Medicine,  Atlanta, 
Georgia 

"Surgical  Treatment  in  Bacterial  Endocarditis” 
E.  L.  Quinn,  M.D.,  Chairman,  Division  of 
Infectious  Diseases,  Department  of  Medicine, 
Henry  Ford  Hospital,  Detroit,  Michigan 

"Pulmonary  Embolism” 

T.  J.  Fogarty,  M.D.,  Division  of  Cardiovas- 
cular Surgery,  Stanford  University  Medical 
School,  Stanford,  California. 

"Pathophysiology  of  Coronary  Atherosclerotic 
Heart  Disease” 

Robert  C.  Schlant,  M.D. 

"RENAL  VASCULAR  SEMINAR” 

"The  Kidney  and  Hypertension” 

Louis  J.  Tobian,  M.D.,  Professor  of  Medicine, 
University  of  Minnesota  School  of  Medicine, 
Minneapolis,  Minnesota 

"The  Role  of  the  Kidney  in  Congestive  Heart 
Failure” 

John  P.  Merrill,  M.D.,  Associate  Professor 
of  Medicine,  Harvard  Medical  School,  Boston, 
Massachusetts 

"The  Treatment  of  Edema” 

Donald  E.  Oken,  M.D.,  Associate  Director, 
Cardiorenal  Section,  Peter  Bent  Brigham  Hos- 
pital and  Assistant  Professor,  Harvard  Medical 
School,  Boston,  Massachusetts 

PANEL  DISCUSSION 


Thursday,  March  26,  1970 
8:30-9:30  a.m. 

"Grand  Rounds” 

Louisville  General  Hospital,  Rankin  Amphi- 
theatre, Beverly  T.  Towery,  M.D.,  Conducting 
Lecturer;  Noble  O.  Fowler,  M.D. 

10:00  a.m. 

STOUFFER’S  LOUISVILLE  INN 

"Clues  for  Unraveling  the  Hypertension 
Problem” 

Louis  J.  Tobian,  M.D. 

"Peripheral  Venous  or  Arterial  Thrombosis” 

T.  J.  Fogarty,  M.D. 

"Neurovascular  Diagnosis  with 
Radiopharmaceuticals” 

Richard  Janeway,  M.D.,  Acting  Chairman, 
Department  of  Neurology,  Bowman  Gray 
School  of  Medicine,  Winston-Salem,  North 
Carolina 

THE  BERNARD  D.  ROSENBLUM 
MEMORIAL  LECTURE 
"Pericardial  Disease” 

Noble  O.  Fowler,  M.D.,  Professor  of  Medi- 
cine, Cardiac  Research  Laboratory,  Cincinnati 
General  Hospital,  Cincinnati,  Ohio 

"Methods  for  Determining  Choice  of  Treatment 
in  Cerebral  Vascular  Disorders” 

Richard  Janeway,  M.D. 

"Antibiotic  Treatment  of  Bacterial  Endocarditis” 
E.  L.  Quinn,  M.D. 

PANEL  DISCUSSION 


SPONSORED  BY 

THE  HEART  ASSOCIATION  OF  LOUISVILLE  AND  JEFFERSON  COUNTY,  INC.,  THE  UNIVERSITY  OF  LOUIS- 
VILLE SCHOOL  OF  MEDICINE  AND  THE  JEFFERSON  COUNTY  ACADEMY  OF  GENERAL  PRACTICE  and 
co-spon$ored  by  THE  COUNCIL  ON  CLINICAL  CARDIOLOGY,  AND  THE  COUNCIL  ON  CIRCULATION, 
RENAL  SECTION,  AMERICAN  HEART  ASSOCIATION. 


This  program  will  be  acceptable  for  eleven  Prescribed  hours  by  the  American 
Academy  of  General  Practice REGISTRATION  FREE 
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ANSWERS  TO  YOUR  OUESTIONS  ABOUT  BLUE  SHIELD 


The  Extended  Benefits  Endorsement 


Q.  What  is  the  Extended  Benefits  Endorsement? 

A.  The  Extended  Benefits  Endorsement  extends  and  supplements  the  hospital,  surgical  and  medical  benefits 
as  outlined  in  the  basic  Blue  Cross  and  Blue  Shield  Certificates  of  Membership  during  a “benefit  period.” 


Q.  What  begins  and  ends  a benefit  period  under  the  Extended  Benefits  Endorsement? 

A.  A “benefit  period”  under  this  Endorsement  begins  on  the  first  day  on  which  a member  receives  any  bene- 
fits under  the  basic  Certificate  of  Membership  and!  or  this  Endorsement  and  extends  for  a period  of  730 
days.  A “benefit  period”  ends  when  730  consecutive  calendar  days  have  elapsed;  or  when,  for  nervous  and 
mental  disorders  and  pulmonary  tuberculosis,  120  calendar  days  of  in-patient  care  have  elapsed;  or  when 
180  consecutive  calendar  days  have  elapsed  during  which  time  no  services  of  the  type  covered  by  the  basic 
Certificate  of  Membership  or  the  Extended  Benefits  Endorsement  are  used  by  the  member.  A “benefit  peri- 
od” also  ends  when  $20,000.00  has  been  paid  under  this  Endorsement. 


Q.  Does  the  Extended  Benefits  Endorsement  increase  the  member’s  coverage  for  out-of-hospital  services? 

A.  Yes.  After  a $25.00  deductible  for  each  illness  or  injury,  a member  is  entitled  to  80  per  cent  of  the  charges 
in  excess  of  the  benefits  provided  under  his  basic  Certificates  of  Membership  or  endorsement  for:  X-ray 
examinations;  laboratory  examinations;  physical  therapy;  X-ray  and  radiation  therapy;  and  EKG’s.  In  addi- 
tion, a member  is  entitled  to  physician  services  for  acute  psychotic  reactions  as  follows:  Insulin  shock  thera- 
py; $5.00  per  sub  coma  treatment,  $8.00  per  coma  treatment,  limited  to  70  treatments;  Electric  Shock  thera- 
py, $12.00  per  treatment,  limited  to  20  treatments;  Anesthesia  in  connection  with  shock  treatments  when  per- 
formed by  a physician  other  than  the  attending  physician,  $10.00  per  treatment.  These  services  are  covered 
in  the  out-patient  department  of  a hospital,  doctor’s  office,  or  laboratory  when  prescribed  by  the  attending 
physician. 


Q.  What  additional  benefits  are  available  under  the  Extended  Benefits  Endorsement  following  hospitalization? 

A.  Following  hospitalization,  80  per  cent  of  the  Usual  and  Customary  Charge  for  prescription  drugs;  80  per 
cent  of  the  charges  for  the  rental  or  purchase  of  surgical  and  orthopedic  appliances  and  $3.00  per  visit  for 
the  services  of  a Visiting  Nurse,  not  to  exceed  one  visit  per  day,  are  covered  when  rendered  at  the  direction 
of  the  attending  physician.  If  a member  is  admitted  to  an  approved  nursing  home  within  72  hours  after  dis- 
charge from  a hospital,  an  allowance  of  $12.00  per  day  will  be  provided  for  this  care.  To  be  covered,  these 
services  must  be  related  to  the  condition  for  which  the  member  was  hospitalized. 


Q.  Does  the  Extended  Benefits  Endorsement  include  coverage  for  home  and  office  visits? 

A.  Yes.  Following  a non-surgica!  hospital  admission  and  during  a benefit  period,  the  Extended  Benefits  En- 
dorsement will  make  indemnity  allowances  of  $6.00  per  physician’s  home  visit  or  $5.00  per  physician’s  of- 
fice visit  when  prescribed  for  the  condition  which  required  the  hospitalization.  This  provision  is  limited  to 
one  visit  per  day. 
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Q.  How  may  Blue  Cross  and  Blue  Shield  members  having  the  Extended  Benefits  Endorsement  be  identified? 

A.  Members  having  this  Endorsement  may  he  identified  by  referring  to  the  “Other  Coverage”  section  of  the  Blue 
Cross  and  Blue  Shield  Identification  Card.  The  digits,  “50,”  in  this  position  on  the  card  indicate  the  sub- 
scriber has  the  Extended  Benefits  Endorsement  on  a single  basis  covering  only  the  person  whose  name  ap- 
pears on  the  Card.  A “60”  in  this  position  means  that  the  siih.scriber  has  Extended  Benefits  on  a family 
basis  covering  himself  and  his  eligible  dependents. 


Q.  How  are  claims  filed? 

A.  For  extended  hospital  expenses,  surgery,  or  physici  ms  in-hospital  calls,  no  additional  claim  form  is  required. 
Claims  for  both  the  basic  Blue  Cross  and  Blue  Side 'd  and  Extended  Benefits  will  be  proces.sed  when  the  Blue 
Cross  or  Blue  Shield  claim  form  is  filed.  The  other  covered  services  under  the  Endorsement  are  to  he  re- 
ported on  the  Extended  Benefits  claim  form  to  be  completed  by  the  member  and  signed  by  the  physician. 


Q.  Who  is  eligible  to  apply  for  the  Extended  Benefits  Endorsement? 

A.  The  Extended  Benefits  Endorsement  is  available  to  employer  groups  of  five  or  more,  and  to  non-group  sub- 
scribers, having  Comprehensive  Blue  Cross  and  in  lemnity  Blue  Shield.  As  of  November,  1969,  approxi- 
mately 186,000  Blue  Cross  and  Blue  Shield  members  were  covered  by  this  Endorsement. 
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Application 

FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBIT  SECTION 


1970  Annual  Meeting 

Convention  Center 


Kentucky  Medical  Association 

Louisville,  Kentucky  September  22,  23,  24 


Fill  Out  and  Mail  to: 

T.  R.  MARSHALL,  M.D.,  Chairman 

Committee  on  Scientific  Exhibits 
Kentucky  Medical  Association 
3532  Ephraim  McDov^ell  Drive 
Louisville,  Kentucky  40205 

Applications  for  space  should  be  received 
before  July  1,  1970 

Dimensions  and  structure  of  KMA  Scientific 
booth  are  shown  in  accompanying  illustration 


1.  Title  of  Exhibit:  

2.  Name  (s)  of  Exhibitor  (s):  (AMA  Member?) 

Institution  (if  desired):  

Mailing  Address 

3.  Do  you  have  a built-in  exhibit? 

4.  Description  of  Exhibit:  (Attach  Brief  Description  Not  To  Exceed  50  Words  to  this  blank) 

5.  Exhibit  will  consist  of  the  following:  (Check  which) 

Charts  and  Posters.  . . . Photographs.  . . . Drawings.  . . . X-rays  .... 

Specimens....  Moulages....  Other  Material 

, „ , „ . (Describe) 

6.  Booth  Requirements: 

Amount  of  total  wall  space  needed? 

Back  wall  Side  walls  (All  side  walls  are  4')  

Square  feet  needed? Shelf  desired?  (yes  or  no)  

7.  Indicate  sources  of  assistance  provided  to  you  in  connection  with  the  exhibit 

8.  Has  this  exhibit  been  exhibited  before?  If  so,  when  & where? 

Date  


Signature  of  Applicant 


The  Kentucky  Medical  Association  will  provide  without  cost  to  the  exhibitor  the  following:  Exhibit 
space,  shelves,  sign  for  booth,  current,  bracket  lights,  provided  all  items  are  approved  in  advance 
by  the  committee. 

Cost  of  transporting  exhibits  to  the  meeting  must  be  borne  by  the  individual  exhibitor  as  well  as 
costs  of  cards,  signs,  etc.,  which  are  a part  of  the  exhibit. 

View  boxes,  furniture,  decorations,  etc.,  may  be  rented,  if  desired,  by  applying  directly  to  Jos.  T. 
Griffin  Company,  704  West  Main  Street,  Louisville  40202,  who  supply  equipment  for  the  annual 
KMA  meeting. 

Due  to  the  shortage  of  space,  please  have  your  exhibit  as  compact  as  possible. 
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Doxidan  is  a gentle  laxative  designed  to  free  your 
patient  from  the  hemodynamic  consequences  of 
straining  at  stool.  With  a fecal  softening  agent  to 
keep  the  stool  soft  and  easy  to  evacuate,  and  with 
just  enough  peristaltic  stimulation  to  urge  the 
sluggish  bowel,  Doxidan  reduces  the  hemody- 
namic “bind”  of  constipation. 

Composition:  Each  capsule  contains  50  mg.  dan- 
thron  N.F.  and  60  mg.  dioctyl  calcium  sulfosuc- 
cinate. 

Dosage:  Adults  and  children  over  12 — one  or  two 
capsules  daily.  Children  6 to  12 — one  capsule 
daily.  Give  at  bedtime  for  two  or  three  days  or 
until  bowel  movements  are  normal. 

Suppiied:  Bottles  of  30,  100  (FSN  6505-074-3169) 
and  1000  (FSN  6505-890-1247). 


...to  reduce 

the  hemodynamic  “bind” 
of  constipation 
in  congestive  heart  failure 


Constipation  in  the  chronic  heart  failure  patient 
carries  with  it  the  ever-present  threat  of  acute 
cardiac  decompensation  while  straining  at  stool. 
In  the  already  weakened,  distended  heart,  a sud- 
den influx  of  blood  on  termination  of  the  Valsalva 
maneuver  is  considered  to  be  the  mechanism  of 
some  of  the  deaths  occurring  in  these  cardiac 
patients  during  straining  efforts.* 
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*Best,  C.  H.  and  Taylor,  N.  B.:  The  Physiolog- 
ical Basis  of  Medical  Practice,  7th  edition, 
Williams  and  Wilkins,  Baltimore,  1961,  p.  480. 


DOXIOaN' 


HOECHST 

PHARMACEUTICAL  CO. 

Div.  American  Hoechst  Corp. 
Cincinnati,  Ohio  45229  U.S.A. 


C-124 


Continuing  Educational 


Prom  The 


Opportunities 


KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

FEBRUARY 

11  PAN  MED  television  series,  “Drug  Interaction 

—II,”  KETV-TV  9:30  p.m.  EST  (8:30  p.m. 
CST) 

16  PANMED  television  series,  “Drug  Interaction 
— II,”  in  Louisville,  WKPC-TV  10  p.m. 

18  PANMED  television  series,  “Eye  of  the  Be- 
holder,” KETV-TV  9:30  p.m.  EST  (8:30  p.m. 
CST) 

23  PANMED  television  series,  “Eye  of  the  Be- 
holder,” in  Louisville,  WKPC-TV  10  p.m. 

25  PANMED  television  series,  “Commonly  Oc- 
curring Cardiac  Arrythmias,”  KETV-TV 
9:30  p.m.  EST  (8:30  p.m.  CST) 

MARCH 

2 PANMED  television  series,  “Commonly  Oc- 
curring Cardiac  Arrythmias,”  in  Louisville, 
WKPC-TV  10  p.m. 

4 PANMED  television  series,  “Gingivectomy — 

An  Obsolete  Procedure?”  KETV-TV  9:30 
p.m.  EST  (8:30  p.m.  CST) 

9 PANMED  television  series,  “Gingivectomy — 

An  Obsolete  Procedure?”  in  Louisville, 
WKPC-TV  10  p.m. 

11  PANMED  television  series,  “Formulation  and 
Drug  Availability,”  KETV-TV  9:30  p.m. 
EST  (8:30  p.m.  CST) 

16  PANMED  television  series,  “Eormulation  and 

Drug  Availability,”  in  Louisville,  WKPC-TV 
10  p.m. 

18-20  Postgraduate  course,  “The  Head  of  the 
Child,”  University  of  Kentucky  Medical  Cen- 
ter, Lexington. 

18  PANMED  television  series,  “Patterns  of 

Nursing  I,”  KETV-TV  9:30  p.m.  EST 
(8:30  p.m.  CST) 

23  PANMED  television  series,  “Patterns  of 

Nursing — I,”  in  Louisville,  WKPC-TV  10 
p.m. 

25-26  “Symposium  on  Cardiovascular  Disease,” 

sponsored  by  the  Heart  Association  of  Louis- 
ville and  Jefferson  County,  Stouffer’s  Louis- 
ville Inn. 

25  PANMED  television  series,  “Preparation  of 
the  Child  for  the  Hospital,”  KETV-TV  10:00 
p.m.  EST  (9:00  p.m.  CST) 

30  PANMED  television  series,  “Preparation  of 

the  Child  for  the  Hospital,”  in  Louisville, 
WKPC-TV  10  p.m. 


APRIL 

2 Fifteenth  Annual  Spring  Clinical  Conference, 
Lexington  Clinic,  “Diabetes  Mellitus-1970,” 
Lexington 

7 KMA  Senior  Day  Program,  Continental  Inn, 
Lexington 

8-9  KMA  INTERIM  MEETING,  “Kentucky 

Medicine  in  the  70’s,”  Kentucky  Dam  Village 
State  Park,  Gilbertsvile 

IN  SURROUNDING  STATES 

FEBRUARY 

25-March  1 American  College  of  Cardiology,  19th 
Annual  Scientific  Session,  New  Orleans,  La. 

8- 9  Annual  Congress  on  Medical  Education, 

Palmer  House,  Chicago,  111. 

MARCH 

11-12  Postgraduate  course,  “Current  Management  of 
Common  Orthopedic  Problems,”  Cleveland 
Clinic  Educational  Foundation,  Cleveland 
20-21  Fourth  National  Congress  on  the  Socio-Eco- 
nomics of  Health  Care,  Palmer  House,  Chi- 
cago, 111. 

APRIL 

9- 10  National  Conference  on  Rural  Health,  spon- 

sored by  AMA’s  Council  on  Rural  Health, 
Pfister  Hotel  & Tower,  Milwaukee 
18-19  Freedman  Lectures  in  Diagnostic  Radiology, 
University  of  Cincinnati  College  of  Medicine 


GENERAL  PRACTITIONER  — for 

large  chronic  disease  and  geriatrics 
hospital  in  the  Chicago  area.  Excellent 
opportunity  to  develop  experience  in 
the  field  of  rehabilitative  medicine.  40 
hour  week  11  paid  holidays,  personal 
days,  vacation  and  sick  leave.  Main- 
tenance available,  if  desired.  Ideal  for 
physician  who  desires  to  give  up  gen- 
eral practice.  Salary  competitive. 
Write  to:  Sherman  E.  Kaplitz,  M.D. 
Oak  Forest  Hospital,  Oak  Forest, 
Illinois  60452 
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A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 
relief 


‘Empirin’’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains; 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

'B.W.  & Co.'  narcotic  products  are 
Class  "B",  and  as  such  are  available  on  oral 
prescription,  where  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
l\ickahoe.  N.Y. 


Contraindications:  Edema,  danger 
of  cardiac  decompensation;  history 
or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage,  history 
of  drug  allergy;  history  of  blood 
dyscrasia.The  drug  should  not  be 
given  when  the  patient  is  senile  or 
when  other  potent  drugs  are  given 
concurrently.  Large  doses  of  the 
alka  formulation  are  contraindi- 
cated m glaucoma. 

Warning:  If  coumarin-type  anti- 
coagulants are  given  simultaneously, 
watch  for  excessive  increase  in  pro- 
thrombin time.  Instances  of  severe 
bleeding  have  occurred  Persistent 
or  severe  dyspepsia  may  indicate 
peptic  ulcer;  perform  upper  gastro- 


intestinal x-ray  diagnostic  tests  if 
drug  IS  continued.  Pyrazole  com- 
pounds may  potentiate  the  pharma- 
cologic action  of  sulfonylurea, 
sulfonamide-type  agents  and  insulin. 
Carefully  observe  patients  receiving 
such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy  and 
in  patients  with  thyroid  disease. 

Precautions:  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated 
patients.  Obtain  a detailed  history 
and  a complete  physical  and  labora- 
tory examination,  including  a blood 
count.  Patients  should  not  exceed 
recommended  dosage,  should  be 


closely  supervised  and  should  be 
warned  to  discontinue  the  drug  and 
report  immediately  if  fever,  sore 
throat,  or  mouth  lesions  (symptoms 
of  blood  dyscrasia);  sudden  weight 
gain  (water  retention);  skin  reac- 
tions; black  or  tarry  stools  or  other 
evidence  of  intestinal  hemorrhage 
occur  IVlake  complete  blood  counts 
at  weekly  intervals  during  early 
therapy  and  at  2-week  intervals 
thereafter.  Discontinue  the  drug 
immediately  and  institute  counter- 
measures if  the  white  count  changes 
significantly,  granulocytes  decrease, 
or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in 
hypertensives. 


Adverse  Reactions:  The  more 
common  are  nausea  and  edema. 
Swelling  of  the  ankles  or  face  may  b( 
minimized  by  withholding  dietary 
salt,  reduction  in  dosage  or  use  of 
diuretics.  In  elderly  patients  and 
in  those  with  hypertension  the  drug 
should  be  discontinued  with  the  ap- 
pearance of  edema.  The  drug  has 
been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic 
ulcer.  The  patient  should  be  in- 
structed to  take  doses  immediately 
before  or  after  meals  or  with  milk  to 
minimize  gastric  upset.  Drug  rash 
occasionally  occurs.  If  it  does, 
promptly  discontinue  the  drug. 
Agranulocytosis,  exfoliative  derma- 
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Sandy  sails  again! 
After  an  arthritic  flare-up. 

His  rheumatoid  arthritis  flared  out  of  aspirin  control. 

It  meant  weeks  of  pain,  stiffness, 
swelling  and  tenderness... and  a lot  of  sun  and  wind  that 
somebody  else  took  advantage  of. 

Next  time,  after  aspirin,  consider  Butazolidin  alka: 
prompt  anti-inflammatory  effectiveness 
short  trial  period 
low  maintenance  dosage 

usual  dosage:  1 capsule  q.i.d.  initially,  then  1 or  2 daily 

Butazolidin"  alka  & 

ICXDmg  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

1 50  mg.  magnesium  trisilicate 


Serious  side  effects  can  occur. 

Select  patients  carefully  (particu- 
larly the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  pre- 
cautions, warnings  and  contraindica- 
tions. Read  the  prescribing  informa- 
tion. It's  summarized  below. 


IS,  Stevens-Johnson  syndrome, 
'ell's  syndrome  (toxic  necrotizing 
)idermolysis),or  a generalized 
ergic  reaction  similar  to  serum 
:kness  may  occur  and  require 
srmanent  withdrawal  of  medica- 
)n.  Agranulocytosis  can  occur 
iddenly  in  spite  of  regular,  repeated 
)rmal  white  counts.  Stomatitis 
id,  rarely,  salivary  gland  enlarge- 
ent  may  require  cessation  of  treat- 
ent.  Such  patients  should  not 
ceive  subsequent  courses  of  the 
ug  Vomiting,  vertigo  and  languor 
ay  occur.  Leukemia  and  leukemoid 
actions  have  been  reported.  While 
)t  definitely  attributable  to  the 
ug,  a causal  relationship  cannot 


be  excluded.  Thrombocytopenic 
purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyper- 
glycemia, hepatitis,  jaundice,  hyper- 
sensitivity angiitis,  pericarditis  and 
several  cases  of  anuria,  glomer- 
ulonephritis and  hematuria.  With 
long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently. 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur. 

Dosage  in  Rheumatoid  Arthritis: 
Initial:  3 to  6 capsules  daily  in  3 or  4 
equal  doses.  Trial  period:  1 week. 


Maintenance  dosage  should  not 
exceed  4 capsules  daily,  response  is 
often  achieved  with  1 or  2 capsules 
daily.  In  selecting  the  appropriate 
dosage  in  any  specific  case,  con- 
sideration should  be  given  to  the 
patient's  weight,  general  health,  age 
and  any  other  factors  influencing 
drug  response.  (B)46-070-C 
For  complete  details,  please_seej  u 1 1 
prescribing  information . 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  NewYork  10502 


i Iff  it  doesn't  work  in  a week,  fforget  it. 


symptoms  or  mixed  anxiety-depression  are  rareiy  ciear-cut... 
but  they  are  often  a ciear  indication  for 


Mellarif 

(thioridazine) 

25  mg.  t.i.d. 

effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 

Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause,  hyper- 
tensive or  hypotensive  heart  disease  of  extreme  degree. 
Warnings:  Administer  cautiously  to  patients  \«ho  have 
previously  exhibited  a hypersensitivity  reaction  (e.g., 
blood  dyscrasias,  jaundice)  to  phenothiazines.  Pheno- 
thiazines are  capable  of  potentiating  central  nervous 
system  depressants  (e.g.,  anesthetics,  opiates,  alcohol, 
etc.)  as  well  as  atropine  and  phosphorus  insecticides. 
During  pregnancy,  administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously 
to  patients  participating  in  activities  requiring 
complete  mental  alertness  (e.g.,  driving).  Orthostatic 
hypotension  is  more  common  in  females  than  in  males. 
Do  not  use  epinephrine  in  treating  drug-induced 
hypotension.  Daily  doses  in  excess  of  300  mg.  should 
be  used  only  in  severe  neuropsychiatric  conditions. 


Adverse  Reactions:  Central  Nervous  System- 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal  confusion, 
hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous 
System— Dryness  of  mouth,  blurred  vision,  constipation, 
nausea,  vomiting,  diarrhea,  nasal  stuffiness,  and  pallor. 
Endocrine  System— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral 
edema.  S/c/n— Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular 
System— Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine).  While  there  is  no 
evidence  at  present  that  these  changes  are  in  any  way 
precursors  of  any  significant  disturbance  of  cardiac 
rhythm,  several  sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in 
patients  previously  showing  electrocardiographic 
changes.  The  use  of  periodic  electrocardiograms  has 
been  proposed  but  would  appear  to  be  of  questionable 
value  as  a predictive  device.  Other— A single  A 
case  described  as  parotid  swelling. 

SANDOZ  PHARMACEUTICALS,  HANOVER,  N.J.  SANDOZ  69  384 


WHAT'S  NEW 


in 

Medical  Progress 


Current  Status  of  Angiography 

William  R.  Merritt,  Jr.,  M.D.* 


Angiography  has  greatly  improved  diag- 
nostic acumen  in  the  past  two  decades. 
Some  of  its  more  frequent  uses  and  limi- 
tations are  detailed. 

There  has  been  a striking  increase  in  angiographic 
examinations  during  recent  years.  The  increase  has 
been  occasioned  by  availability  of  less  toxic  contrast 
medial,  more  sophisticated  radiographic  equipment, 
the  Seldinger  technique  for  percutaneous  introduction 
of  catheters2,  and  new  and  improved  surgical  pro- 
cedures. Although  there  have  been  equal  advances 
in  cerebral  and  cardiovascular  studies,  the  purpose 
of  this  report  is  to  review  the  current  status  of  other 
applications  of  angiography. 

Technique 

Catheterization  of  vessels  utilizing  the  Seldinger 
technique  involves  the  insertion  of  a catheter  over  a 
guide  wire  introduced  through  a percutaneously  in- 
serted needle.  Placement  of  the  catheter  is  monitored 
constantly  by  image  intensified  fluoroscopy  or  tele- 
vision. Maneuvering  the  catheter  into  major  branches 
of  the  aorta  (selective  catheterization)  and  into  second 
order  branches  of  these  vessels  (superselective  cathe- 
terization) overcomes  the  disadvantage  of  superim- 
position of  multiple  vessels,  a problem  encountered 
with  injections  into  the  aorta.  Sequential  films  are 
exposed  on  a rapid  serial  film  changer. 

Contraindications  and  Complications 

The  one  absolute  contraindication  to  angiography 
is  a previous  severe  reaction  to  a contrast  medium. 
Anuria,  low  cardiac  output,  allergy  to  iodinated  con- 
trast media,  hemorrhagic  diathesis,  and  absence  of 
the  pulse  distal  to  the  proposed  puncture  site  are  all 
relative  contraindications  to  be  weighed  in  the  light 
of  the  importance  of  information  to  be  gained.  Com- 
plications secondary  to  contrast  media  are  less  fre- 


*  Assistant  professor,  Department  of  Diagnostic  Radi- 
ology, University  of  Kentucky  Medical  Center,  Lex- 
ington. 


quent  subsequent  to  the  introduction  of  the  diatri- 
zoates  and  methylglucamines.  Thrombus  formation 
at  the  site  of  puncture,  however,  remains  a possible 
complication  of  considerable  consequence.  Axillary 
artery  puncture  may  be  associated  with  neurological 
deficits  secondary  to  bleeding  into  the  neurovascular 
sheath,  pneumothorax  or  compromise  of  the  ipsi- 
lateral  vertebral  artery. 

Renal  Angiography 

Surgically  remediable  lesions  that  lead  to  renal 
ischemia  and  secondary  hypertension  have  given 
marked  impetus  to  aortography  and  selective  renal 
arteriography.  In  the  assessment  of  a hypertensive 
patient,  aortography  to  locate  orifices  of  the  renal 
arteries  should  precede  selective  renal  arteriography. 
Aortography  is  less  likely  to  cause  renal  artery  spasm 
which  can  simulate  organic  disease  3,  4.  jhe  hemo- 


FIG.  1 Fibromuscular  dysplasia  (medial  type)  of  the  right 
renal  artery. 
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dynamic  significance  of  renal  artery  narrowing  best 
correlates  with  the  magnitude  of  the  pressure  gradi- 
ent across  the  stenotic  area  and  with  the  presence  of 
collateral  circulation  bypassing  the  obstruction.  The 
most  frequent  cause  of  renal  artery  stenosis  is  an 
atheromatous  plaque  which  usually  is  eccentric  and 
localized  to  the  proximal  portion  of  the  renal  artery. 
Fibromuscular  dysplasia  (Fig.  1)  of  the  renal  ar- 
teries is  another  process  which  may  cause  renovascular 
hypertension  *>•  ".  It  is  usually  manifested  as  an  al- 
ternating series  of  stenoses  and  dilatations  presenting 
a “string  of  beads”  appearance. 

Intrarenal  arteriovenous  fistulas  may  shunt  blood 
from  portions  of  the  renal  parenchyma  causing  seg- 
mental ischemia  and  secondary  hypertension  Re- 
nal artery  aneurysms  (Fig.  2)  also  may  produce  hy- 
pertension by  an  unknown  mechanism  i"'  n.  Both 
of  these  lesions  are  readily  diagnosed  by  angiography. 


FIG.  2 Intrarenal  renal  artery  aneurysm. 


Selective  renal  arteriography  is  valuable  in  the 
differential  diagnosis  of  renal  mass  lesions  12,  i3_  \ 
benign  cyst  appears  as  a sharply  defined,  thin-walled 
avascular  mass  that  displaces  normal  blood  vessels. 
A “spur”  of  normal  renal  cortex  at  the  edge  of  the 
lesion  is  particularly  helpful.  This  appearance  is  not 
pathognomonic  and  may  be  seen  in  fibromas,  lipomas 
and  other  masses  lacking  a good  blood  supply  !■*. 
The  parapelvic  cyst  is  a more  difficult  diagnosis  in 
that  wall  thickness  and  “spur”  formation  is  obscured. 
It  may  be  indistinguishable  from  a cystic  or  necrotic 
hypernephroma.  Most  renal  cell  carcinomas  display 
abundant  abnormal  tumor  vessels  (Fig.  3)  .or  a 
tumor  stain.  There  often  is  early  visualization  of  a 
renal  vein  from  shunting  of  the  contrast  agent 
through  small  arteriovenous-venous  communications 
in  the  tumor.  Although  occasionally  a malignancy  is 
relatively  avascular  or  necrotic,  there  usually  is  a 
thick  wall  which  displays  abnormal  tumor  circula- 
tion Processes  such  as  renal  hamartomas 


FIG.  3 Hypernephroma  superior  pole,  right  kidney. 


renal  abscess  and  other  inflammatory  processes 
may  have  abnormal  vessels  which  are  virtually  in- 
distinguishable from  tumor  vessels  i*’ 

Renal  angiography  demonstrates  numerous  small 
aneurysms  throughout  the  kidney  as  a pathognomonic 
finding  of  pertiarteritis  nodosa.  The  evaluation  of 
renal  trauma,  renal  artery  embolus  20.  21^  vascular 
nephralgia  22  and  renal  vein  thrombosis  are  also 
aided  by  angiography. 

Because  the  feasibility  of  renal  transplantation  is 
determined  by  the  number  and  size  of  the  renal  ar- 
teries as  well  as  their  condition,  aortography  is  man- 
datory in  donor  selection.  Subsequent  to  grafting,  the 
rejection  phenomenon  correlates  well  with  slow  flow 
of  contrast  material,  edema,  sparse  arborization  and 
narrowing  of  peripheral  vessels. 

Hepatic  Angiography 

Hepatic  arteriography  plays  a useful  role  in  the 
diagnostic  evaluation  of  suspected  neoplasia.  This  is 
true  because  a majority  of  liver  tumors  derive  their 
blood  supply  from  the  hepatic  artery  rather  than  the 
portal  system.  Both  primary  and  metastatic  tumors 
in  the  liver  usually  are  richly  vascular  and  can  be 
identified  on  angiograms  by  the  presence  of  a tumor 
stain  or  by  macroscopic  collections  of  neovascularity. 
Vascular  malformations,  aneurysms,  arteriovenous 
fistulas,  hemangiomas,  cysts,  abscesses  and  hepatic 
trauma  are  accurately  demonstrated  by  angiography. 
The  liver  is  best  studied  by  selective  injection  of  the 
contrast  agent  directly  into  the  hepatic  artery. 

Adrenal  Angiography 

Since  the  adrenals  have  multiple  feeding  arteries, 
venography  has  emerged  as  the  angiographic  exam- 
ination of  choice  in  the  assessment  of  the  adrenal 
glands.  Not  only  can  tumors  be  identified,  but  sam- 
ples of  venous  blood  also  can  be  collected  for  hor- 
monal assay.  It  is  particularly  important  when  a 
pheochromocytoma  is  suspected  to  have  phentolamine 
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(Regitine* *)  available  at  the  time  of  angiography  to 
counteract  the  consequences  of  a hypertensive  crisis 
that  may  be  provoked. 

Portography 

An  evaluation  of  portal  hypertension  is  the  main 
indication  for  this  study.  Visualization  of  the  portal 
veins  is  best  accomplished  by  delayed  post-epineph- 
rine  celiac  and  mesenteric  arteriography  This 

procedure  is  rapidly  displacing  direct  percutaneous 
injection  of  contrast  material  into  the  splenic  sub- 
stance. The  goal  is  to  determine  whether  the  portal 
vein  and  its  tributaries  are  patent,  to  demonstrate 
sites  of  occlusion  if  they  are  present,  and  to  opacify 
the  routes  of  collateral  flow.  It  has  been  shown  re- 
cently that  varices  often  are  much  more  widespread, 
even  involving  the  duodenum,  than  was  previously 
realized. 

Pancreatic  Angiography 

Pancreatic  angiography  has  not  gained  wide  ac- 
ceptance because  of  the  relatively  avascular  nature 
of  most  pancreatic  neoplasms  as  well  as  the  multi- 
ple arteries  supplying  the  pancreas.  Most  of  the 
changes  reported  to  accompany  carcinoma  of  the 
pancreas  or  pancreatitis  are  subtle  and  not  seen  with 
dependable  frequency.  On  the  other  hand,  angiomas, 
cystadenomas,  and  cystadenocarcinomas  and  par- 
ticularly islet  cell  tumors  are  well  seen  at  angiography 
since  they  are  highly  vascular 

Abdominal  Angiography 

Angiography  of  the  bowel  makes  its  greatest  impact 
in  the  demonstration  of  obstructive  vascular  lesions 


FIG.  4 Collateral  flow  from  the  inferior  mesenteric  to  the 
superior  mesenteric  artery. 


*A  product  of  Cl  BA  Pharmaceutical  Company, 
Summit,  New  Jersey. 

• February  1970 


FIG.  5 Collateral  flow  from  the  superior  mesenteric  artery 
to  the  celiac  axis. 


potentially  capable  of  causing  ischemic  bowel  disease. 
The  secondary  collateral  circulation  that  develops 
secondary  to  these  stenotic  areas  (Figs.  4 & 5)  is 
vividly  seen.  It  has  been  stated  that  two  of  the  three 
major  abdominal  arteries  or  two-thirds  of  the  cross 
sectional  area  of  these  branches  must  be  occluded  in 
order  for  symptoms  of  bowel  ischemia  to  occur 
Aneurysms,  arteriovenous  malformations,  fistulas, 
and  certain  vascular  tumors  also  may  be  seen.  An- 
giographic studies  may  be  of  great  value  in  identi- 
fying the  site  of  active  gastrointestinal  bleeding  that 
eludes  other  methods  of  study. 

Peripheral  Angiography 

Aortography  and  phlebography  of  the  extremities 
as  well  as  of  the  aortoiliac  vessels  is  of  greatest  bene- 
fit in  demonstrating  the  sites  and  extent  of  occlusive 
vascular  disease.  Collateral  vessels  are  easily  seen. 
Incompetent  venous  values  are  easily  shown  by  peri- 
pheral phlebography.  Vascular  abnormalities  and  well 
vascularized  neoplasms  of  the  extremities  are  re- 
vealed by  arteriography.  An  interesting  by-product 
of  work  in  this  region  is  the  percutaneous  translumi- 
nal treatment  of  arteriosclerotic  obstruction 

Lymphangiography 

Bilateral  lower  extremity  lymphangiography  yields 
diagnostic  information  concerning  patency  and  num- 
ber of  the  lymph  channels  in  the  legs.  The  status  of 
the  inguinal,  iliac,  and  periaortic  nodes  can  be 
assessed.  This  examination  has  proved  to  be  of 
greatest  benefit  in  the  staging  of  lymphomas  and  in 
judging  the  efficacy  of  chemotherapy  and/or  radia- 
tion therapy  of  these  tumors.  Lymphomatous  nodes 
are  characteristically  enlarged  and  present  a foamy 
appearance  (Fig.  6).  Metastatic  disease  leads  to  de- 
fects in  the  visualized  nodes  or,  indeed,  nonvisualiza- 
tion when  the  nodes  are  totally  replaced  with  neo- 
plastic tissue.  Lymphangiography  also  offers  informa- 
tion of  value  in  congenital  lymphatic  abnormalities, 
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FIG.  6 Lymphoma  involving  iliac  and  periaortic  nodes. 


primary  and  secondary  lymphedema,  chyluria  and 
chylous  effusions.  Lymphangiography  is  contraindi- 
cated in  patients  with  severely  compromised  pulmo- 
nary function  because  of  the  inevitable  small  oil 
emboli  to  the  lungs  that  accompany  this  examina- 
tion, particularly  if  large  quantities  of  contrast  ma- 
terial are  injected  too  rapidly.  The  difficulty  encoun- 
tered in  isolating  small  lymphatic  channels  and  the 
time  consumed  in  the  study  are  the  major  deterrents 
to  a more  general  use  of  this  type  of  examination. 
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February  25 
(See 


Coming  Soon 

Occurring  Cardiac  Arrythmias’’ 
(KETV)  and  March  2 (WKPC) 
page  82  for  details) 
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Cramps  and  cliai*i‘liea. 

Did  so  quiekl}^  appear. 

The  niaesti'o  no  longer  eould  sta>. 


Because  diarrhea  witli  cramping,  nausea,  and  painful  straining  can 
.e  at  the  most  inopportune  time,  it  takes  a comprehensive  agent  to  treat  the 
diarrheal  syndrome  and  help  get  the  patient  back  on  the  job.  That’s  why 
nany  physicians  rely  on  Donnagel,  especially  during  the  fall  and  winter 
ths  when  “flu”  and  viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin  combination. 
Iso  contains  the  belladonna  alkaloids  to  calm  GI  hypermotility  and  help 
‘ve  the  distressing  discomforts  which  so  often  accompany  diarrhea.  Certainly 
less  expensive  and  more  convenient  than  taking  two  medications.  And  the 
ige  is  lower  too.  Available  in  the  handy  4-oz.  plastic  bottle  at  pharmacies 
ywhere  on  your  prescription  or  recommendation. 

Diarrhea  and  its  Discomforts 

Donnagel 

1 fluid  ounce  contains:  Kaolin,  6 Cm.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate, 
37  mg.;  Atropine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.; 
um  benzoate  (preservative),  60  mg.;  Alcohol,  3.8%. 

H'l^OBINS  A.  H.  Robins  Company,  1407  Cummings  Drive,  Richmond,  Va.  23220 


CLEAR 
THE 


rRAGT! 


THERE'S  A ROBITUSSIN  FOR  EVERY  COUGHING  NEED 


AH  the  Robitussins  contain  gylceryl 
guaiacolate,  an  outstanding  expec- 
torant agent  that  greatly  increases 
the  output  of  lower  respiratory  tract 
fluid.  Increased  RTF  volume  exerts  a 
demulcent  effect  on  the  tracheo- 
bronchial mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated 
mucus  less  viscid  and  easierto  raise. 

For  coughs  of  colds  and  "flu” 
ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 
ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Dextromethorphan 
hydrobromide  ....  15.0  mg. 

Alcohol,  1 .4% 


For  unproductive  allergic  coughs 
ROBITUSSIN  A-C® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Pheniramine  maleate  . . 7.5  mg. 

Codeine  phosphate  . . . 10.0  mg. 

(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Phenylephrine 

hydrochloride 10.0  mg. 

Alcohol,  1.4% 

Robitussin-DM  in  solid 
form  for  "coughs  on  the  go” 

COUGH  CALMERS™ 

Each  Cough  Calmer  contains: 
Glyceryl  guaiacolate  , . 50.0  mg. 

Dextromethorphan 
hydrobromide  ....  7.5  mg. 


Use  this  handy  guide  to  pick  the  right  formulation  for  each  coughing  need 


Robitussin 

Robitussin-DM 

Robitussin  A-C 

Robitussin-PE 

Cough  Calmers 

xpectorant 

• 

• 

• 

• 

• 

emulcent 

• 

• 

• 

• 

• 

ough  Suppressant 

• 

• 

• 

ntihistamine 

• 

ong-Acting  (6-8  hours') 

• 

• 

asal,  Sinus  Decongestant 

• 

on-narcotic 

• 

• 

• 

• 

H'[^OBINS  A.  H.  Robins  Company.  Richmond,  Va.  23220 


Link  in  the  Chain 


CC 

Our  theme  in  the  Auxiliary  this  first  year  of  the  spectacular  70’s  has  been  “Get 
Involved.” 

The  early  months  of  1970  finds  many  Auxiliary  members  are  doing  just  that. 
They  are  busy  in  activities  that  are  particularly  significant  to  husbands  and  wives 
of  the  medical  profession.  “Kentucky  Legislation  1970”  and  “Stopping  Rubella.” 

With  both  ours’  and  our  husbands’  futures  being  formulated  in  the  halls  and 
chambers  of  the  legislature  in  Frankfort,  we  of  the  Auxiliary  are  urged  to  partici- 
pate in  this  activity.  In  current  history,  any  state  legislature  will  be  either  greatly 
contributory  or  condemnatory  to  medicine  and  its  practitioners  and  patients. 

“Ladies  Day  in  Frankfort”  is  a program  geared  to  inform,  instruct  and  educate 
physicians’  wives  in  the  whys,  hows  and  wherefores  of  state  government  and 
what  is  the  effective  way  to  assist,  preserve  and  improve  the  high  standards  and 
ideals  of  medicine  and  thus,  to  reassure  the  public  expectancy. 

All  1,350  Auxiliary  members  have  been  invited  and  encouraged  to  attend  this 
program. 

On  December  16,  Governor  Louie  B.  Nunn  announced  in  a seminar  a statewide 
program  to  “Stop  Rubella.”  Auxiliary  members  from  various  areas  of  the  state 
attended  that  seminar.  We  are  now  orienting  our  own  members  and  are  hopeful 
that  these  knowledgeable  Auxiliarians  will  assist  local  communities  in  the  im- 
portance of  the  prevention  of  Rubella  and  its  dual  consequences.  The  film  “Stop 
Rubella”  is  available  to  Auxiliaries  throughout  the  state  and,  with  the  private 
physician  and  the  state  and  county  health  departments  working  hand  in  hand, 
all  children  under  age  12  will  receive  this  vaccine. 

We  of  the  Auxiliary  are  delighted  to  have  this  opportunity  to  relate  to  you 
the  activities  of  the  Auxiliary. 

For  any  comments  or  suggestions  please  contact  us — Don’t  be  surprised  if  we 
contact  you.  Join  with  us  by  “Being  Involved.” 


Mrs.  Hoyt  D. 
Woman’s 


Gardner,  President 
Auxiliary  To  KMA 


94 


Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 

chancroid 

diphtheria 

endocarditis 

genitourinary 

infections 

gonorrhea 

granuloma  inguinale 
listeriosis 

lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 


call  me“AchroV 
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Every  pharmacist  knows  ACHRO®  V stands  for  ACHROMYCIN®  V 


Contraindications:  Hypersensitivity  to 
tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower  doses 
are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations. 
Photodynamic  reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment 
if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  5^/n— maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  reac//on5— urticaria, 
angioneurotic  edema,  anaphylaxis. 
Intracranial— h\x\g\ng  fontanels  in  young 
infants,  rcet/z— yellow-brown  staining; 
enamel  hypoplasia.  B/ooz/— anemia,  throm- 
bocytopenic purpura,  neutropenia,  eosino- 
philia.  L/ver— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


AchromycitfV 

Tetracycline 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 


484-9 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


The  many 
forms 
of  llosone"^ 

Erythromycin  Estolate 


Wheri  rnlxed  as  directed, 
each  5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 


W When  mixed  as 
f directed,  each  cc. 

will  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estolate. 
equivalent  to  125  mg. 
erydiromyctn  base. 


h Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Corhpany 
Indianapolis,  Indiana  46206 
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Coal  Workers'  Pneumoconiosis  t 

Gradie  R.  Rowntree,  M.D.,  M.P.H.* 

Frankfort,  Kentucky 


Pneumoconiosis  is  a major  problem  in 
the  coal  industry  and  the  most  serious 
illness  hazard  to  coal  workers.  The 
health  and  safety  of  coal  miners  is  of  first 
importance  in  the  continuation  of  coal 
production  in  Kentucky, 

Legislative  proposals  are  now  before 
the  United  States  House  and  Senate  for  a 
comprehensive  new  program  to  advance 
the  health  and  safety  of  workers  in  coal  mines. 
The  bills  would  provide  for  research  on  the 
prevention  and  control  of  coal  workers’  pneu- 
moconiosis, improvement  of  Workmens’  Com- 
pensation programs  in  the  states,  and  study  of 
measures  for  reducing  mine  accidents. 


Since  this  article  was  submitted  for  publica- 
tion, the  President  of  the  United  States  has 
signed  into  law  the  Coal  Mine  Health  and 
Safety  Act  91-173. 


As  early  as  1937,  the  British  Medical  Re- 
search Council  began  a comprehensive  study 
of  chronic  chest  diseases  affecting  coal  miners. 
A report  issued  in  Great  Britain  in  1942 

fPresented  at  the  annual  meeting  of  the  Kentucky 
Mining  Institute,  November  21,  1969,  Lexington 
*Consultant  to  the  State  Commissioner  of  Health  on 
Occupational  Health,  Department  of  Health,  Frank- 
fort 
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recognized  coal  workers’  pneumoconiosis  as  a 
disease  entity  separate  from  silicosis.  In  1943, 
coal  workers’  pneumoconiosis  became  com- 
pensable in  Great  Britain. 

In  the  United  States,  it  was  not  generally 
recognized  as  a separate  disease  until  1959. 
While  the  U.  S.  Public  Health  Service  and  the 
Bureau  of  Mines  made  cooperative  studies  on 
miners’  health  problems  for  30  years,  it  was 
not  until  1963  that  the  PHS  received  funds  for 
a study  of  the  prevalence  of  coal  workers’ 
pneumoconiosis  in  the  United  States. 

The  British  Medical  Research  Council,  in 
1945,  established  a research  unit  on  pneu- 
moconiosis which  has  resulted  in  better  diagno- 
sis, control  and  prevention  of  the  disease. 
They  report  that  there  has  been  an  80  per  cent 
reduction  in  the  number  of  new  cases  of  coal 
workers’  pneumoconiosis  diagnosed  each  year 
since  1949. 

Coal  workers’  pneumoconiosis  is  a chronic 
lung  disease  caused  by  the  accumulation  of 
coal  dust  in  the  lung,  inhaled  in  heavy  con- 
centration over  a long  period  of  time.  It  can  be 
detected  in  life  only  by  means  of  the  chest  x-ray 
and  an  occupational  history.  In  1958,  the  Inter- 
national Labor  Office  recommended  the  clas- 
sification of  coal  workers’  pneumoconiosis  into 
two  major  categories:  simple  pneumoconiosis 
and  complicated  pneumoconiosis.  Simple  pneu- 
moconiosis causes  little  respiratory  impairment. 
Complicated  pneumoconiosis  causes  severe  dis- 
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ability  and  frequently  results  in  death  from 
heart  failure,  asphyxia  or  pneumonia.  On  the 
chest  x-ray,  in  simple  pneumoconiosis,  the  dust 
particles  begin  to  localize  and  signs  of  em- 
physema appear.  In  complicated  pneumoconio- 
sis, the  lungs  show  massive  fibrosis  and  em- 
physema and  lung  destruction  becomes  wide- 
spread. 

The  diagnosis  of  coal  workers’  pneu- 
moconiosis involves  a history  of  exposure  to 
coal  dust,  x-ray  changes  indicating  the  presence 
of  the  disease,  pulmonary  function  changes  and 
a history  of  symptoms  of  the  disease  such  as 
shortness  of  breath,  difficulty  in  breathing, 
coughing,  and  wheezing. 

Coal  workers’  pneumoconiosis  is  a progres- 
sive disease.  The  progression  of  simple  pneu- 
moconiosis depends  on  the  concentration  of 
dust  in  the  air  breathed  and  the  duration  of 
exposure. 

Simple  pneumoconiosis  rarely  progresses  in 
the  absence  of  further  dust  exposure,  that  is, 
if  the  worker  is  removed  from  exposure  or 
transfers  to  a less  dusty  environment.  However, 
if  simple  pneumoconiosis  has  become  com- 
plicated by  the  development  of  progressive 
massive  fibrosis  it  may  progress  whether  the 
worker  continues  to  be  exposed  to  coal  dust  or 
not. 

The  length  of  time  it  takes  for  the  progres- 
sion of  simple  pneumoconiosis  to  the  com- 
plicated type  with  its  resulting  disability  varies 
considerably.  No  definite  standard  can  be  set 
for  the  date  of  last  exposure  and  onset  of 
disability. 

It  generally  requires  an  average  of  15  years 
of  underground  exposure  for  the  development 
of  pneumoconiosis.  In  the  1964  prevalence 
survey,  it  was  found  that  the  number  of  cases 
of  pneumoconiosis  increased  greatly  in  miners 
who  had  worked  underground  over  20  years. 

Many  questions  remain  unanswered  such  as 
what  kind  of  dust  causes  the  disease,  what 
changes  in  lung  tissue  lead  to  progression  of 
coal  workers’  pneumoconiosis  and  why  some 
persons  develop  progressive  massive  fibrosis 
while  others  do  not.  Research  and  investigation 
is  now  going  on  not  only  to  find  answers  to 
the  problems  of  coal  workers’  pneumoconiosis 
but  also  to  discover  ways  to  prevent  many  of 
the  respiratory  diseases  which  cause  so  much 
illness  and  lost  time  in  industry. 

Studies  of  random  samples  of  coal  mines  in 
the  United  States  have  shown  the  prevalence 


of  coal  workers’  pneumoconiosis  to  be  about 
ten  per  cent  in  working  miners.  About  one- 
third  of  these  have  complicated  pneumoconio- 
sis. 

Prevalence  studies  of  coal  workers’  pneu- 
moconiosis made  by  the  PHS  in  1964  showed 
that  in  Eastern  Kentucky  (Harlan  and  Letcher 
counties)  10.9  per  cent  of  the  working  miners 
studied  had  x-ray  evidence  of  pneumoconiosis 
and  32.1  per  cent  of  these  had  the  complicated 
form.  In  Western  Kentucky  (Hopkins  county) 
5.7  per  cent  of  the  miners  were  found  to  have 
x-ray  evidence  of  the  disease  and  none  had 
complicated  pneumoconiosis. 

In  the  non-working  miners  in  Eastern  Ken- 
tucky, 17  per  cent  had  pneumoconiosis  and  84 
per  cent  of  these  showed  complicated  pneu- 
moconiosis. In  Western  Kentucky  in  non- 
working miners  9.3  per  cent  had  pneumo- 
coniosis and  60  per  cent  of  these  had  com- 
plicated disease.  These  figures  for  non-working 
miners  show  that  long  exposure  to  mine  dust 
greatly  increases  the  proportion  of  complicated 
cases. 

The  above  figures  for  Kentucky  are  based 
on  small  numbers  and  can  only  give  an  indica- 
tion of  the  extent  of  the  disease  here.  However, 
in  the  same  survey  larger  numbers  of  miners 
were  x-rayed  in  Appalachia  and  approximately 
the  same  figures  prevailed. 

A prevalence  study  shows  how  many  cases 
exist  at  a given  time.  In  such  a study  it  is 
necessary  to  take  a cross-section  of  the  miners 
involved. 

The  PHS  made  a study  of  death  rates  for 
United  States  coal  miners.  The  study  showed 
that  in  1950,  the  death  rates  of  coal  workers 
were  nearly  twice  that  of  the  general  working 
male  population  and  that  the  death  rates  from 
diseases  of  the  respiratory  system  in  miners 
were  five  times  greater  than  in  the  male  work- 
ing population  as  a whole. 

There  is  no  known  treatment  for  coal  work- 
ers’ pneumoconiosis.  Prevention  seems  the  best 
approach  to  control  at  this  time.  Dust  control 
is  the  most  important  preventive  measure. 

In  an  effort  to  reduce  the  dust  in  the  coal 
workers’  environment  much  research  is  being 
done.  New  cutting  and  filtering  techniques  for 
the  prevention  and  control  of  dust  are  being 
developed.  New  processes,  new  types  of  equip- 
ment and  improved  education  and  training 
practices  must  be  applied  if  the  health  and 
safety  of  the  worker  in  the  coal  industry  are 
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to  be  improved. 

Another  preventive  measure  in  the  control 
of  coal  workers’  pneumoconiosis  is  the  provi- 
sion of  a medical  program  to  evaluate  the 
physical  condition  of  the  coal  worker.  An 
initial  chest  x-ray  repeated  every  five  years 
or  oftener  is  essential.  Pulmonary  function 
tests  and  medical  and  occupational  history 
must  be  included.  Medical  care  should  be  pro- 
vided. 

One  of  the  great  needs  in  combatting  the 
problem  of  coal  workers’  pneumoconiosis  is 
to  provide  for  rehabilitation  of  the  worker. 
Many  of  these  men  after  medical  evaluation 
can  be  assured  that  they  can  work  and  earn 
a living  in  some  type  of  work  where  dust  ex- 
posure is  less.  Provision  must  be  made  for 
vocational  training  and  jobs  made  available 
so  that  these  men  can  continue  to  be  self 
supporting. 

One  of  the  problems  facing  the  physicians 
in  the  mining  areas  of  Kentucky  is  how  to 
advise  the  coal  worker  who  has  simple  pneu- 
moconiosis with  few  or  no  respiratory  symp- 
toms. One  physician  in  a small  mining  commu- 
nity in  Eastern  Kentucky  with  a stack  of  exami- 
nation records  before  him  summed  up  the  sit- 
uation by  saying  that  all  these  miners  showed 
x-ray  evidence  of  pneumoconiosis  but  he  could 
not  say  that  they  were  disabled.  Yet  he  felt 
that  he  should  not  let  these  men  return  to  the 
dusty  environment  in  the  coal  mines  where 
their  simple  pneumoconiosis  might  progress. 
Coal  mining  is  all  these  people  know.  There 
are  few  or  no  other  industries  in  the  area.  If 
dust  conditions  cannot  be  improved  in  the 
mines,  training  these  men  for  other  work  and 
making  jobs  available  seems  to  be  the  only 
answer. 


A thorough  and  comprehensive  study  to 
evaluate  the  problem  of  coal  workers’  pneu- 
moconiosis and  steps  for  its  control  are  needed 
in  Kentucky. 

Following  the  recommendation  of  the  Gov- 
ernor’s inter-agency  council  on  industrial 
health  and  safety,  the  Department  of  Mines 
and  Minerals  and  the  Department  of  Health 
are  surveying  the  respirable  dust  concentration 
in  Kentucky  coal  mines.  Composition  of  the 
dust  and  other  factors  are  also  being  studied. 
This  survey  started  March  21,  1969. 

The  Kentucky  Department  of  Health,  work- 
ing with  the  Department  of  Mines  and  Miner- 
als, is  preparing  to  take  the  necessary  steps  for 
the  control  of  pneumoconiosis  in  this  state.  The 
Health  Department  will  ask  for  federal  funds 
to  initiate  a program  to  determine  the  prev- 
alence of  coal  workers’  pneumoconiosis 
in  Kentucky.  This  will  include  chest  x-rays, 
pulmonary  function  tests,  medical  histories, 
and  histories  of  exposure  to  coal  dust  and 
other  contaminants.  Dust  concentration  meas- 
urements will  be  continued  in  the  mines  and 
related  facilities  along  with  engineering  studies 
to  suppress  and  reduce  the  respirable  dust 
generated  by  the  various  methods  of  mining. 
Since  the  only  effective  method  to  prevent  the 
progression  of  the  disease  is  to  remove  the 
miner  from  exposure  to  high  levels  of  coal 
dust,  adequate  vocational  and  rehabilitative 
services  will  be  made  available  for  those 
who  are  shown  to  have  pneumoconiosis. 

The  successful  control  of  the  problem  will 
depend  on  the  continued  close  cooperation 
between  the  Department  of  Health,  the  De- 
partment of  Mines  and  Minerals,  other  State 
Departments  and  all  who  are  involved. 
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A Physician^s  View  of  Physical  Education t 

Allan  J.  Ryan,  M.D. 


A ?nodel  of  complete  physical  education 
for  all  ages  and  grades  is  described.  The 
relation  of  physical  fitness  to  good  health 
is  discussed. 

It  is  just  a little  over  100  years  since  Lewis 
B.  Munroe  was  appointed  director  of  phys- 
ical and  vocal  gymnastics  in  the  Boston 
Public  Schools.  That  was  in  1865,  and  in  the 
next  year  the  first  state  law  making  physical 
education  mandatory  in  public  schools  was 
passed  in  California.  It  provided  that  regular 
instruction  and  attention  be  given  to 

“Such  physical  exercise  for  the  pupil  as 
may  be  conducive  to  health  and  vigor  of 
the  body  as  well  as  the  mind”. 

The  rules  clarifying  this  law  stated, 

“In  all  primary  schools  exercises  in  free 
gymnastics  shall  be  given  at  least  twice  a 
day  and  for  a time  of  not  less  than  five 
minutes  for  each  exercise.” 

President  Stearns  of  Amherst  College  in 
1854  announced  the  establishment  of  a de- 
partment of  hygiene  and  physical  education 
under  a professor.  It  was  stipulated  that  the 
professor  would  have  to  have  a degree  in 
medicine  and  training  in  gymnastics.  Edward 
Hitchcock,  M.D.,  satisfied  these  requirements 
and  became  director  of  the  department  in 
1861.  Among  other  things  he  organized  the 
first  intra-mural  sports  in  this  country. 

Dudley  A.  Sargent,  M.D.,  began  his  teaching 
career  as  a gymnastics  instructor  at  Bowdoin 
College,  subsequently  enrolled  as  a student, 
and  after  taking  his  degree,  graduated  from 
Yale  Medical  School  in  1878.  He  became  di- 
rector of  the  Hemenway  Gymnasium  at  Har- 
vard in  1880  and  subsequently  founded  Rad- 
cliffe  College  for  Women.  Edward  M.  Hartwell, 
M.D.,  director  of  the  gymnasium  at  Johns  Hop- 
kins from  1883-1890,  and  William  G.  An- 
derson, M.D.,  of  the  Adelphi  Academy  in 
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Brooklyn,  and  later  at  Yale  and  the  New  Hav- 
en Normal  School,  and  Jesse  Feiring  Williams, 
M.D.,  at  Columbia  were  other  medical  pio- 
neers in  physical  education. 

It  can  therefore  be  truthfully  said  that  the 
development  of  physical  education  in  this  coun- 
try owes  a tremendous  debt  to  physicians. 
From  the  fifth  century  B.C.  down  to  the  Nine- 
teenth century,  studies  in  the  physiology  of 
exericse  and  in  rehabilitative  and  therapeutic 
gymnastics  were  carried  out  almost  exclusively 
by  physicians.  That  these  subjects  are  studied 
and  taught  today  by  non-medical  persons  is  a 
modern  phenomenon. 

Why  did  it  come  about? — chiefly  because  of 
the  development  of  modern  therapeutics  begin- 
ning with  the  discoveries  of  Pasteur,  Cohn- 
heim,  Ehrlich  and  others,  and  the  discovery  of 
general  anesthesia  which  made  modem  surgery 
possible.  Physicians  changed  the  orientation  of 
their  practices  from  the  use  of  empiric  medi- 
cations, physical  treatments  and  the  prescrip- 
tion of  preventive  and  therapeutic  gymnastics 
to  a more  rational  chemotherapy,  later  bio- 
therapy and  surgical  approaches  to  the  eradica- 
tion of  disease. 

One  hundred  years  later,  when  infectious 
diseases  appear  to  be  coming  under  effective 
control  and  surgical  advances  seem  to  have 
approached  their  ultimate  goal  with  the  suc- 
cessful transplantation  of  organs,  the  chief 
threats  to  health  and  longevity  of  life  are  the 
chronic  degenerative  diseases.  Physicians  are 
more  and  more  returning  to  their  former  pre- 
occupation with  preventive  disease  and  have 
“rediscovered”  that  one  of  their  best  methods 
is  the  prescription  of  exercise. 

The  value  of  exercise  in  preserving  health 
and  prolonging  life  is  becoming  more  and  more 
apparent.  Good  health  is  now  seen  not  as  a 
negative  state,  ie.,  the  absence  of  disease,  but 
as  having  a strong  positive  component,  which, 
for  lack  of  a better  term,  we  describe  as  “phys- 
ical fitness”.  Although  life  expectancy  for  the 
average  man  has  gradually  increased  in  the 
past  half  century  in  the  United  States  from  49 
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to  67  years,  the  high  rate  of  morbidity  and 
mortality  due  to  cardio-vascular  disease,  and 
especially  disease  of  the  coronary  arteries,  in 
the  45  to  60  years  age  group  is  responsible  for 
the  fact  that  the  expectancy  of  years  for  the 
50-year-old  man  today  is  no  better  than  it  was 
50  years  ago.  Yet  of  the  ten  major  risk  factors 
for  occlusive  disease  of  the  coronary  arteries 
listed  by  the  American  Heart  Association, 
eight  can  be  favorably  modified  by  regular 
exercise  of  a vigorous  nature. 

If,  as  concerned  physicians,  we  are  going 
to  persuade  the  people  of  the  United  States  to 
adopt  regular  exercise  as  a lifelong  habit,  how 
should  we  attempt  to  go  about  it?  Many  ap- 
proaches are  being  recommended,  but  it  seems 
most  likely  that  it  is  only  by  a continuous  proc- 
ess of  education,  beginning  in  the  first  years 
of  school  that  we  as  a people  can  accomplish 
this  objective.  Can  we  physicians  think  of 
anything  more  important  to  teach  children  than 
how  their  bodies  can  function  effectively  to 
meet  the  ordinary  physical  demands  of  life, 
to  be  prepared  for  the  phycical  emergencies 
they  will  encounter,  and  to  satisfy  safely  the 
natural  desire  for  healthful  physical  recreation? 

Many  people  have  a very  limited  under- 
standing of  what  constitutes  a comprehensive 
program  of  physical  education.  Frances  Doster, 
M.D.,  five  years  ago  described  a model  to 
illustrate  the  ideal  program  of  elementary  and 
secondary  school  physical  education.  The  pu- 
pils are  depicted  as  a beam  of  sunlight  being 
dispersed  through  the  prism  of  physical  educa- 
tion into  a broad  spectrum  of  activities.  At 
the  top  Doctor  Doster  placed  interscholastic 
sports  and  at  the  bottom  adapted  physical  edu- 
cation, as  representing  the  extremes  of  the 
range.  In  the  central  bands  of  the  spectrum 
are  displayed  extramural  and  intramural 
sports,  field  and  play  days,  and  regular  physi- 
cal education  classes.  Somewhere  within  this 
array  of  activities  every  school  child  should 
find  their  place.  Unfortunately  this  expectation 
today  in  many  school  systems  is  still  far  from 
the  reality. 

Every  aspect  of  physical  education  can  make 
some  contribution  to  the  physical  fitness  of 
our  young  people,  girls  as  well  as  boys.  It 
would  seem  unnecessary  in  this  age  when 
adult  women  have  more  nearly  achieved 
equality  with  men  in  many  fields  of  activity 
than  at  any  time  in  recent  history  to  have  to 
stress  the  fact  that  physical  education  is  for 
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girls  as  well  as  boys.  Yet  only  a few  years  ago 
I read  of  a high  school  basketball  coach  re- 
signing his  position  because  the  school  principal 
ruled  that  girls  should  have  the  use  of  the 
gymnasium  one  hour  in  the  afternoon  two 
days  a week.  Girls’  interscholastic  and  women’s 
intercollegiate  sports  are  not  as  widely  practiced 
and  do  not  attract  as  many  participants  as 
those  for  boys  and  men,  and  perhaps  they 
never  will.  It  is  important  that  we  continue 
to  make  more  opportunities  available  to  those 
girls  and  young  women  who  have  the  desire 
and  need  for  this  type  of  healthful  competition. 

The  various  aspects  of  the  physical  educa- 
tion program  should  not  be  confused  with  each 
other,  since  each  satisfies  a certain  need  and 
offers  a different  experience.  For  the  boy  or 
girl  who  has  a strong  competitive  spirit  and  is 
talented  in  sports  skills,  the  interscholastic 
program  offers  a challenge  and  an  opportunity. 
The  challenge  is  to  measure  your  ability 
against  the  best  and  to  discipline  yourself  in 
mind  and  body  so  that  you  are  capable  of 
your  best  performance.  The  opportunity  is  to 
learn  how  to  control  your  body  through  direct 
participation  in  a variety  of  activities,  to  learn 
how  to  cooperate  effectively  with  others  as  a 
member  of  a team,  to  learn  to  respect  yourself 
and  your  opponent,  and  perhaps  to  learn  about 
other  people  and  places  through  travel.  A 
football  coach  who  asked  his  quarterback  in  a 
climactic  game  to  attempt  a two-point  conver- 
sion, which  failed,  in  the  last  minute  of  play, 
and  saw  his  team  defeated  by  one  point  was 
asked  why  he  did  not  elect  to  take  the  almost 
certain  one-point  conversion  for  a tie  result. 
He  replied,  “My  job  is  not  to  win  football 
games  but  to  teach  young  men  how  football 
games  can  be  won.” 

I invite  you  to  compare  this  with  the  more 
celebrated  remark  by  another  well-known 
coach  that,  “Winning  is  not  the  most  important 
thing  (in  football),  it  is  the  only  thing!” 

Which  better  exemplifies  the  ideals  which 
competitive  sports  are  expected  to  instill  in 
young  people? 

Participation  in  interscholastic  sports  should 
never  be  considered  to  be  a substitute  for  regu- 
lar physical  education  classes  and  intramural 
sports.  Clarke  and  his  associates  in  the  Med- 
ford (Oregon)  Boys  Growth  Study  have 
shown  that  boys  participating  in  interscholastic 
sports  where  the  physical  education  classes 
were  of  poor  quality  showed  lower  physical 
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fitness  indices  than  non-athletes  in  schools 
where  these  programs  were  rated  very  good. 
Interscholastic  athletes  in  the  schools  with 
good  physical  education  classes  rated  highest 
of  all.  Boys  who  attended  schools  where  inter- 
scholastic  sports  start  as  early  as  the  fifth  and 
sixth  grades  may  become  outstanding  athletes 
in  junior  high  school,  but  if  they  have  not 
enjoyed  a well-rounded  physical  education  pro- 
gram, they  lose  out  to  the  physically  better 
prepared  boys  in  high  school  and  college. 

Extramural  sports  in  physical  education 
represent  a half-way  step  between  the  inter- 
scholastic and  intramural  programs.  A distinc- 
tion must  be  made  between  them  and  out-of- 
school  sports  programs  sponsored  by  individu- 
als or  organizations  where  participation  rather 
than  education  is  the  goal.  The  school  ex- 
tramural programs  that  are  the  responsibility 
of  physical  education  teachers,  rather  than 
special  coaches  for  each  sport,  tend  to  enlist 
a broader  segment  of  the  school  population 
than  the  interscholastic  program,  and  are  or- 
ganized and  operated  more  informally.  In  the 
absence  of  organized  interscholastic  programs 
for  girls  in  some  places  these  extramural  spots 
have  helped  to  fill  the  need  for  outside  com- 
petitive activities.  In  general,  they  could  be 
said  to  have  the  same  objectives  as  inter- 
scholastic sports,  but  at  a much  less  intense 
level  of  activity. 

Intramural  sports  programs  provide  a prac- 
tical laboratory  for  the  exercise  of  skills  and 
qualities  developed  in  the  regular  physical  ed- 
ucation classes.  They  also  provide  competitive 
opportunities  for  those  not  skilled  enough  or 
sufficiently  motivated  to  compete  on  the  inter- 
scholastic level.  There  should  be  no  attempt 
to  duplicate  the  list  of  interscholastic  sports, 
particularly  those  games  which  require  a high 
degree  of  organization,  a large  number  of  play- 
ers per  squad  and  expensive  equipment.  The 
schedule  should  include  as  wide  a variety  of 
sports  opportunities  as  possible,  including  types 
of  sports  not  practiced  on  an  interscholastic 
level  in  that  school. 

In  the  school  year  1968-1969,  a survey  by 
the  National  Federation  of  State  High  School 
Athletic  Associations  showed  that  28  different 
sports  were  reported  by  the  schools  in  the  50 
states,  District  of  Columbia  and  six  Canadian 
provinces.  A distinction  was  not  made  between 
interscholastic  and  intramural  and  extramural 
participation.  There  was  a total  of  3,456,380 


participants.  The  number  of  individuals  could 
not  be  distinguished,  but  it  is  certain  that  there 
were  a considerable  number  who  were  regis- 
tered for  more  than  one  sport.  Some  of  these 
are  primarily  interscholastic,  some  extramural 
and  some  intramural.  Some  may  be  practiced 
in  all  three  settings,  and  some  may  be  inter- 
scholastic in  one  school  and  intramural  in  an- 
other. 

Schools  which  offer  a greater  variety  of 
sports  activities  offer  opportunities  for  partici- 
pation to  more  students,  a greater  chance  for 
all  students  to  learn  a variety  of  skills  and 
develop  different  physical  qualities,  especially 
those  which  may  be  most  useful  to  them  after 
they  finish  school,  and  in  each  season  the  pos- 
sibility of  a full  schedule  of  participation. 

Field  days  and  play  days  offer  additional 
opportunities  for  intramural  and  extramural 
competitions  in  a variety  of  unusual  games  and 
sports  activities  which  cannot  be  included  in 
the  regularly  scheduled  program  for  interclass 
and  intraclass  competitions,  and  for  demon- 
strations of  special  physical  education  projects 
on  which  students  and  faculty  may  have  been 
working.  They  provide  a focus  on  physical 
education  activities  for  the  year,  stimulate 
school  spirit,  and  draw  attention  to  the  im- 
portant role  which  physical  activities  play  in 
the  school  program. 

Regular  physical  education  classes  should 
not  be  devoted  to  playing  games  or  intramural 
sports  exclusively.  These  have  their  place,  de- 
pending on  the  amounts  of  time  which  can  be 
allotted  to  the  whole  program.  The  time  as- 
signed to  physical  education  should  be  ade- 
quate to  achieve  the  objectives  which  the  de- 
partment sets  for  itself.  We  should  no  longer 
have  to  contend  with  situations  where  the 
hours  of  the  school  day  are  first  scheduled 
for  academic  subjects,  and  the  remaining  time, 
if  any,  allocated  for  physical  education. 

It  is  desirable,  but  not  absolutely  essential, 
that  a period  of  physical  education  be  scheduled 
for  every  school  day.  This  is  not  unreasonable 
when  the  total  number  of  hours  spent  in  other 
classes  and  school  activities  is  considered.  It  is 
not  reasonable, however,  to  expect  that  the  ob- 
jectives of  any  worthwhile  program  of  physical 
education  can  be  met  in  less  than  two  periods 
a week.  This  should  be  the  absolute  minimum, 
with  three  to  five  periods  considered  more  de- 
sirable. It  should  be  remembered  in  scheduling 
these  periods  that  time  is  required  for  changing 
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clothes  before  and  after  activity,  and  that 
working  time  may  be  only  half  of  that  allocated. 

Every  school  grade  should  have  a physical 
education  program.  The  fact  that  this  ideal  is 
rarely  realized  in  this  country  is  due  to  our 
failure  as  citizens  to  supply  the  schools  with 
adequate  facilities,  qualified  teachers  and  su- 
pervisors, and  administrators  and  school 
boards  who  demand  that  such  realization  oc- 
curs. As  physicians  who  should  be  concerned 
with  the  preventive  as  well  as  the  therapeutic 
aspects  of  medicine,  we  must  bear  a major 
share  of  the  blame  for  not  speaking  up  for 
these  things  at  every  opportunity  in  our  social, 
professional  and  other  community  contacts. 

Tremendous  pressures  have  been  exerted  on 
our  towns  and  cities  in  the  past  30  years  to 
build  new  schools  because  of  the  rapid  growth 
of  our  school  age  population.  Everyone  rec- 
ognizes the  familiar  story  of  school  construction 
today.  The  needs  are  recognized  by  the  school 
board  and  a plan  to  build  a new  school  put 
forward.  The  architect  is  hired  and  plans  are 
drawn.  These  will  ordinarily  include  facilities 
for  physical  education,  which  may  or  may  not 
be  adequate  depending  on  the  instruction  given 
and  the  knowledge  of  an  interest  in  physical 
education  on  the  parts  of  the  board  and  the 
architect.  Cost  estimates  are  prepared  and  a 
bond  issue  based  on  them  is  voted.  All  this 
takes  considerable  time  before  construction 
begins.  It  soon  becomes  apparent,  once  build- 
ing has  started,  that  the  cost  will  outrun  the 
monies  available.  It  becomes  necessary  to 
modify  the  original  plans.  The  word  is  passed 
to  “cut  out  the  frills.”  This  invariably  means 
that  physical  education  facilities  will  be  among 
the  first  to  be  cut  back  or  sacrificed  entirely.  In 
the  case  that  an  existing  school  must  be  en- 
larged to  meet  an  increased  pupil  load  first 
thoughts  are  given  to  classrooms  and  supporting 
services.  How  often  are  the  facilities  for  physi- 
cal education  enlarged  or  expanded?  More  than 
likely  some  of  the  land  used  for  recreational 
purposes  is  taken  away  for  the  new  building 
and  no  new  land  acquired. 

Qualified  teachers  of  physical  education  are 
seldom  hired  in  numbers  adequate  to  meet 
the  needs.  Physical  education  teachers  may 
be  expected  to  handle  100  or  more  students 
at  one  time  and  total  loads  of  500  students.  It 
is  no  wonder  that  so  many  physical  education 
classes  become  periods  of  games  and  free  ac- 
tivity rather  than  learning  experiences. 
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A majority  of  our  elementary  schools  do  not 
have  even  one  qualified  physical  education 
teacher  or  supervisor.  Some  school  systems 
don’t  have  a single  supervisor  of  physical  edu- 
cation for  their  entire  group  of  elementary 
schools.  Consequently,  the  burden  of  provid- 
ing the  program  of  physical  education  is 
thrown  entirely  on  other  teachers,  who  may 
have  little  or  no  training  in  how  to  conduct 
such  a program,  and  perhaps  even  less  desire 
to  attempt  it.  So-called  “recess”  or  “play 
periods”  become  largely  a baby  sitting  activity 
and  a major  disciplinary  problem  which  most 
teachers  will  avoid  in  any  way  possible.  The 
gradual  conversion  of  teacher  training  colleges 
into  liberal  arts  colleges  and  universities,  what- 
ever else  good  it  may  have  accomplished  in 
elevating  education  standards,  has  further  di- 
minished the  number  of  teachers  not  majoring 
in  physical  education  who  are  qualified  to 
teach  it  at  any  level. 

In  Canada  this  year  compulsory  physical  ed- 
ucation for  all  schools  has  been  abolished  by  a 
federal  law.  This  doesn’t  mean  that  physical 
education  will  immediately  disappear,  but 
schools  will,  because  of  this  law,  have  an  in- 
creasingly difficult  time  in  justifying  their  pro- 
grams in  the  face  of  mounting  expenses  and 
the  pressures  of  other  interests. 

Programs  of  physical  education  should  be 
structured  so  that  they  are  progressive  from 
the  earliest  to  the  highest  grades,  and  so  that 
they  are  responsive  to  the  particular  needs  of 
each  age  group.  In  this  way  a complete  range 
of  activities  can  be  covered  without  unneces- 
sary duplication  and  boring  repetition,  the 
young  student  is  properly  prepared  for  his 
future  participation  in  sports  at  every  level, 
and  the  general  qualities  of  physical  fitness 
are  appropriately  developed.  One  cannot  as- 
sume that  all  these  objectives  will  be  auto- 
matically achieved  by  any  program  no  matter 
how  it  is  offered  or  how  assiduously  pursued 
unless  they  are  specifically  recognized  and 
planned  for.  Gumming  and  his  associates  have 
demonstrated  that  endurance  fitness,  for  ex- 
ample, is  not  necessarily  produced  by  135 
minutes  of  physical  education  classes  a week 
plus  participation  in  team  sports  unless  en- 
durance activities  are  deliberately  included  in 
the  program. 

Individual  variability  in  size  and  maturity 
must  be  allowed  for  in  planning  the  physical 
education  program.  Matching  of  boys  and  girls 

10.3 


Physical  Education — Ryan 


for  team  games  and  sports  is  important  even 
within  the  limits  of  one  grade  where  almost 
everyone  is  of  the  same  age.  Some  boys  and 
girls  excel  in  physical  activities  in  elementary 
school  but  not  in  junior  high  or  high  school. 
Others  excel  first  at  the  junior  high  or  high 
school  levels.  Failure  to  progress  within  the 
normal  range  of  growth  may  first  come  to  the 
attention  of  physician  or  parents  through  the 
observations  of  physical  education  instructors. 

The  needs  of  the  exceptional  school  child, 
whether  physically  handicapped  or  mentally 
retarded,  must  be  recognized  and  met  by  pro- 
grams of  adapted  physical  education.  Many 
schools  are  completely  lacking  in  such  pro- 
grams and  others  have  them  in  name  only. 
Where  they  do  exist,  too  often  they  are  time- 
passing activities  rather  than  programs  designed 
to  improve  the  physical  capacities  of  the  af- 
fected children.  A comprehensive  program  of 
adapted  physical  education  may  include  specif- 
ic rehabilitative  measures  as  well  as  attempts  to 
improve  work  capacity  and  to  teach  physical 
activity  skills.  It  is  important  to  remember  that 
a good  adapted  program  may  be  carried  out 
without  specific  rehabilitative  measures  and 
without  elaborate  and  expensive  equipment. 
All  that  is  necessary  is  a teacher  who  is 
trained  in  the  principles  of  this  form  of  physi- 


cal education  and  has  had  some  practical  ex- 
perience in  applying  them. 

The  best  program  of  adapted  physical  ed- 
ucation is  one  which  puts  primary  emphasis 
on  the  improvement  of  functional  capacity. 
There  are  very  few  students  indeed,  no  mat- 
ter how  handicapped,  who  cannot  participate 
to  some  extent  in  such  a program.  Every 
handicapped,  physically  immature  or  mentally 
retarded  student  can  benefit  from  participation. 
Functional  capacities  in  endurance,  strength, 
coordination,  balance,  speed  and  other  quali- 
ties are  measured  before  and  after  participa- 
tion. In  the  classes,  emphasis  is  placed  on  con- 
tinuous activity  for  all  participants  with  in- 
struction coinciding  with  the  appropriate  ac- 
tivity rather  than  replacing  it. 

The  complete  physical  education  program 
in  which  I have  outlined  for  you  the  needs  and 
interests  of  every  school  child  for  vigorous 
physical  activity  and  healthful  recreation  can 
be  met.  The  fact  that  these  needs  are  not  being 
fully  met  is  the  responsibility  of  every  citizen. 
It  is  particularly  the  responsibility  of  physi- 
cians who  should  understand  the  reasons  for 
such  a program,  have  the  knowledge  to  explain 
it  to  those  who  can  implement  it,  and  have  an 
obligation  to  the  community  at  large  to  pro- 
mote it  as  an  important  segment  of  preventive 
medicine. 
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Appendicitis  in  a Small  Community  Hospital 

Romeo  S.  Berardi,  M.D.* 

McDowell,  Kentucky 


A five  year  review  of  appendectomies  in 
a small  community  hospital  is  presented. 
Various  aspects  pertaining  to  diagnosis 
and  treatment  are  discussed.  A morbidity 
of  8.9  per  cent  and  a mortality  of  0 per 
cent  were  noted.  More  reporting  from 
community  hospitals  is  encouraged. 

IN  A 1967  study  of  1,118  hospitals,  ap- 
pendicitis was  found  to  rank  twelfth  among 
the  50  leading  causes  of  hospitalization^ 
and  appendectomy  third  among  the  50  most 
frequent  operations-.  In  the  Appalachian  Re- 
gional Hospital,  appendectomy  ranked  third 
after  cholecystectomy  and  inguinal  hernia  re- 
pair during  a five  year  study  period. 

The  present  day  hospital  mortality  rate  for 
acute  appendicitis  probably  approaches  one  per 
1,000  patients  when  considering  the  50  leading 
causes  of  admission^.  In  many  reported  se- 
ries4-5.6.7,8  is  jggs  than  one  per  cent. 

This  study  is  intended  to  present  the  re- 
sults of  the  surgical  management  of  acute  ap- 
pendicitis in  a 60-bed  community  hospital  dur- 
ing the  period  of  July,  1964  to  July,  1969. 

General  Considerations 

Because  of  the  procedural  arrangements  at 
our  hospital,  most  patients  who  arrive  at  the 
out-patient  department  complaining  of  abdom- 
inal pain  are  first  seen  by  the  surgical  service. 
This  attitude,  we  feel,  has  resulted  in  a faster 
and  more  definitive  diagnosis,  since  it  is  in- 
deed the  surgeon  who  decides  on  the  necessity 
of  operative  intervention.  In  this  study,  83 
per  cent  of  the  patients  were  so  classified,  with 
the  remaining  being  referred  by  the  medical 
staff  of  the  hospital  or  from  area  physicians. 

All  patients  in  whom  a diagnosis  of  acute 
appendicitis  is  made  are  prepared  for  im- 
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mediate  surgical  intervention.  Ninety-five  per 
cent  of  the  group  were  so  treated  and  no  dif- 
ficulties were  encountered.  We  do  not  feel 
there  is  any  place  for  the  conservative  manage- 
ment of  acute  appendicitis®.  There  is  usually 
ample  time  preoperatively  to  restore  the  patient 
to  as  near  a homeostatic  state  as  is  possible. 

Delay  in  diagnosis  still  remains  somewhat 
of  a problem.  It  is  precisely  in  these  cases 
where  morbidity  increases.  In  this  study,  four 
(five  per  cent)  of  the  patients  were  encountered 
and  all  four  had  complicated  post-operative 
courses.  They  consisted  of  two  females,  ages 
eight  and  16  and  two  males,  ages  36  and  67. 
Three  of  the  four  had  abscess  formation  and 
one  a gangrenous  appendix  without  perforation 
at  the  time  of  surgery. 

Results 

During  this  study  period  a total  of  67  ap- 
pendectomies were  performed,  all  having  the 
pre-operative  diagnosis  of  acute  appendicitis. 
There  were  42  males  and  25  females  with  an 
average  age  of  18.6  years;  the  youngest  being 
five  years  and  the  oldest  67  years. 

Of  the  67  cases,  seven  proved  to  have  an 
incorrect  pre-operative  diagnosis.  This  gives  a 
correct  pre-operative  diagnostic  rate  of  89 
per  cent.  Of  the  correct  diagnoses,  the  lowest 
total  white  count  was  8500  and  the  highest 
39,500  with  an  average  of  19,300.  Of  the  in- 
correct group,  the  lowest  total  white  count  was 
9000  and  the  highest  22,000,  with  an  average 
of  15,250. 

The  pathologic  tissue  diagnoses  were  as  fol- 
lows: gangrenous  appendicitis,  29,  (44.2  per 
cent);  suppurative  appendicitis,  11,  (16.6  per 
cent);  acute  appendicitis,  20,  (28.7  per  cent); 
appendix  unremarkable,  5,  (7.5  per  cent); 
appendix  with  lymphoid  hyperplasia,  1,  (1.5 
per  cent);  and  mucocele  of  appendix,  1,  (1.5 
per  cent). 

The  complications  encountered  in  this  series 
were  as  follows:  pulmonary,  three;  wound  in- 
fection, two;  pelvic  abscess,  two;  ileus,  one; 
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retroperitoneal  seroma,  one;  seroma  of  wound 
(negative  culture),  one.  This  accounted  for  a 
total  of  ten  complications  occurring  in  six  pati- 
ents giving  a morbidity  rate  of  8.9  per  cent. 
There  were  no  deaths  in  this  study. 

Discussion 

Although  the  pre-operative  rate  (89.9  per 
cent)  of  correct  diagnoses  is  quite  acceptable, 
further  analysis  of  the  seven  incorrectly 
diagnosed  cases  revealed  one  appendix  to  have 
lymphoid  hyperplasia  and  another  to  be  a 
mucocele  of  the  appendix  on  pathologic  ex- 
amination. At  operation  in  the  remaining  five 
cases,  the  following  were  found:  mesenteric 
adenitis,  three;  an  infarcted  ovary,  one;  and 
an  acute  serous  synovitis  of  the  right  hip 
joint,  one. 

The  diagnosis  of  acute  appendicitis  continues 
to  be  based  on  clinical  findings.  A careful 
history  and  physical  examination  are  the  hall- 
marks of  obtaining  an  accurate  diagnosis.  There 
is  no  such  thing  as  a white  count  confirming  the 
diagnosis.  This  study  showed  very  little  dif- 
ference in  total  white  counts  between  the 
correctly  and  incorrectly  diagnosed  cases.  Fur- 
thermore, in  the  overwhelming  majority  of 
cases  in  this  series,  decision  to  operate  had 
been  made  well  in  advance  of  knowing  the 
result  of  the  white  count.  This  attitude  is  es- 
pecially important  in  children  who  tend  to 
react  quite  efficiently  with  an  elevated  white 
count  in  most  types  of  infection. 

The  single  most  important  physical  sign  that 
we  have  found  to  be  of  use  and  to  be  reliably 
accurate  is  percussion  tenderness.  This  in- 
variably signifies  intra-abdominal  pathology 
(peritoneal  irritation)  and  coupled  with  the 
history  and  remaining  portion  of  the  physical 
examination  has  been  most  accurate  in  our 
hands.  It  goes  without  saying  that  any  diagnosis 
is  rarely  ever  based  on  one  sign  or  symptom. 
We  do  not  feel  that  x-rays  play  any  significant 
role  in  the  diagnosis  of  acute  appendicitis,  but 
may  be  most  important  whenever  the  diagnosis 
is  in  doubt,  especially  in  infants  and  younger 
children. 

Although  we  recognize  the  difficulties  en- 
countered when  one  examines  children, , we 
have  not  found  this  to  be  a significant  problem 
in  making  an  accurate  diagnosis.  A good  num- 
ber of  these  cases  include  children  under  10 
years  of  age.  What  has  been  generally  under- 
rated, especially  in  surgical  circles,  in  the  eval- 


uation of  a sick  child  is  precisely  the  child’s 
general  behavorial  disposition  at  the  time  of 
examination.  Our  experience  has  shown  that  a 
child  who  presents  with  an  acute  surgical  ab- 
domen is  rarely  belligerent  to  the  gentle  ex- 
aminer. The  essence  of  examination  in  children 
can  be  summed  up  in  the  following  words: 
“gentle,  friendly  consideration”. 

A good  number  of  the  cases  included  in 
this  study  were  moderately  or  far  advanced 
when  first  seen  by  the  physician.  Seventy  and 
eight-tenths  per  cent  had  a pathologic  diagno- 
sis of  gangrenous  (with  or  without  perforation) 
or  suppurative  appendicitis.  The  majority  of 
complications  (70  per  cent)  occurred  in  these 
cases.  Many  reports  indicate  that  the  incidence 
of  perforation  of  the  appendix  has  changed 
very  little  in  the  past  30  years®.  Our  study  not 
only  confirms  this  impression  but  further  in- 
dicates that  it  is  probably  greatly  due  to  pro- 
crastination on  the  part  of  the  patient  and/or 
parent  rather  than  the  physician.  In  this  study, 
the  overwhelming  majority  of  patients  were 
operated  upon  shortly  after  admission.  Delay 
in  diagnosis  occurred  in  five  per  cent  of  the 
series  and  all  of  these  patients  had  complicated 
post-operative  courses. 

It  was  possible  to  perform  a definitive  ap- 
pendectomy in  all  cases.  All  abscess  cavities 
were  drained  externally  without  concomitant 
drainage  of  the  wound.  We  see  no  advantage 
of  drainage  in  the  presence  of  generalized 
peritonitis,  although  the  peritoneal  cavity  is 
thoroughly  cleansed  with  saline  solution  usually 
containing  kanamycin  antibiotic.  This  policy, 
however,  may  not  be  the  most  feasible  ap- 
proach to  the  same  problem  in  the  young  child 
or  infant^*’. 

Two  patients  required  re-operation,  one  for 
a pelvic  abscess  and  the  other  for  drainage  of 
a retroperitoneal  seroma.  This  latter  was  per- 
formed at  a subsequent  admission  some  four 
weeks  post  appendectomy  after  what  appeared 
to  be  a benign  post-operative  course. 

It  is  this  writer’s  opinion  that  the  true  morbi- 
dity and  mortality  rates  of  the  surgical  treat- 
ment of  appendicitis  are  far  from  being  pre- 
cisely known.  Although  preliminary  studies  in- 
dicate that  the  latter  approaches  one  per  1,000 
patients  when  considering  the  50  leading  causes 
of  admission®,  the  true  incidence  will  probably 
never  be  known  until  reports  are  obtained 
from  the  greater  majority  of  community  hospi- 
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lAchrocidin®  Tablets  and  Syrup 

I Tetracycline  HCl— Antihistamine— Analgesic  Compound 

([Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 

1 4CHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
I of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
[latients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
I Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


iConlraindications:  Hypersensitivity  to  any 
zomponent. 

IVaming:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ng  prolonged  therapy  consider  serum  level 
leterminations.  Photodynamic  reaction  to  sun- 
ight  may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
.ure;  discontinue  treatment  if  skin  discomfort 
jccurs. 

i*Kcau(ions:  Drowsiness,  anorexia,  slight  gas- 
lic  distress  can  occur.  In  excessive  drowsi- 
less,  consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal— znom'n, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  Sk/n— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  Kidney -dose-Tclated  rise  in 
BUN.  Hypersensitivity  reactions— \itx\caT\a, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES, 


A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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! MARK  THESE  DATES  ! 

MIDWEST  CLINICAL  CONFERENCE 

of  the 

CHICAGO  MEDICAL  SOCIETY 
March  1-4,  1970 

SHERMAN  HOUSE  CHICAGO,  ILLINOIS 

Outstanding  Lectures  and  Panels  Continuous  Medical  Film  Programs 

Special  Courses  of  Instruction  Conference  on  Trauma 

Scientific  and  Technical  Exhibits 

For  full  details  write: 

Chicago  Medical  Society,  310  S.  Michigan  Avenue, 

Chicago  60604 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1 904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an 
extensive  and  well  organized  activities  program,  including  occupational  therapy,  art  therapy, 
music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treat- 
ment program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs 
of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-254-3201 
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There’s  a soup 


for  almost  every  patient  and  diet 
...for  every  meal 

and,  it’s  made  by 


Bean  with  Bacon 

6.8 

Green  Pea  with  Ham  (Frozen) 

7.6 

Beef 

8.0 

Hot  Dog  Bean 

8.4 

Chicken  Broth 

5.5 

Pepper  Pot 

6.1 

Chicken  'N  Dumplings 

5.8 

Split  Pea  with  Ham 

10.2 

Chili  Beef 

6.2 

Vegetable  Beef 

5.0 

Green  Pea 

6.9 

Vegetable  with  Beef  (Frozen) 

5.4 

PROTEIN  CONTENT/  7 oz.  Serving* 


When  protein  is  the  focal  point  in  your  patients’ 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 


• From  “Nutritive  Composition  of  Campbell’s  Products’’ 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


LOMOTIC 

TABLETS/LIQUID 


Each  Lomotil  tablet  and  each  5 cc.  of  Lomotil 
liquid  contain: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


of  all  travelers 

who  have  traveled  200,000  miles  or  more 
. away  from  home  have  relied  on  Lomotil  * 
to  control  diarrhea. 
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When  your  patients  need  a reliable  antidiarrheal 
at  home  or  away  from  home— rely  on  Lomotil. 


In  diarrheas  associated  with 


• gastroenteritis 

• acute  infections 


functional  hypermotility 


irritable  bowel 
ileostomy 

drug-induced  diarrhea 


Warnings:  Lomotil  should  be  used  with  caution 
in  patients  taking  barbiturates  and,  if  not  contra- 
indicated, in  patients  with  cirrhosis,  advanced  liver 
disease  or  impaired  liver  function. 

Precautions:  Lomotil  is  a federally  exempt  nar- 
cotic with  theoretically  possible  addictive  poten- 
tial at  high  dosage;  this  is  not  ordinarily  a clinical 
problem.  Use  Lomotil  with  considerable  caution  in 
patients  receiving  addicting  drugs.  Recommended 
dosages  should  not  be  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children.  Signs  of 
accidental  overdosage  may  include  severe  respira- 
tory depression,  flushing,  lethargy  or  coma,  hypo- 
tonic reflexes,  nystagmus,  pinpoint  pupils, 
tachycardia;  continuous  observation  is  necessary. 
The  subtherapeutic  amount  of  atropine  sulfate  is 
added  to  discourage  deliberate  overdosage. 
Adverse  Reactions:  Side  effects  reported  with 
Lomotil  therapy  include  nausea,  sedation,  dizzi- 
ness, vomiting,  pruritus,  restlessness,  abdominal 
discomfort,  headache,  angioneurotic  edema,  giant 
urticaria,  lethargy,  anorexia,  numbness  of  the  ex- 


tremities, atropine  effects,  swelling  of  the  gums, 
euphoria,  depression  and  malaise.  Respiratory  de- 
pression and  coma  may  occur  with  overdosage. 
Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are  as  follows: 

Children: 


3-6  mo Vi  tsp.*  t.i.d.  (3  mg.) 

6-12  mo V2  tsp.  q.i.d.  (4  mg.) 

1- 2  yr V2  tsp.  5 times  daily  (5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8-12  yr 1 tsp.  5 times  daily  (10  mg.) 

Adults: 2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 


*Based  on  4 cc.  per  teaspoonful 

Maintenance  dosage  may  be  as  low  as  one-fourth  the 

initial  daily  dosage. 

G.  D.  SEARLE  & CO. 

P.  O.  Box  5110,  Chicago,  Illinois  60680 
Research  in  the  Service  of  Medicine  952 


Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


FOR  UPPER  RESPIRATORY  ALLERGIES  AND  INEECTIONS 

Dimetapp  Extentabs* 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HCl,'  15  mg.;  phenylpropanolamine  HCl,  15  mg. 

UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
injg  in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY  A-H-DOBIN^ 
RICHMOND,  VA.  23220 


The  Role  Of  A Medical  Society  In  A Drug  Abuse  Program 

Charles  Baron,  M.D. 


IN  May,  1968,  the  commonwealth  attorney  of 
Kenton  County,  Kentucky,  felt  that  a drug  abuse 
educational  program  was  needed  there.  The  idea 
was  initiated  when  he  talked  with  three  young  boys 
and  their  parents  who  were  there  because  of  a drug 
charge.  In  the  three  previous  years,  the  number  of 
drug  cases  coming  before  the  attorney  had  suddenly 
increased.  Particularly  in  the  case  of  marijuana,  with 
the  severe  penalties  of  the  Kentucky  law,  in  line 
with  Federal  laws,  it  was  felt  that  prevention  was 
better  than  prosecution. 

On  July  30,  1968,  a meeting  was  held  with  35 
school  officials.  They  were  presented  with  the  prob- 
lems in  Kenton  County  schools.  A film  on  LSD  was 
shown  and  a discussion  followed.  A questionnaire 
answered  by  those  attending  revealed:  91  per  cent 
agreed  that  a program  should  be  held  in  the  two 
colleges;  82  per  cent  felt  that  a program  should  be 
held  in  the  senior  high  schools;  54  per  cent  felt  that 
it  should  be  held  in  the  junior  high  schools.  None 
wanted  it  in  the  grade  schools. 

With  this  backing,  the  commonwealth  attorney  ap- 
peared before  the  Campbell-Kenton  County  Medical 
Society  and  asked  for  aid  in  two  areas.  One,  to 
furnish  funds  to  buy  two  films,  one  on  marijuana, 
the  other  on  LSD.  It  was  approved.  Second,  it  was 
requested  that  a physician  be  present  at  each  pro- 
gram on  a volunteer  basis.  The  author  felt  that 
to  be  able  to  do  this,  the  physician  must  be  knowl- 
edgeable. The  chairmanship  was  gladly  accepted  by 
the  author  but  with  many  misgivings.  The  author’s 
experience  in  the  mental  health  field,  with  access 
to  the  literature,  posed  a challenge  in  community 
relations  and  education  that  could  not  be  denied. 

The  commonwealth  attorney  collected  and  pro- 
duced material  for  a pamphlet.  The  materials  were 
selected  from  the  publications  prepared  by  the  Bureau 
of  Drug  Abuse  Control  of  the  Food  and  Drug 
.Administration,  U.S.  Department  of  HEW,  Smith 
Kline  and  French  Laboratories  and  the  Federal 
Bureau  of  Narcotics.  This  resulted  in  a 20-page 
booklet,  which  was  published  free  of  charge  as  a 
public  service  by  the  Union  Light,  Heat,  and  Power 
Company.  Twenty  thousand  were  printed  and  19,000 
of  these  were  distributed. 

The  front  cover  has  a wavy  psychedelic  black  and 
yellow  design.  The  title  on  the  cover  is  “here  are  the 
facts,  now  it’s  your  decision.”  The  inside  of  the 
cover  has  the  following  note.  “YOUR  DECISION 


is  dedicated  to  you  students,  our  future  leaders,  so 
you  can  make  your  own  and  intelligent  decision. 
Life  is  full  of  problems. — Is  there  a solution  to 
them  contained  in  these  pages?  This  information  is 
made  available  to  you  through  the  courtesy  of  the 
Campbell-Kenton  County  Medical  Society  and  the 
Kenton  County  Commonwealth’s  Attorney’s  office.” 
The  next  page  contained  the  following — 

“Dear  Student: 

The  information  contained  in  this  booklet  can  be 
read  and  understood  in  approximately  1 5 minutes. — 
Can  you  spare  15  minutes  to  save  your  life  from 
ruin?  Man’s  free  will  is  his  most  precious  posses- 
sion— it  can  be  used  to  build  or  destroy.  A foolish 
mistake,  on  a dare  or  in  the  spirit  of  going  along 
with  the  crowd,  can  destroy  your  entire  future 
life.  As  a law  enforcement  officer,  I realize  that 
the  vast  majority  of  you  in  Northern  Kentucky  are 
intelligent  enough  to  overcome  the  shallowness  of 
temptation  in  the  use  of  drugs.  However,  with  the 
use  of  facts  contained  herein,  you  may  prevent  a 
schoolmate,  a friend  or  a neighbor  from  making 
the  fatal  mistake,  merely  because  he  or  she  did 
not  have  the  same  good  judgement  you  possess. 
Trusting  you  will  read  this  booklet  and  then  the 
decision  is  YOURS. 

Sincerely  yours, 

John  J.  O’Hara, 

Commonwealth  Attorney 
Kenton  County 

The  table  of  contents  consisted  of  the  following 
headings.  Introduction;  Historical  Background;  Glue 
Sniffing;  Depressants;  Stimulants;  Marijuana;  LSD- 
25;  Narcotics;  The  Impact  of  the  Law  on  the 
Student’s  Future;  Illegal  Traffic  in  Dangerous  Drugs; 
Statements  to  Ponder;  What  You  Can  Do  and 
Definition  of  Terms. 

The  author  made  up  kits  for  the  physician  par- 
ticipants which  contained  the  following  materials: 
The  above  described  booklet  “here  are  the  facts,  now 
it’s  your  decision”;  the  AMA  kit  “Drug  Abuse  In- 
formation Program”;  “Drug  Abuse:  Escape  To 

Nowhere,  A Guide  For  Educators”  available  from  the 
National  Educational  Association,  1201  Si.xteenth 
St.  N.W.  Washington,  D.C. 

The  number  of  people  reached  was  approximately 
20,000.  This  figure  did  not  include  two  television 
programs  from  station  WCPO.  Appearances  were 
made  before  32  schools,  11  churches,  19  Parent 
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Teachers  Associations  and  27  clubs  and  civic  groups, 
a total  of  89  groups.  In  the  last  group,  it  is  interesting 
to  note,  were  the  local  mental  health  association  with 
two  programs,  American  Red  Cross,  Community 
Centers,  Community  Youth  Counselors,  Kenton 
County  Police,  Kentucky  State  Sheriff’s  Convention 
and  the  Ministerial  Association.  This  entire  group 
is  stressed  because  key  people  were  reached  who 
could  use  the  material  in  their  particular  discipline. 

Physicians  participated  in  these  programs  41  times 
or  42  per  cent  of  all  the  programs.  Eight  per  cent  of 
the  medical  society  was  involved.  The  distribution 
by  category  was  as  follows:  six  general  practitioners- 
30  programs;  two  psychiatrists-four  programs;  two 
internists-two  programs;  one  pediatrician-three  pro- 
grams; one  obstetrician-gynecologist-one  program. 
One  physician  participated  16  times;  one  five  times; 
1,  four  times;  three,  three  times;  one,  two  times;  five, 
one  time. 

The  use  of  general  practitioners  was  most  impor- 
tant, since  they  were  more  willing  to  participate  in 
the  program.  They  usually  participated  in  the  com- 
munity where  they  practiced  and  therefore  were 
accepted  more  completely  as  the  familiar  authorita- 
tive figure  in  the  medical  life  of  the  area. 


Summary 

A local  commonwealth  attorney  recognized  a need 
for  education  in  drug  abuse  as  a preventive  measure 
in  illegal  acts  which  could  jeopardize  the  future  of 
adolescents. 

The  Campbell-Kenton  County  Medical  Society  was 
asked  to  finance  the  purchase  of  films  and  form  a 


speakers  bureau  as  part  of  the  team  approach  of 
law  and  medicine.  The  medical  society  responded  to  a 
community  social  project  similar  to  that  held  for 
polio  immunizations. 

The  interest  and  participation  of  the  audience  in 
the  question  and  answer  periods  were  beyond  ex- 
pectation. This  type  of  response  suggests  a possible 
ongoing  program  in  medical  education.  Concern 
about  the  problem  was  definite  and  bewildering.  At 
times,  personal  feelings  evoked  rigidities  of  a broad 
social  sense.  The  audience  arousal  revealed  the  in- 
creasing uncertainties  of  the  present  asocial,  provo- 
cative, challenging  behavior.  It  seemed  to  reflect 
a helpless  attitude,  leading  in  some  instances  to  acute 
anxieties  and  expressions  of  fright. 

The  learning  process  of  the  experience  of  the 
commonwealth  attorneys  and  their  assistants  was 
prodigious.  It  was  evident  that  learned  facts  and 
attitudes  contributed  to  a maturing  climate  as  the 
experience  grew  in  scope  and  time. 

The  learning  process  of  the  doctors,  from  reading 
literature  and  facing  perplexed  and  challenging 
audiences,  made  an  impressive  imprint.  From  a social 
and  community  impact,  this  experience  drew  latent 
social  awareness  and  responsibility  in  community 
problems.  This  type  of  involvement,  far  from  the 
one-to-one  office  relationship,  in  a dynamic  group 
expression,  created  an  awareness  and  crytallized  abili- 
ties and  capacities  for  civic  interests.  The  image  of 
the  medical  profession  grew  immensely  as  apprecia- 
tion was  expressed  from  group  after  group.  The 
verbal  pat  on  the  back  brought  forth  at  medical 
meetings  a ray  of  hope  that  the  much  maligned 
medical  profession,  the  favorite  target  of  conversation 
and  popular  writing,  presented  a picture  and  posture 
not  often  seen. 
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Foreign  Medical  Trainees 


IN  THE  past  generation  the  United  States 
has  become  the  world  center  for  postgradu- 
ate medical  training.  There  are  now  in  ex- 
cess of  15,000  graduates  of  foreign  medical 
schools  in  internships,  residencies,  research  and 
other  programs  in  this  country.  They  come  at 
the  rate  of  7-8,000  a year  from  schools  in  95 
different  nations.  The  ten  providing  the  great- 
est number  are  in  order:  Philippines,  India, 
Korea,  Thailand,  Iran,  Formosa,  Spain,  Ar- 
gentina, Mexico  and  Germany.  More  than 
3,500,  or  nearly  24  per  cent  of  the  total,  come 
from  the  Philippines;  nearly  2,000,  or  over  12 
per  cent  come  from  India.  About  20  per  cent 
of  the  recent  additions  to  our  profession  have 
come  from  foreign  medical  schools.  A compara- 
tively small  number  of  these  are  American  citi- 
zens who  have  studied  medicine  abroad. 

Success  in  any  endeavor  is  much  to  be  de- 
sired, but  in  this  regard  it  has  become  rather 
overwhelming  and  in  the  minds  of  many  con- 
stitutes a complex  problem.  It  is  creditable  for 
us  to  offer  the  best  medical  training  available 
to  those  who  wish  to  receive  it;  the  primary  ob- 
jective has  always  been  to  furnish  for  physi- 
cians of  less  ample  medical  facilities  what  we 
have  to  offer  in  order  that  they  may  take  back 
to  their  countries  a better  quality  of  medical 
care.  It  appears  however  that  such  an  aim  is 
defeated  when  the  trainee  changes  his  mind  and 
desires  to  remain  as  an  addition  to  our  more 
adequate  supply  of  physicians  rather  than  re- 
turn to  his  own  country  where  the  need  is  so 
much  greater. 

Kelly  M.  West,  M.D.,  professor  of  medicine 
and  continuing  education  at  the  University  of 
Oklahoma  School  of  Medicine,  writing  in  the 
Federation  Bulletin  of  State  Medical  Boards, 
has  acknowledged  that  we  have  a problem,  has 
gone  into  considerable  detail  in  explaining  it 
and  offers  some  viewpoints  well  worth  con- 
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sideration.  He  remarks  that  “actually  the  per- 
centage of  foreign  house  officers  is  greater  in 
the  United  Kingdom  than  in  the  United  States, 
and  no  migration  to  the  U.S.  can  match  in  some 
respects  the  exodus  of  physicians  from  North 
and  South  Vietnam  to  France.  The  exact  size  of 
this  migration  is  not  known  but  many  observers 
believe  there  are  more  Vietnamese  physicians 
in  France  than  in  both  South  Vietnam  and 
North  Vietnam  combined.  The  Philippines, 
Greece,  and  Argentina  need  more  physicians, 
but  they  are  all  producing  more  than  their  econ- 
omies can  support.  Our  studies  in  Latin 
America  and  other  experiences  indicate  that  an 
overwhelming  majority  of  foreign  trainees 
would  prefer  to  return  to  their  own  countries. 
Moreover,  they  will  regularly  do  so  even  when 
financial  opportunities  in  their  homeland  are 
substantially  less  than  in  the  United  States.  It 
was  clear  that  almost  all  of  these  people  are 
willing  to  work  in  their  own  countries  at  salaries 
less  than  one  third  of  the  U.S.  standards.  Only 
when  conditions  of  working  and  living  are  ex- 
tremely difficult  or  impossible  was  migration 
frequent.” 

The  urban-rural  imbalance  of  physician  sup- 
ply is  even  worse  in  these  countries  than  in 
our  own.  The  large  cities  are  amply  supplied 
with  physicians  and  modern  medical  facilities 
but  the  smaller  towns  and  rural  areas  are  trag- 
ically deficient. 

The  United  States  is  better  supplied  with 
physicians  and  modern  hospitals  than  any  other 
country;  yet  we  are  seemingly  in  short  supply 
everywhere.  We  seem  always  to  be  able  to  use 
to  good  advantage  those  foreign  born  and  edu- 
cated physicians  who  even  nearly  meet  our 
standards  of  ability  and  who  find  a way,  by  ac- 
cepted means  or  otherwise,  to  stay.  Yet  we 
seldom  urge  or  encourage  them  to  remain  with 
us  permanently.  Our  standards  of  licensure  are 
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KY. 

IND. 

ILL. 

MO. 

TENN. 

VA. 

W.  VA. 

OHIO 

Total 

Total  additions  in  1968 

206 

330 

343 

247 

133 

267 

37 

401 

1964 

# from  foreign  schools 

20 

110 

96 

1 1 

2 

81 

3 

26 

349 

reasonable,  but  not  too  high,  and  our  restric- 
tions for  immigration  are  reasonable.  There  are 
many  Americans  who  would  ease  our  license 
regulations  and  encourage  less  rigid  citizenship 
requirements,  but  generally  we  do  not  believe 
this  should  be  done. 

To  equalize  our  standards  of  admission  for 
training  or  permanent  visas  the  Educational 
Council  for  Foreign  Medical  Graduates  was  in- 
corporated in  1956  and  began  operation  of  the 
ECFMG  medical  examinations  the  following 
year.  This  examination  is  given  in  all  countries 
from  which  our  foreign  candidates  come,  or 
after  their  arrival  in  the  United  States.  Certifica- 
tion by  this  examination  is  regarded  as  evidence 
that  the  candidate  has  medical  knowledge  at 
least  comparable  with  the  minimum  expected  of 
graduates  of  approved  medical  schools  in  the 
United  States  and  Canada.  It  is  a screening  test 
designed  to  determine  whether  the  candidate 
has  a medical  education  adequate  to  admit  him 
to  postgraduate  training  here;  it  is  not  a test  of 
his  competence  to  practice  medicine  in  our 
country.  In  Kentucky,  as  in  most  other  states, 
the  test  is  used  as  a basis  for  temporary  or  lim- 
ited license  only.  In  1968  there  were  19,548 
candidates  taking  this  examination.  The  failure 
rate  was  high,  approaching  50  per  cent;  it  must 
be  stated  that  inability  to  understand  the  Eng- 
lish language  well  undoubtedly  accounted  for 
many  failures.  We  have  now  in  many  of  our 
state  institutions  foreign  graduates  employed 
who  never  took  this  examination,  since  it  was 
not  generally  used  before  1957. 

A review  of  our  regulations  governing  the 
training  and  licensing  of  foreign  trained  physi- 
cians indicates  that  we  in  Kentucky  are  neither 
more  nor  less  restrictive  than  in  46  other  states. 
The  State  Board  of  Health  is  often  criticized 
because  our  licensing  restrictions  are  too  lax, 
and  at  the  same  time  we  are  urged  by  in- 
dividuals and  the  daily  press  to  be  less  rigid  and 
in  repeated  instances  to  waive  our  own  rules.  It 
is  of  some  interest  to  compare  ourselves  with 
our  neighboring  states. 

Table  I gives  the  number  of  additions  to  our 
medical  profession  by  license  or  reciprocity  in 
1968  and  the  number  of  percentage  of  those 


who  are  graduates  of  foreign  medical  schools. 
It  would  indicate  that  this  section  approaches 
the  national  20  per  cent  and  that  Kentucky, 
with  a little  less  than  ten  per  cent,  is  lower  than 
average  for  the  area. 

Doctor  West  concludes  his  excellent  article: 
“In  recognizing  the  difficulties  created  by  these 
large  scale  temporary  and  permanent  migrations 
we  should  not  lose  sight  of  the  advantages  and 
potentialities  of  this  phenomenon.  These  prob- 
lems are,  to  a considerable  degree,  symptoms  of 
success.  This  migration  of  trainees  should  be 
looked  upon,  not  so  much  as  a problem  to  be 
eliminated,  but  as  an  opportunity  to  exploit  our 
great  resources  and  capabilities  in  furthering  in- 
ternational health.  All  of  us  are  immigrants  or 
descendants  of  immigrants.  If  we  wish  to  help 
the  under-privileged  countries,  a variety  of 
methods  are  open  to  us  other  than  prohibiting 
the  entry  of  foreign  physicians.  We  can,  for 
example,  work  with  these  countries  to  improve 
their  own  training  programs  and  career  oppor- 
tunities. 

“The  migration  of  physicians  is  in  many  in- 
stances regrettable  but  it  does  dramatize  the 
need  to  improve  conditions  in  the  donor  coun- 
tries, and  the  losses  serve  as  a stimulus  for 
corrective  actions.  We  may  wish  to  join  with 
certain  nations  in  limiting  the  number  of  physi- 
cian migrants,  but  I think  it  would  be  a mistake 
to  close  the  door  entirely  even  to  physicians 
from  poor  countries.  Most  of  us  would  agree 
that  we  ought  to  increase  greatly  the  number 
of  domestic  graduates  so  that  we  would  not  be 
tempted  to  recruit  physicians  from  foreign 
countries  as  a direct  manifestation  of  public 
policy.  Unfortunately,  our  dependence  on 
foreign  graduates  has  reached  a level  where  it 
will  be  increasingly  difficult  to  reduce  the  flow 
from  abroad  even  if  we  wish  to  do  so. 

“To  be  sure,  these  foreign  medical  graduates 
have  created  some  problems  for  us  and  for  their 
native  countries,  but  we  should  not  lose  sight 
of  their  present  and  potential  value  to  us  and 
our  value  to  them.  It  is  not  wholly  regrettable 
that  physicians  from  all  over  the  world  wish  to 
come  to  our  country  to  train,  to  work,  and  to 
live.” 

Sam  a.  Overstreet,  M.D. 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains;  methenamine.  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS 


COMPANY,  INC.,  RICHMOND,  VIRGINIA  2321  7 
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CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 

AMBAR'2 


One  Ambar  Extentab  before  byreakfast  can 


BRIEF  SUMMARY/Indicafions:  Ambar 


help  control  most  patients’  appetite  for  up  J|^  (^®  suppresses  appetite  and  helps  offset  emo- 


to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. . .helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


methamphetamine  HCl  15  mg., 
phenobarbital  64,8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming) 


tional  reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a,  h.  robins  company.  H'l^OBINS 


A,  H.  ROBINS  COMPANY. 
RICHMOND.  VA.  23220 


or  the  vitamin 
deficiency 
that  diet  alone 
doesn’t  satisfy... 


Thera-Combex  H-F 


This  high-potency  vitamin  C and  B-comp!ex 
combination  starts  where  diet  stops 


Kapseals’ 


Each  Kapseal  contains:  ascorbic  acid,  500  mg.;  thiamine 
mononitrate,  25  mg.;  riboflavin,  15  mg.;  pyridoxine  hydro- 
chloride, 10  mg.;  cyanocobalamin,  5 meg.;  niacinamide, 
100  mg.;  d/-panthenol,  20  mg.;  Taka-Diastase®  (Aspergillus 
oryzae  enzymes),  2Vj  gr. 

The  Brown  capsule  with  Green  band 
is  a Parke-Davis  trademark. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


PARKE-DAVIS 


335RSa 


soothing 

relief  for 
hair-raising  m 


cough 


Each  fluidounce  contains:  80  mg.  Benadryl^  (diphenhydramine  ^ 
hydrochloride),  Parke-Davis;  12  grains  ammonium  chloride;  5 
sodium  citrate;  2 grains  chloroform;  1 1 10  grain  menthol;  and  5%'alc 
An  antitussive  and  expectorant  for  control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN  EXPECTORANT  is  the  leading  cough  prepa- 
ration of  its  kind,  benylin  expectorant  tends  to  inhibit  cough  ret 
. . . soothes  irritated  throat  membranes.  And  its  not-too-sw^^, , 
raspberry  flavor  makes  BENYLIN  EXPECTORANT  easy  to  take. 
PRECAUTIONS;  Persons  who  have  become  drowsy  on  this  or  other 
antihistamine-containing  drugs,  or  whose  tolerance  is  not  known, 
should  not  drive  vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  preparation.  Hypnotics,  sedatives,  or  tran- 
quilizers if  used  with  benylin  expectorant  should  be  prescribed 
with  caution  because  of  possible  additive  effect.  Diphenhydramine 
has  an  atropine-like  action  which  should  be  considered  when  pre- 
scribing benylin  expectorant. 

ADVERSE  REACTIONS : Side  reactions  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness,  dizziness,  dryness 
of  the  mouth,  nausea,  nervousness,  palpitation,  and  blurring  of 
vision  have  been  reported.  Allergic  reactions  may  occur. 

PACKAGING:  Bottles  of  4 oz.,  16  oz.,  and  1 gal. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 
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EXPECTORANT 


PARKE-DAVIS 
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AMA  House  Speaker  To  Deliver  Keynote  Address  At  Opening  Session 
Of  1970  KMA  Interim  Meeting  April  8-9  in  Gilbertsville 


Russell  B.  Roth,  M.D.,  speaker  of  the  House  of 
Delegates  of  the  American  Medical  Association, 
will  be  the  keynote  speaker  at  the  opening  session 
of  the  1970  Interim  Meeting  April  8-9  at  Kentucky 
Dam  Village  State  Park,  Gilbertsville. 


Doctor  Roth  Mr.  Koon 


A 1939  graduate  of  Johns  Hopkins  University  of 
Medicine,  Doctor  Roth  has  been  very  active  in  the 
affairs  of  organized  medicine,  serving  as  speaker 
of  the  House  of  Delegates  of  the  Pennsylvania 
Medical  Society  from  1962-67,  past  chairman  of  the 
AMA  Council  on  Medical  Service  and  the  Federal 
Medical  Services  Committee  and  vice  speaker  of  the 
AMA  House  of  Delegates  from  1967-69.  The  key- 
note address,  which  will  follow  a dinner  on  Wed- 
nesday evening,  April  8,  will  deal  with  “Health 
Care  in  the  70’s”. 

Thursday  morning’s  program  will  begin  with  a 
panel  discussion  on  Peer  Review,  moderated  by  Wal- 
ter L.  Cawood,  M.D.,  Ashland,  KMA  president. 
Featured  on  the  panel  are  John  W.  Koon,  Louisville, 
executive  secretary  of  the  Kentucky  Farm  Bureau 
Foundation;  Lowell  H.  Steen,  M.D.,  president  of  the 
Indiana  State  Medical  Association,  and  Marvin  A. 
Bowers,  Jr.,  M.D.,  Louisville,  chairman  of  the  KMA 
Claims  and  Utilization  Review  Committee. 

Mr.  Koon,  who  has  been  with  the  Farm  Bureau 
since  1949,  is  a member  of  the  Comprehensive 
Health  Planning  Council  and  will  discuss  peer 
review  from  the  consumer’s  viewpoint.  Doctor  Steen’s 
topic  will  be  “The  Role  of  the  County  Society’’  and 
Doctor  Bowers  will  present  KMA’s  guidelines  on 
peer  review. 

Following  this  discussion  will  be  a panel  which 
will  deal  with  “A  Profile  of  the  Physician’s  Assis- 


tant in  Kentucky’’.  Walter  I.  Hume,  Jr.,  M.D., 
Louisville,  will  moderate  this  panel  which  will  dis- 
cuss the  training  and  utilization  of  these  assistants 
in  the  medical  profession.  The  names  of  the  other 
participants  on  the  panel  will  be  released  in  the 
March  Journal. 

J.  Ed  McConnell,  Louisville,  president  of  Kentucky 
Physicians  Mutual,  Inc.  and  Blue  Cross  Hospital 
Plan,  Inc.,  will  deliver  the  luncheon  address  at  the 
close  of  the  meeting  on  April  9. 

A meeting  of  the  KMA  Board  of  Trustees,  an 
Orientation  Program  for  new  members  and  a meet- 
ing of  the  Woman's  Auxiliary  to  KMA  will  also 
take  place  during  the  Interim  Meeting. 

Doctor  Cawood  urges  all  physicians  to  make 
plans  now  to  attend  this  two-day  session  and  to 
secure  reservations  as  soon  as  possible.  A reserva- 
tion form  can  be  found  on  page  124  for  your 
convenience. 

U.L.  And  Heart  Association  Plan 
Annual  Symposium  March  25-26 

The  Sixteenth  Annual  Symposium  on  Cardiovas- 
cular Diseases  is  scheduled  to  be  held  March  25 
and  26  at  the  Stouffer’s  Louisville  Inn.  The  two-day 
session  is  sponsored  by  the  Heart  Association  of 
Louisville  and  Jefferson  County,  the  University  of 
Louisville  School  of  Medicine  and  the  Jefferson 
County  Academy  of  General  Practice. 

Featured  on  the  program,  which  will  be  acceptable 
for  1 1 prescribed  hours  by  the  American  Academy  of 
General  Practice,  are  a number  of  nationally  known 
heart  specialists. 

Noble  O.  Fowler,  M.D.,  professor  of  medicine. 
Cardiac  Research  Laboratory,  Cincinnati  General 
Hospital,  will  deliver  the  Bernard  D.  Rosenblum 
Memorial  Lecture,  speaking  on  “Pericardial  Disease’’. 

Included  among  the  guest  speakers  are  Robert  G. 
Schlant,  M.D.,  division  of  cardiology,  Emory  Uni- 
versity School  of  Medicine.  Atlanta;  E.  L.  Quinn, 
M.D.,  division  of  infectious  diseases,  Henry  Ford 
Hospital,  Detroit;  John  P.  Merrill.  M.D.,  Harvard 
Medical  School,  Boston;  and  Donald  E.  Oken,  Car- 
diorenal Section,  Peter  Bent  Brigham  Hospital, 
Boston. 
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Carl  Fortune  Lecture  Highlights 
Lex.  Clinic  Conference  April  2 

Harvey  C.  Knowles,  Jr.,  M.D.,  Cincinnati,  will 
deliver  the  third  Carl  Fortune  Lecture  at  the  Fif- 
teenth Annual  Clinical 
Conference  of  the  Lex- 
ington Clinic  April  2, 
according  to  George  R. 
Park  M.D.,  program 
chairman. 

Doctor  Knowles,  pro- 
fessor of  medicine  at 
the  University  of  Cin- 
cinnati College  of  Medi- 
cine, will  speak  on  “The 
Treatment  of  Diabetes 
Mellitus.  Medium  and 
Long  Term  Problems.”  A 1942  graduate  of  the 
Columbia  University  Medical  School,  Doctor  Knowles 
is  director  of  the  metabolism  division  of  the  depart- 
ment of  medicine  at  Cincinnati. 

Beginning  at  9 a.m.  at  the  Lexington  Clinic,  the 
Conference  will  feature  discussion  of  various  medical 
aspects  of  Diabetes  Mellitus,  the  program’s  theme 
for  1970.  Other  guest  speakers  include  Sheldon 
Berger,  M.D.,  professor  of  medicine.  Northwestern 
University  Medical  School,  Chicago,  and  John  B. 
Selby,  M.D.,  chief.  Nuclear  Medical  Service,  Vet- 
erans Administration,  Lexington. 

Members  of  the  Clinic  staff  will  also  take  part 
in  the  program,  which  will  be  acceptable  for  five 
hours  prescribed  credit  by  the  American  Academy  of 
General  Practice. 


annual  program  for  the  University  of  Kentucky  and 
the  sixteenth  for  the  University  of  Louisville. 

The  evening  session  of  the  program  will  be  followed 
by  a social  hour  and  dinner  sponsored  by  the  Fayette 
and  Jefferson  County  Medical  Societies. 

Doctor  Gardner  emphasized  appreciation  of  his 
committee  members  and  the  official  family  of  KMA 
for  the  cooperation  of  the  two  medical  schools  and 
the  support  of  the  Jefferson  and  Fayette  County 
Medical  Societies  in  making  these  programs  possible. 

Six  Ky.  Physicians  Appointed 
To  AMA  Committees,  Councils 

Six  Kentucky  physicians  recently  were  appointed  or 
reappointed  by  the  Board  of  Trustees  of  the  American 
Medical  Association  to  membership  on  its  councils 
and  committees.  The  term  of  service  for  members  of 
councils  and  committees  of  the  Board  is  one  year  with 
a maximum  tenure  of  10  consecutive  terms. 

J.  C.  Cantrill,  M.D.,  Georgetown,  was  appointed  to 
serve  on  the  Committee  on  Medicine  and  Religion  and 
Robert  Straus,  Ph.D.,  Lexington,  was  appointed  to  the 
Committee  on  Alcoholism  and  Drug  Dependence. 

Reappointments  included  William  T.  Rumage,  Jr., 
M.D.,  Louisville,  Council  on  National  Security;  Wil- 
liam K.  Keller,  M.D.,  Louisville,  chairman  of  the 
Committee  on  Medical  Aspects  of  Automotive  Safety; 
and  David  B.  Stevens,  M.D.,  Lexington,  Committee 
on  Quackery. 

Robert  W.  Lykins,  M.D.,  Louisville,  was  reappoint- 
ed to  the  Interspecialty  Committee,  American  Society 
of  Anesthesiologists. 


Doctor  Knowles 


1970  KMA  Senior  Day  Program 
To  Be  Held  in  Lexington 

The  1970  KMA  Senior  Day  Program  will  be  held 
Tuesday,  April  7,  at  Continental  Inn,  Lexington, 
according  to  Hoyt  D.  Gardner,  M.D.,  chairman  of 
the  KMA  Senior  Day  Committee.  The  program, 
which  was  completely  redesigned  last  year,  will 
feature  a joint  session  for  the  senior  medical  students 
of  both  the  University  of  Louisville  and  the  Uni- 
versity of  Kentucky. 

The  afternoon  session  will  feature  four  individual 
presentations  followed  by  four  separate  discussion 
groups.  Speakers  and  their  subjects  for  this  portion 
of  the  program  include  “Features  of  Organized 
Medicine”,  Robert  C.  Long,  M.D.,  Louisville;  “Medi- 
cal Ethics  and  Courtesies”,  N.  Lewis  Bosworth, 
M.D.,  Lexington;  “Medical  Records  and  Malprac- 
tice”, Fred  L.  Goldberg,  M.D.,  Louisville;  “Health 
Care  Delivery”,  Frank  J.  Groschelle,  Frankfort.  The 
overall  theme  for  the  program  is  “The  Delivery  of 
Medical  Care”. 

The  carefully  planned  programs  are  designed  to 
assist  the  medical  students  in  making  the  transition 
from  an  academic  setting  to  the  actual  practice  of 
medicine.  The  1970  Senior  Day  marks  the  seventh 


SMA  Section  Elects  Dr.  Schiavone 

Robert  Schiavone,  M.D.,  Louisville,  was  recently 
elected  as  assistant  secretary  of  the  Section  on  Gen- 
eral Practice  of  the  Southern  Medical  Association. 
Doctor  Schiavone  will  work  with  the  other  newly 
elected  officers  in  arranging  the  program  for  the 
Section  for  the  64th  Annual  Meeting  of  the  Associa- 
tion November  16-19  in  Dallas. 


PHYSICIAN  NEEDED 
in 

Hodgenville,  Kentucky 

Office  Space  Available 
Placement  on  Hospital  Staff 
can  be  arranged 
Income  generated  by  116  bed 
Nursing  Home 
(enough  to  sustain  physician 
for  the  first  year) 

IF  INTERESTED  WRITE  OR  CALL: 

Dr.  J.  D.  Handley  — 358-3829 
or 

Mr.  Carl  Howell,  Jr.  — 358-3626 
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Digest  of  Board  of  Trustees  Minutes  December  11,  1969,  Presented 


The  second  meeting  of  the  Board  of  Trustees  was  a 
regular  session  held  at  the  KMA  Headquarters  Build- 
ing on  December  11,  1969.  Members  of  the  Board 
expressed  their  sympathy  upon  learning  of  the  death 
of  Rex  Hayes,  M.  D.,  Glasgow,  a past  vice  president 
of  KMA,  and  past  chairman  of  the  Board. 

Accepted  for  information  were  the  President’s  Re- 
port, Headquarters  Office  Report  and  Report  of  Dele- 
gates to  AMA.  A special  report  was  presented  con- 
cerning the  good  results  of  Kentucky  physicians  at 
the  1969  AMA  Clinical  meeting  in  Denver  relating  to 
KMA’s  promotion  of  Doctor  Robert  Long’s  candidacy 
for  AMA  president. 

One  of  the  more  lengthy  items  of  discussion  related 
to  peer  review  and  the  recommendations  of  KMA’s 
Claims  and  Utilization  Review  Committee.  The  mech- 
anism for  the  operation  of  reviewing  claims  at  the 
county  and  state  level  was  approved  and  the  state 
committee  was  expanded  by  receiving  permission  to 
utilize  special  consultants  to  be  appointed  by  the 
Board.  It  was  announced  that  a part  of  the  1970 
Interim  Meeting  Program  would  be  on  peer  review  to 
assist  the  county  societies  and  advise  them  of  Ken- 
tucky’s guidelines. 

Numerous  legislative  matters  were  considered  since 
the  Kentucky  General  Assembly  would  be  in  session 
within  a couple  of  weeks.  Specific  action  was  taken  on 
matters  concerning  the  restructuring  of  the  State 
Board  of  Health,  Medical  Licensure,  and  licensing  of 
interns. 


Inquiries  had  been  received  concerning  the 
“physician  assistant”  and  other  new  paramedical  cate- 
gories. A presentation  was  made  on  this  subject  by 
Joseph  Hamburg,  M.  D.,  chairman  of  KMA’s  Health 
Careers  Committee,  at  the  request  of  the  Board  Chair- 
man. The  Health  Careers  Committee  was  expanded 
in  size,  and  its  duties  broadened  to  “evaluate,  assist 
and  bring  before  the  Board  any  paramedical  program 
that  is  proposed  in  this  state,  and  recommend  action 
to  the  Board.  . . .”  It  was  also  reported  that  the 
physician’s  assistant  will  be  a subject  of  panel  discus- 
sion for  the  Interim  Meeting. 

The  Chairman  of  the  Legislative  Committee  for 
National  Affairs,  Hoyt  Gardner,  M.  D.  announced 
that  the  U.  S.  Senate  had  just  taken  favorable  action 
concerning  professional  corporations,  suggested  KMA 
develop  a definitive  tobacco  statement  for  presenta- 
tion to  the  AMA,  and  reported  that  the  KMA  Annual 
Congressional  Dinner  in  Washington,  D.  C.  would 
be  held  on  May  26. 

A discussion  concerning  Kentucky’s  medical  schools 
followed  with  a recommendation  being  made  that  the 
Legislative  Committee  consider  new  concepts  for  the 
medical  schools  in  service  to  the  state  and  in  sources 
of  financial  assistance. 


George  Brockman,  M.  D.,  chairman  of  KMA’s 
Comprehensive  Health  Planning  Committee  was  in 
attendance  to  update  the  members  of  the  Board  con- 
cerning his  study  of  tuberculosis  in  Kentucky.  Noting 
certain  portions  of  his  committee’s  report  had  not 
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been  implemented,  it  was  agreed  a letter  would  be 
written  requesting  such  action. 

A lengthy  discussion  was  also  held  on  the  subject 
of  optometry  and  KMA  reaffirmed  its  position  on 
legislation  expected  to  be  introduced  into  the  Ken- 
tucky General  Assembly  relating  to  optometry. 

Other  action  by  the  Board  included  the  appoint- 
ment of  a special  medicine  and  religion  committee 
for  the  purpose  of  establishing  seminars  this  year,  and 
the  appointment  of  a KMA  representative  to  a state 
Food,  Nutrition  and  Health  Study  Committee. 

Membership  was  authorized  in  the  Woman’s  Auxil- 
iary to  the  Student  American  Medical  Association, 
and  student  member  dues  in  the  KMA  were  waived 
for  the  1969-70  Associational  year.  It  was  reported 
that  the  active  membership  of  KMA  had  reached  an 
all-time  high  of  2,41 1 members. 


Appendicitis  — Berardi 

(Continued  from  page  106) 


Conclusion 

A review  of  appendectomies  performed  in  a 
small  community  hospital  has  been  presented. 
Various  aspects  pertaining  to  diagnosis  and 
treatment  were  discussed.  A suggestion  is  of- 
fered to  encourage  more  reporting  from  com- 
munity hospitals  in  order  that  the  true  incidence 
of  morbidity  and  mortality  related  to  the  sur- 
gical treatment  of  appendicitis  might  be  better 
established. 
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M.D.’s  Practicing  50  Yrs.  Sought 

The  Fifty  Year  Club  of  American  Medicine  is  in- 
terested in  securing  the  names  of  those  physicians 
who  have  been  in  practice  for  50  years  or  more.  This 
organization  meets  annually  at  the  AMA  Convention. 
For  information,  contact  Davis  W.  Goldstein.  M.D., 
secretary  and  treasurer,  100  South  14th  Street,  Fort 
Smith,  Arkansas  72901. 
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New  Social  Security  Benefits 
For  Self-Employed  Physicians 

Social  security  disability  benefits  can  now  be  paid 
to  an  insured  person  under  65  who  has  a physical  or 
mental  impairment  so  severe  as  to  keep  him  from 
doing  any  substantial  work  for  a year  or  longer. 

Many  self-employed  physicians,  with  their  earn- 
ings covered  since  1965,  have  now  contributed  to 
social  security  long  enough  to  be  insured  for  disabili- 
ty. Payments  begin  after  a waiting  period  of  six 
full  calendar  months. 

Self-employed  physicians  disabled  in  the  immediate 
future,  however,  would  probably  not  yet  be  eligible 
for  these  maximums  since  their  earnings  have  been 
covered  by  social  security  for  a relatively  short  time. 


FOR  RENT 

Office  and  Lab  Space  to  accommo- 
date two  doctors.  Bardstown  Road/- 
Buechel  area.  For  information  call 
Miss  Dudley 

459-9110  Mon-Fri  9:00  a.m.-4:00  p.m. 
363-5107  After  6:00  p.m.  or  Week  ends 


KENTUCKY  MEDICAL  ASSOCIATION 

INTERIM  MEETING,  APRIL  8-9,  1970 

REQUEST  FOR  ACCOMMODATIONS  RESERVATION 

Complete  and  mail  directly  to  Kentucky  Dam  Village  State  Park,  Gilbertsville.  This  reservation 
is  for  the  night  of  April  8 ONLY. 

□ Lodge  Room-two  double  beds-$  16.00 

COTTAGES: 

□ Efficiency-combination  living  room,  bedroom,  kitchen  and  bath-$  14.00 

□ Two-bedroom-living  room,  kitchen,  bath-$20.00 

□ Three-bedroom  Deluxe-living  room,  dining  area,  kitchen,  1 V2  baths,  garage-$22.00 

□ Three-bedroom-living  room,  kitchmen,  bath-$24.00 

□ Three-bedroom  Deluxe-living  room,  dining  area,  kitchen,  W2  baths,  garage-$28.00 

□ Executive-living  room,  dining  area,  custom  kitchen,  3 bedrooms,  2 baths,  color  television- 

$39.00 


PAYMENT  MUST  BE  SENT  WITH  YOUR  RESERVATION 
NO  LATER  THAN  MARCH  25,  1970 

Names  of  those  sharing  accommodations: 

Name 

Name 

Name 

Address  to  which  Confirmation  to  Be  Sent: 

Street  Address 


City  State  Zip  Code 

Return  reservation  request  to:  Reservation  Department,  Kentucky  Dam  Village  State  Park,  Gil- 
bertsville, Ky.  42044,  Telephone  - 502  - 362-4271. 

Note;  This  reservation  is  for  the  Kentucky  Medical  Association  meeting,  April  8-9,  1970 
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Federal  Narcotics  Bureau  Lists 
Rules  for  Physician  Protection 

The  Federal  Bureau  of  Narcotics  has  prepared  15 
“Don’ts  for  the  Practitioner”  to  protect  him  from  nar- 
cotic addicts  and  abusers. 

Don’t  leave  prescription  pads  around;  addicts  may 
be  forgers. 

Don’t  write  a narcotic  prescription  in  lead  pencil, 
or  any  prescription  at  all  in  pencil  as  they  may  be 
changed  to  call  for  morphine. 

Don’t  write  narcotics  as  “Morphine  HT  Vi  # X” 
“Morphine  HT  14  # 10.”  Several  “X’s”  or  zeroes  can 
be  added  to  raise  the  amount.  Use  brackets  or  spell- 
ing. 

Don’t  carry  a large  stock  of  narcotics  in  your  bag. 
Addicts  are  often  watching  doctors’  offices  and  cars. 

Don’t  store  your  office  narcotic  supply  unprotected, 
especially  near  a sink  or  washroom;  patients  may  ask 
to  use  these  facilities. 

Don’t  fall  for  a story  from  a stranger  claiming 
an  ailment  that  usually  requires  morphine.  The  addict 
can  produce  blood  sputum,  simulate  bad  coughs  or 
other  symptoms.  Make  your  own  diagnosis. 

Don’t  give  an  Rx  to  anyone  except  the  actual  pa- 
tient. Addicts  have  posed  as  nurses. 

Don’t  write  for  large  quantities  of  narcotics  unless 
unavoidable.  Diversion  to  addicts  is  profitable,  as 
much  as  $1  for  14  grain  M.S. 

Don’t  prescribe  narcotics  on  the  story  that  another 
physician  has  been  doing  so;  consult  that  physician  or 
hospital  records. 

Don’t  leave  prescriptions  signed  in  blank  for  nurses 
to  fill  in;  many  have  been  stolen  by  addicts. 

Don’t  treat  an  ambulatory  addict.  They  must  be 
under  proper  control;  many  go  to  several  physicians 
at  one  time. 

Don’t  dispense  narcotics  without  keeping  records, 
although  bedside  and  office  administration  is  per- 
missable. 

Don  t buy  your  office  narcotic  needs  on  an  Rx 
blank.  The  law  requires  that  you  use  an  official  order 
form. 

Don’t  resent  a pharmacist’s  call  for  verification  of 
a prescription.  He  is  held  responsible  if  forgeries  are 
filled. 

Don’t  hesitate  to  call  an  agent  of  the  Federal  Bu- 
reau of  Narcotics  (at  your  nearest  Federal  Building) 
or  the  Narcotics  Division  of  your  State  Department 
of  Health  if  the  patient  is  suspect.  Your  information 
will  be  held  in  strict  confidence. 

A Class  A Narcotic  Rx  should  never  be  phoned  in 
except  in  true  emergencies;  even,  the  pharmacist  must 
have  a written  prescription  in  his  or  his  agent’s  hand 
before  he  can  make  delivery  to  your  patient.  Viola- 
tions of  this  section  of  the  narcotic  law  may  entail 
two  to  10  years  imprisonment  and  up  to  a $20,000 
fine  for  the  first  offense;  second  and  third  viola- 
tions are  more  severe. 
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W.  F.  CARTER,  M.D. 

Pleasureville 
1880  - 1969 

W.  F.  Carter,  M.D.,  85  died  December  21  in 
Shelbyville.  A 1907  graduate  of  the  Hospital  College 
of  Medicine  in  Louisville,  Doctor  Carter  practiced 
medicine  in  Brodhead  for  15  years  before  setting 
up  practice  in  Pleasureville. 

CLAUD  W.  CHAPPELL,  M.D. 

Louisville 
1908-  1 970 

Claud  Wilbur  Chappell,  M.D.,  61,  died  January 
2 in  Florida  while  on  vacation.  A 1934  graduate 
of  the  University  of  Louisville  School  of  Medicine, 
Doctor  Chappell  held  a degree  in  pathology,  but  was 
a general  practitioner.  Doctor  Chappell  was  an  Army 
major  during  World  War  II. 

CLIFTON  GEORGE  FOLLIS,  M.D. 

Glasgow 
1901  - 1970 

Clifton  George  Follis,  M.D.,  68,  died  January  12 
in  Venice,  Florida.  A 1927  graduate  of  the  Indiana 
University  School  of  Medicine,  Doctor  Follis,  a 
surgeon,  had  been  practicing  in  Glasgow  since  1930. 

WINFIELD  S.  GABHART,  M.D. 
Harrodsburg 
1887-1969 

Winfield  S.  Gabhart,  M.D.,  82,  a practicing  physi- 
cian and  surgeon  in  Harrodsburg  for  60  years,  died 
June  11.  Death  was  attributed  to  a heart  attack.  A 
1910  graduate  of  the  University  of  Lousville  School 
of  Medicine,  Doctor  Gabhart  studied  at  the  Mayo 
Clinic,  Rochester,  Minnesota  and  the  Poly  Clinic,  New 
York.  He  was  a member  of  the  Mercer  County  Medi- 
cal Society  and  the  Kentucky  Medical  Association. 


PSYCHIATRY  RESIDENCY 

If  you  have  been  in  practice  for  five 
years  or  more,  you  are  eligible  for 
Psychiatry  Residency  under  a 
U.S.P.H.S.  grant. 

If  you  have  been  in  practice  less 
than  that  time,  you  are  still  eligible. 

Dependency  allowance. 

Call:  William  K.  Keller,  M.  D. 
Louisville  General  Hospital 
502-589-4321 
502-582-2211 
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WILLIAM  ALBERT  GRAHAM,  M.D. 

Flemingsburg 

1900-1969 

William  Albert  Graham,  M.D.,  a general  practi- 
tioner from  Flemingsburg,  died  August  23  at  the  age 
of  69.  A 1929  graduate  of  the  Medical  College  of 
Virginia,  Doctor  Graham  was  a member  of  the  Ken- 
tucky Medical  Association  and  the  American  Med- 
ical Association. 


Representatives  of  both  Fayette  and  Jefferson  Coun- 
ty Medical  Societies  were  present  and  discussion 
centered  on  ways  by  which  the  program  could  be 
made  more  attractive  to  the  senior  medical  students. 

The  committee  followed  the  program  format  which 
was  designed  last  year,  which  will  again  bring  the 
seniors  of  both  schools  together  in  a joint  session. 

Sponsored  by  KMA,  this  year’s  presentation  will 
be  the  16th  Annual  Senior  Day  for  the  University  of 
Louisville  and  the  7th  Annual  Program  for  the  Uni- 
versity of  Kentucky. 


JAMES  A.  PAYNE,  M.D. 

Louisville 
1926-  1969 

James  A.  Payne,  M.D.,  died  December  24  at  the 
age  of  43.  A radiologist  at  Louisville’s  St.  Anthony 
Hospital  and  a teacher  at  the  University  of  Louisville 
Medical  School,  Doctor  Payne  was  a member  of  the 
Kentucky  and  Greater  Louisville  Radiological  socie- 
ties and  the  American  College  of  Radiology.  Doctor 
Payne  was  a 1955  graduate  of  the  University  of 
Louisville  Medical  School. 


BEN  WILSON  SMOCK,  M.D. 

Louisville 
1894  - 1970 

Ben  Wilson  Smock,  M.D.,  75,  died  January  1 in 
Louisville.  A 1918  University  of  Louisville  School 
of  Medicine  graduate.  Doctor  Smock  was  active  in 
the  affairs  of  organized  medicine.  A former  KMA 
vice  president  in  1924  and  former  president  of  the 
Jefferson  County  Medical  Society,  Doctor  Smock 
practiced  medicine  on  horseback  in  Muhlenburg 
County  before  returning  to  Louisville  in  1924,  where 
he  practiced  until  his  retirement  in  1955. 


Freedman  Lectures  Planned 

Jerome  Shapiro,  M.D.,  director,  department  of 
radiology,  Boston  City  Hospital,  Boston,  will  de- 
liver the  22nd  Annual  Joseph  and  Samuel  Freedman 
Lectures  in  Diagnostic  Radiology.  The  Lectures  will 
be  held  April  18-19  at  the  University  of  Cincinnati 
College  of  Medicine. 


KMA  Committee  Reports 


Senior  Day  Program  Committee 

Hoyt  D.  Gardner,  M.D.,  Louisville,  Chairman 
KMA  Headquarters  Office  November  20,  1969 

The  KMA  Senior  Day  Program  Committee  met 
recently  to  outline  plans  for  the  1970  Senior  Day 
Program  to  be  held  in  Lexington  on  April  7. 


Hospital  Committee 

James  B.  Holloway,  Jr.,  M.D.,  Chairman 
KMA  Headquarters  Office  December  4,  1969 

At  the  recent  meeting  of  the  KMA  Hospital  Com- 
mittee, a great  deal  of  discussion  centered  on  new 
methods  of  implementing  effective  hospital  utiliza- 
tion review  committees.  A recommendation  was  sent 
to  the  KMA  Board  of  Trustees  which  provides  for  a 
subcommittee  of  the  Hospital  Committee  to  be 
established  to  set  up  a demonstration  program  in 
conjunction  with  Region  15  of  the  Comprehensive 
Health  Planning  Council. 

Other  items  on  the  agenda  included  a review  of 
the  newly  published  Proposed  Revisions  of  Standards 
for  Accreditation  of  Hospitals  and  a discussion  of  the 
low  utilization  of  Kentucky’s  hospital  based  extended 
care  facilities. 


Ulcer 

Re- 

lief! 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  respond  favorably 
to  it.  Specify  DICARBOSIL 
144's  — 144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 
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HERE  ARE 
THE  COLD  EACTS: 


ISOCLOR  promptly  and  effectively  combats 
symptomatic  miseries  of  the  common 
coid  and  influenza 


ISOCLOR  helps  patients  face  the  coid  facts 


ISOCLOR* 


Isoclor  provides  quick,  long  lasting  relief  of  respiratory 
congestion  and  discomfort  brought  on  by  common 
colds,  influenza,  and  allergies.  Isoclor  contains  chlor- 
pheniramine maleate  — one  of  the  most  potent  and 
safest  antihistamines.  And  pseudoephedrine  HCI  — a 
decongestant  bronchodilator  providing  effective  and 
long  lasting  relief  for  the  entire  respiratory  tract.  Both 
v\/ork  to  extend  the  range  of  relief. 

COMPOSITION:  Each  tablet  or  2 teaspoonfuls  of  liquid  contains: 


Chlorpheniramine  Maleate 4 mg. 

Pseudoephedrine  HCI 25  mg. 

Each  ISOCLOR  Timesule  contains: 

Chlorpheniramine  Maleate 10  mg. 

Pseudoephedrine  HCI 65  mg. 


In  a special  pellet  form  providing  both  prompt  and  sustained  effeot. 
INDICATIONS:  For  symptomatio  relief  of  colds,  hay  fever,  allergio 
conjunctivitis,  perennial  rhinitis  of  allergic  origin  and  sinusitis. 
Opens  nasal,  sinus  and  bronchial  passages  orally. 


CONTRAINDICATIONS:  Sensitivity  to  antihistamines  or  sympatho- 
mimetic agents.  Severe  hypertension  or  severe  oardiac  disease. 
PRECAUTIONS:  Use  with  caution  in  patients  suffering  with  hy- 
perthyroidism. Patients  susoeptible  to  the  soporifio  effects  of 
chlorpheniramine  should  be  warned  against  driving  or  operating 
maohinery  should  drowsiness  occur. 


CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
SUPPLIED:  Tablets:  Bottles  of  100  and  1000.  Liquid:  4 oz.  bottles, 
pints,  and  gallons;  Timesules:  Bottles  of  50,  250,  and  1000. 


DOSAGE  AND  ADMINISTRATION 

Tablets 

Liquid 

Timesule 

Adults 

1 q.  4 h. 

2 tsp.  q.  3-4  h. 

1 q.  12  h. 

Children  6-12  years 

1 tsp.  q.  3-4  h. 

40-50  pounds 

%-l  tsp.  q.  3-4  h. 

30-40  pounds 

V2-%  tsp.  q.  3-4  h. 

20-30  pounds 

1/4 -V2  tsp.  q.  3-4  h. 

15-20  pounds 

V8-V4  tsp.  q.  3-4  h. 

HARNAR-STONE  laboratories,  INC. 

QUALITY- RESEARCH-SERVICE 

SUBSIDIARY  OF  AMERICAN  HOSPITAL  SUPPLY  CORPORATION 
Mount  Prospect,  Illinois  60056 
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PROFESSIONAL  LIABILITY  INSURANCE 

a Li(^L  maJ<?  distinction 


V 


'N 


Professional  Protection  Exclusively  since  1899 


LOUISVILLE  OFFICE:  Riley  Lassiter,  Representative 
Suite  260 

Shelbyville  Road  Mall  Office  Center 
400  Sherburn  Lane 

Telephone:  (Area  Code  502)  895-5501 
Mailing  Address:  P.O.  Box  20065,  Louisville,  Kentucky  40220 
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Angles  make  the  letters  look  tipsy.  Squint  at  the  page  at  arm’s  length. 
Then  try  it  at  ten  feet.  Don’t  suffer  from  the  illusion  that  all  glasses  are 
properly  crafted. 

Rely  on  SOUTHERN  OPTICAL  accuracy 


6 convenient 
locations  in  LOUISVILLE 
plus  BOWLING  GREEN 

CHARGE  ACCOUNTS 
INVITEO 


SOUTHERN  OPTICAL  BLOG 
640  S 4th.  between  Broadway  & Chestnut 
MEOICAL  ARTS  BLOG  ' MEDICAL  TOWERS 
Eastern  Parkway  i Floyd  & Gray 

ST  MATTHEWS 

108  McArthur  Or 
CONTACT  LENSES.  640  S 4th 


When  disease  is  ruled  out 
and  psyehie  tension  is  implicated 

\hlllHTl®  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  preseribing,  please  eonsult  eomplete  irrocluct 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints wlrich  are  concomitants  of  emotional  factors; 
psyehoneurotie  states  manifested  hy  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  hy  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvuksants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysartliria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 
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Tepanir  Ten-td^ 

(diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the 'nerves’ 

When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  Inhibitors,  in  potients  hypersensitive  to 
this  drug;  in  emotionoiiy  unstobie  patients  susceptible  to  drug  obuse. 

Warning:  Although  generally  sofer  thon  the  amphetamines,  use  with  great  caution  In 
patients  with  severe  hypertension  or  severe  cordlovasculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  Is  charocferistic  of  sympathomimetic  ogents,  it  may 
occasfonolly  couse  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness,  in  controst,  CNS  depression  has  been  reported.  In  o few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cordio- 
voscu/or  effects  reported  Include  ones  such  os  tochycardia,  precordlol  pain, 
arrhythmia,  palpitofion,  and  increosed  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  mole  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isoloted  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  Include  such  conditions  as  rash, 
urticoria,  ecchymosis,  ond  erythema.  Gastro/ntest/nof  effects  such  os  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  eoch  of  bone  marrow 
depression,  ogranulocytosis,  ond  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  hove  been  reported  by  physicians.  These  Include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyurio. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  loblets:  One  75  mg.  tablet" 
daily,  swollowed  whole,  in  mIdmornIng  (10  a.m.);  TEPANIL;  One  25  mg.  toblet  three 
times  daily,  one  hour  before  meals.  If  desired,  on  odditional  toblet  may  be  given  In 
midevenIng  to  overcome  night  hunger.  Use  In  children  under  12  years  of  age  is  not 
recommended.  t-oo6a  / t/ro  / u.s.  patent  no.  3,oo«,9io 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 
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Lactinex 

TABLETS  & GRANULES 

■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


Lactinex  contains  both  Lactobacillus  acidophilus  and 
L.  hulgaricus  in  a standardized  viable  culture,  with  the 
naturally  occurring  metabolic  products  produced  by 
these  organisms. 

Lactinex  has  been  shown  to  be  useful  in  the  treat- 
ment of  gastrointestinal  disturbances,  and  for  relieving 
the  painful  oral  lesions  of  fever  blisters  and  canker 
sores  of  herpetic  origin.^'^-^.^.s.e.T.s 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on 
request. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


Baltimore,  Maryland  21201 


(LX-DS) 
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1955.  (4)  Quehl,  T.  M.:  Jour,  of  Florida  Acad.  Gen.  Prac.,  75:15-16,  October  1965. 
(5)  Weekes,  D.  J.:  N.Y.  State  .Jour.  Med.,  58:2672-2673,  August  1958.  (6)  Weekes, 
D.  J.:  KENT  Digest,  25:47-59,  December  1963.  (7)  Abbott,  P.  L.:  Jour.  Oral  Surg., 
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He  is  elderly. 
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Kentucky  Medicine  In  The  1970's 


I T became  obvious  in  the  60’s  that  medicine  is  undergoing  a revolutionary 
change  which  will  affect  the  decade  of  the  70’s.  . 

Never  before  has  there  been  such  a widespread  criticism  of  and  resentment  ' 
against  the  health  care  industry.  Problems  related  to  the  ever  accelerating  cost,  j 
availability  of  quality  health  care,  provision  of  prepayment  mechanisms,  and  the  ! 
professional  facilities  and  equipment  shortages  are  but  a few  of  the  items  to  be 
faced  by  medicine  in  the  70’s.  i 

The  public  has  laid  the  increased  cost  of  medical  care  at  the  feet  of  the  physi- 
cian and  has  mistakenly  lumped  professional  medical  care  with  all  health  care 
costs.  It  is  felt  that  through  utilization  and  claims  review,  the  professional  cost  of 
medical  care  can  be  controlled  but  private  insurance  companies  and  our  own  Blue 
Cross-Blue  Shield  must  be  the  leaders  in  the  field  of  the  overall  health  cost  control. 

Quality  health  care  must  be  available  to  more  and  more  people  as  pointed  out  by 
the  youth  of  today.  The  premise  that  “health  care  is  a God-given  right”  is  taken 
as  fact  by  health  planners  and  politicians.  The  demand  for  a National  Health  In- 
surance program  grows  and  such  disparate  interests  as  the  AMA  and  the  United 
Auto  Workers  have  endorsed  the  concept.  Whatever  the  end  product.  National 
Health  Insurance  in  the  70’s  appears  to  be  a certainty  and  it  seems  now  only  a 
matter  of  deciding  how  to  pay  for  it. 

The  role  of  Kentucky  Medicine  in  the  70’s  will  be  discussed  at  the  Interim 
Meeting  at  Kentucky  Dam  Village  State  Park  on  April  8 and  9,  with  Russell  B. 
Roth,  M.D.,  Speaker  of  the  AMA  House  of  Delegates  and  Mr.  J.  Ed  McConnell, 
president  of  Kentucky  Blue  Cross-Blue  Shield  as  two  of  the  principal  speakers. 

You  are  urged  to  attend. 


*This  is  the  third  in  a series  of  articles  written  at  the  request  of  KM  A President  Walter  L. 
Cawood,  M.D. 


David  A.  Hull,  M.D. 
KMA  Vice-President 
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From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  5-68.  This  31 -year-old,  married,  white, 
gravida  III,  para  II,  had  an  E.D.C.  of  July  13, 
1968.  She  gained  20  pounds,  was  RH  positive, 
VDRL  nonreactive.  Two  previous  children  were  born 
nine  and  eight  years  ago,  weighing  6 pounds,  15 
ounces,  and  6 pounds,  9 ounces  at  birth. 

She  was  admitted  to  the  hospital  at  6:45  a.m.  June 
18,  1968,  with  a history  of  vaginal  bleeding.  Vaginal 
examination  revealed  the  membranes  intact,  cervix 
dilated  two  cm.,  blood  pressure  104/74.  At  8:15  a.m. 
she  had  a large  amount  of  bright  red  vaginal  bleeding. 
Her  blood  pressure  was  110/80  and  pulse  was  100. 
Fetal  heart  was  174.  Blood  count  on  admission  re- 
vealed a hemoglobin  of  13  grams,  hematocrit  40  per 
cent.  She  was  observed  closely.  She  had  some  further 
vaginal  bleeding,  but  not  of  a significant  amount. 

The  following  morning  she  was  re-examined  vagi- 
nally  and  the  cervix  was  thinning.  She  had  no  more 
bleeding.  She  had  the  onset  of  regular  contractions 
the  morning  of  the  19th  and  was  medicated  at  10:45 
a.m.  with  50  mgs  meperidine  HCl  intravenously.  At 
11:15  she  had  25  mgs  promethazine  HCl  intramuscu- 
larly, and  another  50  mgs  meperidine  HCl  intra- 
venously at  1:30.  At  this  time  she  was  4 cm.  dilated 
and  cervix  was  thin,  membranes  were  bulging,  fetal 
heart  was  good.  She  was  found  to  be  completely  dilat- 
ed at  2:00  p.m.  and  was  taken  to  the  delivery  room. 
Saddle  block  anesthesia  was  given.  The  membranes 
were  ruptured  artifically  and  she  delivered  a 6 
pound  9 ounce  boy  without  episiotomy.  The  placenta 
separated  intact,  spontaneously,  and  examination  re- 
vealed some  recent  and  old  organized  clots.  The 
cause  of  the  bleeding  was  thought  to  be  a marginal 
sinus  rupture,  since  no  palpable  placenta  had  been 
felt  on  previous  examinations  or  in  labor.  The  blood 
loss  was  estimated  between  250  to  300  cc.  The  cervix 
was  checked,  there  were  no  lacerations.  The  uterus 
was  not  explored,  and  the  patient  was  watched  in 
the  delivery  room. 

Post-partum,  temperature  was  normal.  The  follow- 
ing day,  the  20th,  patient  was  up,  went  to  shower, 
voided,  temperature  was  normal.  Around  9:30  a.m. 
on  the  22nd  of  June,  patient  complained  of  a severe 
headache  and  blindness.  She  screamed  and  had  a 
seizure.  Her  pupils  were  constricted.  Her  respi- 
rations were  shallow,  blood  pressure  120/80,  pulse 
54.  Her  physician  was  called.  She  had  no  verbal  re- 
sponse to  comment  or  stimuli.  Her  pupils  then  were 
observed  to  be  quite  dilated,  pulse  was  80,  respira- 
tions shallow  and  irregular.  Her  respirations  ceased 
at  10:33.  She  received  positive  pressure  oxygen.  A 


neurologist  was  consulted,  and  the  patient  was  trans- 
ferred to  the  intensive  care  unit.  The  neurologist’s 
findings  were  that  of  an  unresponsive  individual, 
pupils  were  widely  dilated,  fixed  to  light;  extremities 
were  flaccid,  no  obtainable  reflexes.  Her  blood  pres- 
sure fluctuated  from  180/100  to  90/60,  her  pulse 
was  strong  and  regular. 

The  impression  was  ruptured  aneurysm  of  the 
basilar  artery,  posterior  cerebral  connection.  Treatment 
consisted  of  maintaining  an  airway,  fluid  administra- 
tion and  control  of  blood  pressure.  Portable  chest  X- 
ray  demonstrated  early  congestive  failure.  Skull  X- 
ray  revealed  the  sella  turcica,  normal.  EKG  was 
read  as  atrial  tachycardia.  Serum  Electrolytes  were 
obtained,  and  sodium,  potassium,  chloride  and  CO2 
were  normal.  The  patient  continued  to  show  no  im- 
provement. Tracheostomy  was  performed,  however, 
she  continued  to  merely  exist  under  the  controlled 
breathing,  and  expired  at  9:03  a.m.  on  June  27,  1968. 

An  autopsy  was  obtained  and  positive  findings  were 
as  follows: 

From  the  area  of  the  base  of  the  brain  stem,  ex- 
tending laterally  to  the  parietal  area,  coagulated  blood 
was  found — 40  cc  involved  the  area  of  the  cerebellum. 
The  cerebellum  lost  its  usual  architecture  and  was  a 
semi-solid  state,  failing  to  show  the  gyrations  or 
markings  of  pressure.  The  brain  stem  was  in  a semi- 
solid state  and  cerebellum  markedly  softened;  the  gyri 
are  flat,  sulci,  shallow,  with  no  appreciable  deviation 
in  the  brain.  The  brain  was  markedly  softened,  spinal 
cord  displayed  area  of  red  discoloration.  On  the  right 
side  1 mm  below  the  origin  of  the  posterior  cerebellar 
artery,  there  was  a 2 x 2 mm  ruptured  aneurysm  in 
the  basilar  artery.  The  uterus  and  cervix  were  normal. 
No  abnormalities  were  present. 

Final  Diagnosis; 

( 1 ) Basilar  artery  ruptured  aneurysmal  hemorrhage. 

(2)  Massive  uecrosis  of  the  pons. 

(3)  Massive  necrosis  of  the  cerebellum. 

(4)  Massive  encephalopathy  of  the  cerebrum. 

(5)  Edema  of  spinal  cord. 

(6)  Pneumonia,  bilateral. 

Comment 

This  maternal  death  was  classified  by  the  Commit- 
tee as  an  indirect  obstetrical  death  with  no  preventa- 
ble factors.  This  was  a hopeless  situation.  According 
to  various  authorities,  ruptured  aneurysms  of  the 
basilar  artery  are  extremely  lethal''  Because  of  her 
stuporous  condition  and  decerebrate  signs,  this  patient 
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was  not  a candidate  for  surgery.  The  life  history  of  a 
ruptured  aneurysm  is  bleak,  whether  or  not  pregnancy 
is  present.  According  to  Drake',  although  it  may  be 
possible  to  shut  off  the  neck  of  the  sac  of  a basilar 
aneurysm  there  is  extreme  danger  to  the  patient  from 
retraction  on  the  temporal  lobe  and  injury  to  the 
group  of  important  tiny  perforating  vessels  which  are 
hidden  behind  the  aneurysm  will  occur.  It  is  his  feel- 
ing that  these  aneurysms  should  be  operated  only  af- 
ter careful  consideration  of  the  risk  to  the  patient. 
He  concludes  by  saying  that  it  might  be  wise  to  re- 
strict operation  to  those  bifurcation  aneurysms  where 
the  sac  is  small  and  projects  forward  and  has  a good 
neck. 

Intracranial  hemorrhage  has  been  found  to  be  a 
more  common  cause  of  maternal  death  than  was  pre- 
viously believed'*.  In  a series  by  Barnes  and  Abbott' 
among  176  maternal  deaths,  36  were  caused  by  cere- 
bral complications.  Seventeen  of  the  36  were  the  re- 
sult of  intracranial  hemorrhage.  Eastman*’  quotes  the 
Minnesota  mortality  statistics  during  the  decade  1950 
to  1959,  the  number  of  deaths  of  pregnant  women 
from  cerebral  hemorrhage  was  approximate  to  that 
from  cardiac  disease.  The  obstetric  problem  concerns 
the  management  and  delivery  in  the  minority  of 
the  women  who  survive  these  catastrophes.  Current 
opinion  would  favor  Cesarean  section  for  delivery 
when  the  diagnosis  has  been  made.  Certain  authors’-  6 
indicate  that  when  cerebral  hemorrhage  occurs  short- 
ly before  or  early  in  pregnancy,  therapeutic  abor- 
tion is  indicated. 


References 


1.  Drake.  C.G. : .Surgical  Treatment  of  Ruptured  Aneurysms 
of  the  Basilar  Artery.  J.  Neurosurgery  23:457.  1965. 

2.  Griffen,  W.O.,  Jr..  Dilts,  P.V.,  Jr.,  and  Roddick.  J.W.. 
Jr.:  Non-Obstetric  Surgery  During  Pregnancy.  Current  Problems 
in  Surgery  Year  Book  Medical  Publications.  Chicago.  November 
1969. 

3.  Eastman.  N.J..  and  Heilman.  L.M..  Williams.  Obstetrics, 
Thirteenth  Edition.  Appleton-Century-Crofts.  New  York.  Page 
lift. 

4 Barnes.  J.L..  and  Abbott.  K.H.:  Cerebral  Complications 
Increased  During  Pregnancy  and  the  Puerperium.  California  Med. 
91:237.  1959. 

5.  Gomberg.  B.:  Spontaneous  Subarachnoid  Hemorrhage  in 
Pregnancy  not  Complicated  by  Toxemia.  Am.  ].  Obst.  & Gynec. 
77:430.  1959. 


PHYSICIAN  NEEDED 
in 

Hodgenville,  Kentucky 

Office  Space  Available 
Placement  on  Hospital  Staff 
can  be  arranged 
Income  generated  by  116  bed 
Nursing  Home 
(enough  to  sustain  physician 
for  the  first  year) 

IF  INTERESTED  WRITE  OR  CALL: 

Dr.  J.  D.  Handley  — 358-3829 
or 

Mr.  Carl  Howell,  Jr.  — 358-3626 


LEASING 

TAILORED  FOR 

Doctors! 

The  quickest,  easiest, 
most  economical  way  to 
acquire  a car. 

Conserve  your  precious  time 
and  keep  your  cash! 

Let  us  do  your 
Car  shopping  for  you! 

(Any  make  or  model) 


WE  ALSO  LEASE 
Medical  & Surgical  Equipment 
and  Office  Furnishings 


Why  Make  a Capital  Investment? 

General 

LEASING 

CORPORATION 

A DIVISION  OF  KOSTER-SWOPE,  INC. 

3712  FRANKFORT  AVENUE 
Louisville — St.  Matthews 


897-1641 


895-2451 


138 


Fast.„long-lasting 
relief  of  aches 
and  pains  4 

of  colds  and  flu 


with  the  unique 

timed-reiease 

aspirin 

Double  strength  Measurin  timed-release  aspirin 
offers  a new  kind  of  control  for  your  patients  with  coid 
and  flu  discomforts.  In  each  10-grain  tablet  are  over 
6,000  microscopic  reservoirs  that  release  aspirin  at  a 
controlled  rate— some  right  away  and  some  later 
on.  This  means  fast  relief  of  symptoms, 
followed  by  hours  of  comfort.  Throughout 
the  day,  Measurin  gives  your  patients 
freedom  from  a 4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sieep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Measurin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in 
24  hours.  For  maximum  nighttime  pain  relief. 


THE  INSURANCE  PAGE 


Peer  Review 


Following  the  Norman  Conquest,  the 
successors  to  William  the  Conqueror 
maintained  an  absolute  monarchy  in  Eng- 
land until  1215  A.D.  The  King,  his  appointed 
officials,  or  foreign  mercenaries,  had  power  of 
personal  judgement  over  all  English  subjects. 
The  barons  and  other  land  holders  in  turn  had 
judgement  over  all  tenants. 

In  1215,  at  Runnymede,  under  threat  of 
Civil  War,  the  barons  and  clergy  forced  King 
John  to  sign  the  Magna  Charta.  All  peoples  in 
the  English  speaking  tradition  still  cherish  the 
liberties  granted  by  the  Magna  Charta.  Among 
other  freedoms  was  “Judgement  by  His  Peers”. 
The  English  word  “peer”  in  this  case  comes 
from  the  Latin  par,  which  means,  “equal.” 

Today,  we  take  judgement  by  our  peers  to 
be  granted,  yet  some  physicians  have  been  a 


little  reluctant  to  establish  peer  review  com- 
mittees. The  delay  seems  to  have  been  unusual- 
ly long.  When  third  parties  are  paying  medical 
fees,  it  is  inevitable  that  someone  will  review 
charges  and  medical  records.  If  it  is  not  a 
local  peer  review  committee,  it  will  be  a state- 
wide peer  review  committee,  which  will  not  be 
familiar  with  local  standards  and  customs,  and 
if  not  this,  review  may  be  by  “Appointed  Of- 
ficials, or  Foreign  Mercenaries”. 

All  County  Medical  Societies  of  appropriate 
size  are  encouraged  to  form  local  peer  review 
committees  to  facilitate  disputed  third  party 
claims. 


Lewis  Dickin.son,  M.D. 
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unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Amlnophylllne,  195 
mg.  Indications:  For  the  prevention  ond  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps.  Including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  Is  contraindi- 
cated In  pregnancy  because  of  Its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Amlnophylllne  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  If  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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Qumamm 

(quinine  sulfate  260  mg.,  amlnophylllne  195  mg.) 


Specific  therapy  for  night  leg  crannps 


Trichomonads... Monilia.. .Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 


Monilia  emerging  as  a major  therapeutic  problem  — 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives,'''*  broad-spectrum  antibiotics^'’  and  prolonged  use  of  corticosteroids.^ 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.’'' 


Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/ cervicitis  and  vaginal  surgery. 


Easy  as  AVC 

Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topical  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
travaginally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories— Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L.:  J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  S.:  Arch. 
Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J,,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196:731,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S.i  Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L,:  Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 
proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10,  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
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AVC 


^ncAXA  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
V-KCA/V\  15.0%,  allantoin  2.0%) 


SUPPOSITORIES 


(aminacrine  hydrochloride  0.014  Gm.,  sulfanilamide 
1.05  Gm.,  allantoin  0.014  Gm.) 


TRADEMARK : A V C 


AV.9I9A  7/69 


Link  in  the  Chain 
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Dear  Sir: 


A Kindly  Meant  Question 


c 

i 

0 

c 
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How  would  you  feel  if  some  friendly  damsels  offered  to  our  mutual  profession 
eight  registered  nurses,  one  physical  therapist,  one  X-ray  technician  and  one 
laboratory  technician?  A pretty  neat  package.  Er  what? 

With  equal  mixtures  of  pride  and  joy  we  in  WA-KMA  confess,  we  did  it.  Here’s 
how  it  works.  The  Health  Career  Recruitment  and  Loan  Committee  has  been 
one  of  the  enthusiasms  of  your  Auxiliary  for  many  years.  Applications  are  accepted 
from  February  to  April  for  a $1,000  loan.  Any  Kentucky  high  school  graduate  is 
eligible.  The  recipient  must  agree  to  attend  an  approved  Kentucky  Health  Career 
school.  To  those  who  graduate  from  such  schools,  the  loan  is  interest  free.  (How’s 
that  for  inflationary  and  soaring  interest  rates?) 

After  a thorough  investigation  of  available  loan  funds  for  Health  Careers, 
the  results  have  stimulated  us  in  our  efforts.  There  is  a great  lack  of  monies  but 
a great  reserve  of  talents  and  motivation  for  others  who  do  not  otherwise  qualify 
for  scholarships. 

So  you  see,  we  take  pride  and  enjoy  a feeling  of  warmth  in  having  been  able 
to  help  you,  our  hospitals  and  our  Kentucky  graduates  with  these  strengths.  Most 
of  all  we  are  proud  of  every  one  of  these  young  people  who  we  have  financially 
helped  “join  the  team.”  Now  you  see,  “we  have  been  involved  in  health  careers.” 

We  now  want  you  to  alert  your  local  youth  to  avail  themselves  of  our  program  so 
that  independent  quality  health  care  can  be  available.  In  other  words,  when  all 
of  us  together  WILL  AVAIL,  BETTER  HEALTH  CARE  WILL  PREVAIL. 


Mrs.  Hoyt  D.  Gardner,  President 
Woman’s  Auxiliary  To  KMA 
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Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


When  mixed  as  directed, 
each  5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 


1^  When  mixed  as 
f directed,  each  cc. 

will  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 


ach  5 cc.  contain 
rythromycin  estolate 
quivalent  to  125  mg. 
rythromycin  base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  126  mg, 
erythromycin  base. 


Each  Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


10 


USii 


The  many 
forms  I 

of  llosone^ 

Erythromycin  Estolate 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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The  Story  of  Intussusception 
in  an  Area  of  750,000  People! 

Heknard  J.  Schoo,  M.D. 

Louisville,  Kentucky 


Intussusception  occurs  in  older  children 
and  the  mortality  rate  is  high  when  all 
cases  from  a large  community  are  com- 
pared to  published  statistics  from  large 
pediatric  centers. 

The  purpose  of  this  paper  is  to  compare 
the  statistics  of  intussusception  as  han- 
dled by  all  the  hospitals  in  a large  com- 
munity with  those  recorded  in  the  literature 
from  major  pediatric  centers  where  a prepon- 
derance of  infants  and  younger  children  are 
managed.  The  literature  is  very  consistent 
and  emphasizes  that  80-90  per  cent  of  these 
patients  are  under  two  years  of  age,  10-12  per 
cent  have  an  anatomic  abnormality  and  the 
mortality  rate  has  decreased  to  one  to  three 
per  cent^’  ®.  More  and  more  authors  are 

recommending  diagnosis  and  treatment  by 
barium  enema  with  a 40-60  per  cent  cure  and 
no  mortality^’ 

Material 

This  is  a review  of  the  proved  cases  of 
childhood  intussusception  from  all  the  hos- 
pitals in  the  metropolitan  area  of  Louisville 
from  July  1,  1953  to  July  1,  1969.  The  popu- 
lation of  this  area  is  750,000.  The  records  of 
160  patients  were  obtained  from  record  rooms, 
x-ray  department  . . urgery  departments  and 
pathology  departn-ents. 


^Presented  at  the  Kentucky  Chapter,  American  Col- 
lege of  Surgeons  meeting  in  Louisville,  Kentucky, 
September  25,  1969 
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Etiology  and  Types 

The  etiologic  pathology  in  this  series  con- 
forms to  the  expected.  There  were  10  Meckel’s 
diverticula,  four  small  bowel  polyps,  two  dupli- 
cations and  two  lymphomas,  which  together 
comprised  11  per  cent  of  the  entire  group. 
One  of  these  patients  with  a Meckel’s  divertic- 
ulum died.  (TABLET) 

TABLE  I 

ETIOLOGY  IN  160  PATIENTS 

Meckel's  Diverticulum  1® 

Ileal  Polyp  ^ 

Duplication  of  Ileum  ^ 

Lymphosarcoma  ^ 

The  types  of  intussusception  were  classified 
for  simplicity  into  13  small  bowel  (8.1  per 
cent),  145  ileo-colic  (90.6  per  cent),  and 
two  colo-colic  (1.3  per  cent)  and  this  con- 
forms to  the  expected.  One  small  bowel  in- 
tussusception and  seven  of  the  ileo-colic  in- 
tussusceptions died.  (TABLE  II) 

The  seasonal  incidence  is  as  expected  and 
requires  no  further  comment.  (TABLE  III) 

The  greatest  variation  from  the  expected 
was  the  age  incidence.  (TABLE  IV)  This 
is  probably  because  pediatric  hospitals  attract 
the  very  young  infant  with  abdominal  pain 
but  an  older  child  is  operated  upon  in  any 
community  hospital.  In  this  series  41  per  cent 
were  older  than  two  years  and  this  is  the 
highest  per  cent  of  any  series  I have  en- 
countered. This  might  be  due  to  the  fact  that 
cases  were  included  from  every  community 
hospital,  many  of  which  admit  no  infants. 
This  difference  in  expected  age  is  emphasized 
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SO  the  clinician  will  not  eliminate  the  diagnosis 
on  the  basis  of  age  alone. 

TABLE  II 


TYPES  OF  INTUSSUSCEPTION 


Clinical  Manifestations 

The  chief  complaint  of  pain  and/or  vomit- 
ing did  not  vary  from  the  expected,  but  the 
fact  that  a mass  was  palpated  in  the  abdomen 
of  only  48  per  cent  of  the  cases  is  far  below 
other  reported  series  of  75-85  per  cent®-  ®. 
(TABLE  V)  Blood  was  present  in  the  stool 
in  only  43  per  cent  of  these  cases  as  com- 
pared to  twice  that  usually  recorded.  This 
should  mean  that  these  cases  are  being  diag- 
nosed and  treated  sooner  than  average  but 
the  fact  that  a mean  of  43  hours  elapsed 
before  treatment  in  this  group  belies  this  sug- 
gestion. Forty-three  hours  is  slightly  longer 
than  other  series  report  but  this  is  a very  am- 
biguous and  difficult  statistic  to  gather.  In 
this  series  it  is  the  time  estimated  to  be  the 
vague  onset  of  symptoms  to  the  time  anesthe- 
sia was  begun  or  the  intussusception  reduced 
in  x-ray.  As  most  authors  stress  and  this  report 
indicates,  it  is  a rare  patient  who  dies  if  treat- 
ment is  begun  in  less  than  24  hours  from  the 
onset  of  the  symptoms. 

Barium  enema  was  done  in  71  per  cent  of 
these  cases  and  21  per  cent  were  successfully 
cured.  (TABLE  VI)  No  case  could  be  found 
where  it  was  thought  that  the  x-ray  department 
contributed  to  a mortality.  It  is  known  in  this 


locale  that  the  roentgenologists  have  not  at- 
tempted to  reduce  intussusception  with  vigor 
and  yet  30  per  cent  of  all  patients  receiving 
barium  enema  had  the  intussusception  re- 
duced. Many  centers  advocating  this  method 
of  treatment  report  40-50  per  cent  cure  with- 
out surgery'-  -•  The  only  contraindication  is 
based  on  the  severity  and  not  the  duration  of 
the  child’s  illness.  It  is  my  belief  that  a 
barium  enema  should  be  done  immediately 
for  an  attempted  cure  in  all  cases  except  the 
extremely  ill.  The  technique  of  the  barium  ene- 
ma is  recorded  in  other  articles'’- 

Treatment 

Surgery  was  performed  on  138  of  these 
patients,  of  which  34  or  25  per  cent  had  a 
bowel  resection  for  either  a pathologic  entity 
or  jeopardized  bowel.  (TABLE  VII)  Two  ad- 
ditional patients  were  not  operated  upon  and 
died  in  less  than  18  hours  after  admission  to 
the  hospital. 

It  might  be  well  to  mention  a few  interesting 
patients.  Two  had  recurrence  weeks  later  after 
reduction  by  barium  enema,  one  due  to  a 
Meckel’s  diverticulum  and  the  other  had  no 
known  etiology.  This  latter  patient  had  two 
reductions  by  barium  enema  and  later  a reduc- 
tion and  appendectomy  and  still  later  a fourth 
intussusception  reduced  by  surgery.  One  pa- 
tient had  an  ileo-colic  intussusception  extend- 
ing to  the  anus.  One  patient  had  a Swenson 
pull-through  procedure  and  seven  days  later 
had  a small  bowel  intussusception  surgically 

TABLE  111 


SEASONAL  INCIDENCE 
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TABLE  IV 


AGE  INCIDENCE 


Paf  ients 


Months Years 


corrected.  One  patient  had  an  ileo-colic  in- 
tussusception reduced  surgically  and  a milk 
bezoar  removed  from  the  stomach  incidentally. 

TABLE  V 


CLINICAL  MANIFESTATIONS 


Chief  Complaint — Pain 

69% 

Palpable  Mass 

48% 

Blood  in  Stool 

43% 

WBC  Below  12000 

58% 

Definite  Etiology 

11  % 

Hours  Before  DX 

43 

Days  in  Hospital 

6.2 

Mortality  (8) 

5% 

Mortality 

The  overall  mortality  rate  is  five  per  cent 
and  the  treatment  mortality  is  three  per  cent. 
(TABLE  VIII)  It  is  important  to  note  that 
all  deaths  except  one  had  a bowel  resection, 
all  except  one  had  a bloody  stool  and  all  ex- 
cept one  had  symptoms  longer  than  24  hours. 
This  last  patient  (G)  had  a normal  barium 
enema  but  an  upper  G.  I.  series  showed  a 
“coil  spring”  in  the  small  bowel.  He  had  a 
necrotic  retrograde  intussusception  of  the  mid 
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small  bowel  resected,  followed  by  a suture 
line  leak,  multiple  fistulae  and  death  many 
procedures  and  months  later.  He  was  the  only 
patient  to  receive  an  upper  G.  I.  series  and  the 
only  retrograde  intussusception.  A larger  re- 
section or  a different  anastomosis  might  have 
saved  his  life.  Case  C was  admitted  at  eight 
days  of  age  for  diarrhea  and  vomiting.  He 
remained  in  poor  condition  for  36  days  and 
then  two  days  prior  to  surgery  had  bloody 
stools  and  vomited  again.  A barium  enema 
proved  the  intussusception.  He  was  given 
blood  and  electrolytes.  Necrotic  bowel  was 
resected  and  he  died  the  same  day.  Case  D 
was  difficult  to  analyze  and  it  may  be  pre- 
sumptuous to  assume  that  he  died  of  over- 
hydration. An  ileo-colic  intussusception  was 
reduced  and  a Meckel’s  diverticulum  and  ap- 
pendix removed.  He  received  “100  ccs.  of 
fluids/lb.  next  24  hours”  as  ordered  until  he 
died  72  hours  later.  Better  post-operative  care 
may  have  saved  his  life.  Case  E was  an  error 

147 


Intussusception — Schoo 


in  diagnosis.  An  appendectomy  was  done  on 
the  day  of  admission  (the  pathology  report 
was  “normal  appendix”)  and  his  symptoms 
persisted.  Two  days  later  an  exploratory  lapar- 
otomy revealed  a necrotic  ileo-ileal  intussus- 
ception which  was  resected  and  he  died  two 
days  later.  Careful  exploration  at  the  first 
surgery  may  have  saved  his  life.  Case  F had 
diarrhea  and  vomiting  for  five  days  and  a 
fever  of  103.  He  was  taken  to  surgery  almost 
immediately  in  poor  condition  and  died  one 
hour  later  in  the  recovery  room.  Better  pre- 
operative  care  may  have  saved  his  life. 


TABLE  VI 


X-RAY  DATA 

PATIENTS 

PER  CENT 

Diagnosis  by  BA  Enema 

114 

71 

BA  Enema  Not  Done 

46 

29 

Reduced  in  X-Ray — No  Surg. 

22 

14 

Reduced  in  X-Ray — Surgery 

12 

7.5 

Not  reduced  by  BA  Enema 

81 

50 

TABLE  VII 

TREATMENT  OF  160  PATIENTS 


Reduced  by  BA  Enema — No  Surgery  22 

Reduced  in  Surgery — Appendectomy  71 

Reduced  in  Surgery — No  Appendectomy  1 8 

Found  reduced — Appendectomy  1 6 

Bowel  Resection  34 

No  Surgery  2 


Discussion 

In  conclusion  a few  facts  were  obtained 
from  this  series  which  might  be  helpful.  Surgi- 
cal technique,  pre-operative  and  post-opera- 
tive care  were  believed  the  cause  of  four 
deaths.  Symptoms  longer  than  24  hours  or 
bloody  stools  or  patients  requiring  bowel  re- 
sections all  denote  a high  mortality.  The 
WBC  is  of  no  significance.  Many  patients 
were  admitted  with  other  suspected  diagnosis 
such  as  appendicitis,  vomiting,  diarrhea,  men- 
ingitis or  abdominal  pain  which  delayed  the 
correct  diagnosis  and  treatment.  Some  pa- 
tients were  hospitalized,  sent  home  and  re- 


admitted a day  or  two  later  which  increased 
their  morbidity  and  hospital  stay.  It  is  to  be 
remembered  that  intussusception  occurs  com- 
monly over  two  years  of  age.  A diagnosis 
should  be  made  as  quickly  as  possible  by  a 
barium  enema  at  any  time  during  the  day  or 
night.  With  proper  technique  this  alone  should 
cure  nearly  half  of  the  patients.  Considering 
that  this  group  of  patients  was  operated  on  at 
a variety  of  community  hospitals  by  a variety 
of  general  surgeons,  a mortality  rate  of  three 
per  cent  is  better  than  anticipated  but  certainly 
should  be  improved. 

Summary 

All  cases  of  intussusception  from  a met- 
ropolitan area  of  750,000  people  are  re- 
viewed and  compared  to  other  series  from 
pediatric  centers.  The  deaths  are  discussed  in 
detail.  Treatment  with  barium  enema  is  ad- 
vocated as  the  safest  and  simplest  with  the 
least  morbidity  and  mortality. 
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TABLE  VIII 


DEATHS 


Case 

Age 

Chief 

Complaint 

Mass 

Temp 

Bled 

WBC 

Cond 
On  Adm 

Length 
Of  Symp 

Hosp 

Days 

BA 

Enema 

Surgery 

A 

2 

Mo. 

Diarrhea 

Yes 

100 

Yes 

7700 

Term 

3 

days 

1 

No 

Bowel  Resect 

B 

5 

Mo. 

Vomiting 

No 

101.6 

Yes 

8100 

Term 

3 

days 

% 

No 

None-Autopsy 

C 

6 

Wk. 

Diarrhea 

No 

99 

Ye« 

10400 

Poor 

2 

days 

38 

Yes 

Bowel  Resect 

D 

6 

Mo. 

Vomiting 

No 

101 

Yes 

8300 

Good 

2 

days 

4 

Yes 

Bowel  Resect 

E 

3 

Yr. 

Pain 

Yes 

99 

No 

9050 

Good 

1 

day 

5 

No 

Bowel  Resect 

F 

4 

Mo. 

Diarrhea 

No 
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Polymorphous  Eruption  with  Arthritis 

Ullin  W.  Leavell,  M.D.*,  J.  William  Hollingsworth,  M.D.**  and 

Louis  D.  Dubilier,  M.D.*** 

Lexington,  Kentucky 


A 17 -year-old  white  female  has  been 
studied  whose  problem  was  characterized 
by  1-f  different  cutaneous  lesions,  arthritis, 
stomatitis  and  elevated  temperature.  We 
feel  that  this  new  syndrome  is  best  called 
polymorphous  eruption  with  arthritis. 

The  purpose  of  this  report  is  to  describe 
a patient  with  an  unusual,  possibly 
unique  combination  of  skin  lesions  as- 
sociated with  proliferative  arthritis.  The  term 
polymorphous  eruption  was  chosen  1 ) to  de- 
fine this  disorder  because  no  one  other  ex- 
pression could  characterize  the  many  different 
cutaneous  lesions  which  developed;  and  2)  to 
distinguish  it  from  other  disease  entities.  Dur- 
ing the  period  of  observation,  approximately 
20  different  skin  lesions  developed  and  some 
manifested  a peculiar  response  to  steroid 
therapy  in  the  form  of  deep  ulcers.  The  latter 
most  closely  resembled  pyoderma  gangre- 
nosum but  differed  in  that  there  were  many 
lesions  of  other  varieties  as  well  as  many 
mucous  membrane  lesions,  and  they  apparently 
constituted  a response  to  steroid  therapy.  The 
associated  arthritis  could  not  be  classified  as 
rheumatoid  or  any  other  classic  type. 

Report  of  a Case 

The  patient  was  a 17-year-old  white  female 
who  entered  the  University  of  Kentucky  Med- 
ical Center  one  year  after  the  onset  of  an 
itching  eruption  which  started  as  small  blisters 
on  her  arms  and  legs  and  was  associated 
with  bilateral  knee  pain.  Subsequently,  the 
rash  spread  to  involve  her  entire  skin  surface 
and  the  joint  pain  affected  her  wrists,  fingers, 
elbows,  ankles  and  feet.  Six  months  prior  to 
admission,  she  was  hospitalized  for  “septice- 
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mia”  and  was  treated  with  penicillin  for  1 1 
days.  During  the  four  months  prior  to  ad- 
mission, she  was  treated  with  Erythrocin  and 
Kantrex  capsules.  She  became  bedridden  two 
weeks  prior  to  hospitalization  because  of 
weakness,  joint  pain  and  draining  skin  lesions. 
She  had  lost  28  lbs.  of  weight  and  developed 
severe  dental  caries  during  the  one  year  illness. 
Sixteen  months  prior  to  admission  she  had 
delivered  a normal,  healthy  infant.  There  was 
no  history  of  an  abnormality  of  any  other  body 
system. 

Physical  examination  revealed  a well-de- 
veloped, thin  female  with  normal  vital  signs 
who  was  continuously  scratching  her  arms  and 
legs.  Hundreds  of  red  papules  (EIG.  la)  vary- 
ing between  two  and  three  mm.  in  diameter, 
were  present  over  the  skin  of  the  torso  and 
upper  and  lower  extremities.  Six  tender,  red, 
cutaneous  nodules  (FIG.  lb),  varying  be- 
tween two  and  four  cm.  in  diameter,  were 
seen  on  the  legs,  feet,  sacrum  and  iliac  crest. 
Her  fingers,  wrists,  elbows,  knees  and  ankles 
showed  marked  arthritis  with  effusions,  erythe- 
ma, tenderness  and  “doughy”  thickening  of 
periarticular  tissues  (FIG.  2f).  Extensive  den- 
tal caries  were  present  (FIG.  2e).  The  re- 
mainder of  the  physical  examination  was  with- 
in normal  limits. 

Laboratory  data  included  a hemoglobin  of 
12.3  gms.  per  100  cc.,  hematocrit  of  35  per 
cent,  and  a white  blood  cell  count  of  5,400 
per  cubic  milliliter  with  a normal  differential. 
Urinalysis  and  blood  cultures  were  negative. 
Serum  electrolytes,  protein  concentration,  and 
serum  electrophoresis  were  within  normal  lim- 
its as  were  fasting  blood  sugar,  bromide  and 
iodide  concentrations,  antistreptolysin-O  titer, 
and  latex  test  for  rheumatoid  factor.  No 
cryoglobulins  were  identified.  Throat  culture, 
darkfield  examination  of  ulcers,  stool  examina- 
tion for  ova  and  parasites,  and  tuberculin  and 
histoplasma  skin  tests  were  negative.  Culture 
of  the  skin  lesions  yielded  coagulase  positive 
Staphylococcus  aureus  and  Pseudomonas 
aeruginosa,  both  of  which  were  sensitive  to 
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penicillin,  erythromycin,  and  chloramphenicol. 
Anaerobic  cultures  were  negative.  Roentgeno- 
graphic  examination  of  the  chest,  intestinal 
tract,  and  joints  was  negative. 

Course 

During  the  first  month  after  admission  the 
patient  continued  to  have  intense  pruritus  fol- 
lowed within  two  or  three  hours  by  a papular 
and  vesicular  cutaneous  eruption  for  which 
saline  compresses  were  applied.  The  papules 
were  erythematous  and  varied  between  two 
and  three  mm.  in  diameter;  they  were  dis- 
tributed over  the  torso,  arms  and  legs.  The 
vesicles  were  of  two  types.  Eight  to  10  clear, 
two  to  three  mm.  vesicles  on  non-erythematous 
bases  (FIG.  le)  were  distributed  over  the 
sides  of  the  fingers  and  torso.  Ten  to  15 
similarly  sized  hemorrhagic  vesicles,  from 
which  serosanguineous  material  could  be  ob- 
tained by  puncture  were  located  around  the 
fingernails  and  toenails. 

A variety  of  other  lesions  developed  dur- 
ing the  latter  part  of  the  month.  These  in- 
cluded 4 purple  bullae  (FIG.  If),  1.5  to  2.0 
cm.  in  diameter,  over  the  dorsal  aspect  of  the 
toes;  about  10  similar  sized  papulosquamous 
lesions  (FIG.  la)  scattered  over  the  torso; 
eight  annular  lesions,  about  two  cm.  in  diameter, 
with  clear  centers  and  erythematous  peripheries 
over  the  abdomen  and  back;  four  similar  sized 
bulls-eye  lesions  (FIG.  lb)  with  dark  purple 
centers  surrounded  by  erythematous  rings  over 
the  thighs;  five  smaller  erythematous  target 
lesions  (FIG.  la)  with  dark  purple  centers 


over  the  torso;  15  to  20  purpuric  lesions  (FIG. 
Id),  measuring  0.3  to  1.0  cm.  in  diameter, 
over  the  feet  and  legs.  On  the  feet,  lower 
third  of  the  legs,  sacrum  and  iliac  crest  were 
six  erythematous  slightly  elevated  nodules  of 
2.0  to  3.0  cm.  in  size  (FIG.  lb),  some  of 
which  contained  several  sinuses  from  which 
pus  and  serosanguineous  material  exuded. 

During  the  fourth  week  after  admission,  the 
eruption  spread  rapidly  to  involve  her  scalp 
and  more  than  1 00  excoriated  one  to  two 
mm.  papules  (FIG.  Ic)  developed.  At  the 
same  time  she  developed  about  25  painful 
superficial  three  to  four  mm.  buccal  ulcers 
(FIG.  2e)  covered  with  a gray  exudate,  a sore, 
red,  tender  tongue  with  elevated  papillae,  a 
low  grade  fever  up  to  101°  F.,  and  a leukocy- 
tosis of  33,000  white  blood  cells  per  cu.  mm. 
The  cutaneous  lesions  continued  to  form  and 
she  was  started  on  Deltasone  tablets,  15  mg., 
four  times  daily. 

Within  two  days  after  beginning  the  steroid 
therapy,  there  was  a reduction  of  the  pruritus 
and  within  seven  to  10  days,  the  hundreds  of 
smaller  lesions  healed,  leaving  atrophic,  de- 
pigmented  areas  surrounded  by  hyperpig- 
mented  borders  (FIG.  2d).  Some  healed 
lesions  left  irregular  depressed  scars.  The 
original  nodules  followed  a different  course 
after  steroids.  Within  24  hours  they  developed 
a bluish  red  border  measuring  5 to  8 mm.  in 
width  (FIG.  2a).  Within  three  days  the  centers 
of  these  lesions  became  black  and  gangrenous 
(FIG.  2b).  The  central  zones  then  shrunk 
and  separated  from  the  surrounding  skin  in 


FIG.  1 (a)  Papules,  papulosquamous  and  target  lesion,  lb)  Large  nodule  with  draining  sinuses  and  target  lesion.  Id 

Multiple  nodules,  vesicles  and  excoriated  papules. 


FIG.  1 Id)  Pupuric  lesions,  le)  Clear  vesicles  on  nonerythematous  base.  If)  Hemorrhagic  bulla,  1.5  cm.  in  diameter. 
Figures  la-f  were  taken  prior  to  steroid  therapy. 
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approximately  10  days,  leaving  ulcers  with 
rolled  borders  and  serosanguineous  fluid  ex- 
uding from  their  bases.  Three  weeks  after  the 
start  of  Deltasone  therapy,  the  ulcers  became 
deeper  with  tendons  visible  in  the  base  of  the 
ulcer  on  the  dorsum  of  the  right  foot  and 
muscle  in  the  ulcer  (FIG.  2c)  on  the  right 
calf.  These  ulcers  were  extremely  tender,  be- 
ing sensitive  even  to  air. 

Six  weeks  after  beginning  steroid  therapy, 
zinc  peroxide  suspension  was  applied  to  the 
ulcers  daily,  the  dental  caries  were  treated  and 
the  patient  was  begun  on  sulfapyridine,  0.5 
mg.,  four  times  a day.  The  ulcer  on  the  right 
foot  began  to  heal  within  four  days,  granulation 
tissue  being  evident  at  its  base.  In  approxi- 
mately three  months,  all  the  ulcers  healed 
progressively  and  the  skin  returned  to  a nearly 
normal  condition. 

Histopathology 

Biopsies  from  several  different  types  of  skin 
lesions  taken  before  the  institution  of  Predni- 
sone therapy  demonstrated  variable  histopath- 
ologic changes. 

A vesicular  lesion  demonstrated  a subcorneal 
vesicle  containing  blood  and  acantholytic  cells, 
spongiosis  and  slight  disorganization  of  papil- 
lary dermis  with  scattered  polymorphonuclear 
leukocytes  which  also  involved  the  wall  of 
contained  capillaries.  Another  vesicle  was  es- 
sentially similar  to  this  but  exhibited  more 
acute  inflammatory  exudate  (FIGS.  3 & 4). 


Hollingsworth  and  Dubilier 

A pearly  papule  demonstrated  similar  but 
irregular  subcorneal  clefts  with  marked  poly- 
morphonuclear exudate  forming  a cone-shaped 
area  with  the  base  toward  the  skin  surface. 
Included  in  this  area  were  thrombi  in  some 
small  vessels  (Chart  1). 

Two  nodules  demonstrated  hyperkeratosis, 
focal  parakeratosis,  irregular  acanthosis  and 
patchy  subepidermal  cleavage.  The  superficial 
dermis  abutting  the  epidermis  showed  chronic 
inflammation  with  lymphocytes  and  a promi- 
nent histiocytic  response  associated  with  multi- 
nucleated  cells  containing  blue  and  red  curled 
fibers  which  stained  as  elastic  tissue  with 
special  stains.  There  appeared  to  be  a greater 
concentration  of  inflammatory  cells  about 
small  vessels  (FIG.  5).  The  deeper  dermis 
and  subcutis  were  unremarkable. 

A papulosquamous  lesion  from  the  toe  dem- 
onstrated a layer  of  parakeratosis  deep  to 
which  a loose  keratin  layer  showed  some 
cleavage.  Beneath  this  was  a prominent  gran- 
ular cell  layer  and  slight  acanthosis,  irregular 
slight  papillomatosis,  and  slight  perivascular 
chronic  inflammation. 

Results 

It  was  difficult  to  determine  whether  there 
was  any  consistent  natural  progression  of  le- 
sions from  one  stage  to  another.  The  primary 
lesions  appeared  to  be  either  pruritic  erythe- 
matous papules  or  vesicles  which  progressed 
to  bullous,  papulosquamous  or  bulls-eye  lesions 


FIG.  2 (a I Purple  border  developing  around  nodule,  (b)  Gangrenous  plug  surrounded  by  moat  filled  with  serosangu- 
ineous fluid.  Ic)  Ulcer  with  underlying  muscle  visible.  Zinc  peroxide  suspension  surrounds  the  lesion. 


FIG.  2 (d)  Small  scar  with  atrophic  center  and  hyperpig mented  border.  Figures  2a-d  were  taken  following  steroid 
therapy.  Note  many  small  healed  lesions  in  Figure  2d.  Large  ulcers,  however,  increased  in  size  during  time  patient 
was  on  steroids,  le)  Many  small  ulcers,  0.2  to  0.4  cm.  in  diameter,  over  mucous  membrane  to  lower  lip. 
(fl  Swelling  of  interphalangeal  joints,  erythematous  macules  over  hand. 
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FIG.  3 Photomicrograph  of  a vesicle  showing  subcorneal 
cleavage  and  containing  proteinaceous  fluid  and 
exudate.  Note  subepidermal  acute  inflammation. 
(Hematoxylin  and  Eosin  x160) 

in  several  days,  nodules  in  about  10  days,  and 
draining  sinuses  in  about  14  days.  The  path- 
ologic counterparts  of  some  of  these  various 
lesions  in  their  earliest  phases  were  subcorneal 
and  subepidermal  vesicles  with  an  associated 
variable  dermalepidermal  neutrophilic  exudate. 
The  later  phases  were  characterized  by  a super- 
ficial dermal  granulomatous  response  with  very 
prominent  elastic  tissue  phagocytosis.  None  of 
these  lesions  ulcerated  naturally.  After  the  in- 
ception of  steroid  therapy,  many  of  the  smaller 
lesions  healed  rapidly  leaving  scars  with  depig- 
mented  centers  and  pigmented  borders.  Only 
the  nodules  followed  a clinical  course  in  some 
ways  similar  to  pyoderma  gangrenosum  with 
the  development  of  bluish  red  borders  fol- 
lowed rapidly  by  central  necrosis  and  the 
formation  of  deep  ulcers  (Chart  1). 

These  progressively  deepened  despite  ster- 
oid therapy.  Only  after  the  local  application 
of  zinc  peroxide  suspension,  sulfapyridine  in- 
gestion and  care  of  the  dental  caries  did  the 
ulcers  slowly  heal. 

Discussion 

The  wide  variety  of  skin  lesions  in  this 
patient  and  their  association  with  mucous 
membrane  lesions  and  proliferative  arthritis 
appears  to  be  different  from  any  we  could 
find  described  in  the  literature.  Many  diseases 
were  involved  in  the  differential  diagnosis. 


Hollingsworth  and  Dubilier 

Reiter’s  syndrome  was  considered  because  of 
the  combination  of  arthritis  and  papulos- 
quamous skin  lesions,  but  since  the  illness  was 
of  one  year’s  duration,  included  a multitude  of 
other  skin  lesions,  and  was  not  associated  with 
conjunctivitis,  urethritis,  or  colitis,  this  diag- 
nosis was  rejected. 

The  possibility  of  rheumatoid  arthritis  with 
cutaneous  manifestations  was  thought  unlikely 
notwithstanding  the  reports  of  O’Quinn  et  al.^ 
who  described  purpura,  ulceration  and  gan- 
grene, and  of  Ayres  and  Ayres^  and  Perry 
and  Brunsting'^  who  described  pyoderma  gan- 
grenosum associated  with  rheumatoid  arthritis. 
The  failure  to  demonstrate  the  rheumatoid 
factor  and  the  absence  of  roentgenographic 
evidence  of  joint  disease  one  year  after  the 
onset  of  arthritic  manifestations  support  this 
conclusion. 

Multicentric  reticulohistiocytosis  with  its 
characteristic  joint  and  skin  involvement  was 
another  consideration,  but  because  of  the 
great  variety  of  other  types  of  skin  lesions,  it, 
too,  was  ruled  out.  The  possibility  of  the 
entire  spectrum  of  skin  lesions  being  due  to  a 
vasculitis  was  also  considered.  Since  many 
slides  and  many  different  lesions  studied  in 
detail  microscopically  did  not  reveal  a definite 
vasculitis,  this  was  also  considered  unlikely. 

Some  of  the  cutaneous  lesions  closely  re- 


FIG.  4 Photomicrograph  of  vesicle  showing  slight  sub- 
corneal cleavage  and  prominent  neutrophilic 
exudate  in  superficial  dermis  extending  into  epi- 
dermis. (Hematoxylin  and  Eosin  x160) 
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sembled  pyoderma  gangrenosum  in  which  an 
innocent  looking  pustule  enlarges  to  become 
centrally  necrotic  within  24  hours.  This  plug 
of  necrotic  tissue  then  entends  and  leaves  a 
deep  painful  ulcer  surrounded  by  a bluish- 
red  halo.  Although  some  of  the  lesions  did 
appear  to  be  pustules  with  blue  borders,  the 
ulcers  developed  only  after  steroid  therapy 
and  did  not  seem  to  be  related  to  the  natural 
course  of  the  disease.  Ayres  and  Ayres-,  Per- 
ry and  Brunsting-',  Keil"’,  and  Long  and  Useu** 
reporting  on  pyoderma  gangrenosum,  noted 
grouped  vesicles  resembling  dermatitis  her- 
petiformis on  erythematous  bases.  Ayres  and 
Ayres^  described  the  presence  of  microscopic 
subepidermal  vesicles  in  this  disease.  In  our 
case,  the  vesicles  differed  from  those  reported 
in  pyoderma  gangrenosum  in  that  they  were 
not  grouped,  they  arose  on  a nonerythematous 
base,  they  were  subcorneal,  and  they  con- 
tained acantholytic  cells. 


FIG.  5 Photomicrograph  of  late  lesion  showing  subepi- 
dermal vesicle  and  superficial  dermal  granulomatous 
inflammation  with  prominent  elastic  tissue  phago- 
cytosis. (Elastic-van  Gieson  stain  x400) 

Erythema  multiforme  was  considered  un- 
likely because  it  usually  subsides  in  three  to 
four  weeks.  It  was  difficult  to  determine 
whether  there  was  any  consistent  natural 
progression  of  lesions  from  one  stage  to  an- 
other. The  primary  lesions  appeared  to  be 
either  pruritic  erythematous  papules  or  vesicles 
which  progressed  to  bullous,  papulosquamous 
or  bulls-eye  lesions  in  several  days,  nodules  in 
about  10  days,  and  draining  sinuses  in  about 
14  days. 

The  pathologic  counterparts  of  some  of 
these  various  lesions  in  their  earliest  phases 
were  subcorneal  and  subepidermal  vesicles 
with  an  associated  variable  dermal-epidermal 
neutrophilic  exudate.  The  later  phases  were 


characterized  by  a superficial  dermal  granulo- 
matous response  with  very  prominent  elastic 
tissue  phagocytosis.  None  of  these  lesions  ul- 
cerated naturally. 

CHART  1 

Features  of  Polymorphous  Eruption  with  Arthritis 

A.  Clinical. 

1 . Pruritus  and  fever. 

2.  Generalized  progressive  development  of  erythema, 
papules,  vesicles,  bullae,  papulosquamous  lesions, 
annular  and  target  and  bulls-eye  lesions,  nodules, 
draining  sinuses. 

3.  Consecutive  development  of  arthritis. 

4.  Oral  mucous  membrane  lesions. 

5.  Development  of  deep  gangrenous  ulcers  from  nodules 
and  healing  of  other  lesions,  including  arthritis, 
following  steroid  therapy. 

6.  Slow  healing  of  ulcers  following  zinc  peroxide  appli- 
cation, sulfapyridine  administration  and  dental  repair. 

B.  Pathologic. 

Early  (fewer  than  7 days). 

1.  Subcorneal  vesicles  with  acantholytic  cells. 

2.  Subepidermal  vesicles. 

3.  Patchy  parakeratosis  and  hyperkeratosis. 

4.  Subepidermal  and  intraepidermal  acute  inflam- 
mation of  variable  degree. 

Late  (more  than  7 days). 

5.  Subepidermal  granulomatous  inflammation  with 
elastic  tissue  in  macrophages  and  giant  cells. 

After  the  inception  of  steroid  therapy,  many 
of  the  smaller  lesions  healed  rapidly  leaving 
scars  with  depigmented  centers  and  pigmented 
borders.  Only  the  nodules  followed  a clinical 
course  in  some  ways  similar  to  pyoderma 
gangrenosum  with  the  development  of  bluish- 
red  borders  followed  rapidly  by  central  necro- 
sis and  the  formation  of  deep  ulcers  (Chart  1). 
These  progressively  deepened  despite  steroid 
therapy.  Only  after  the  local  application  of 
zinc  peroxide  suspension,  sulfapyridine  inges- 
tion, and  care  of  the  dental  caries  did  the 
ulcers  slowly  and  progressively  heal.  The  se- 
lection of  this  mode  of  therapy  was  basically 
empirical. 

Zinc  peroxide  suspension  was  used  because 
Meleney  and  Johnson"  found  it  to  be  of 
value  in  cutaneous  ulcers  from  which  anaerobic 
organisms  had  been  cultured.  The  patient  was 
treated  with  sulfapyridine  since  the  disease  at 
some  stages  resembled  dermatitis  herpeti- 
formis. Her  carious  teeth  were  filled  and  she 
was  instructed  in  dental  hygiene  because  of 
the  possibility  that  they  were  the  source  of 
infection  in  the  origin  of  her  disease. 

Based  on  the  unusual  combination  of  clini- 
cal and  pathologic  features,  we  believe  this 
young  woman  had  an  inflammatory  disease  of 
obscure  etiology  which  would  best  be  named 
descriptively — polymorphous  eruption  with  ar- 
thritis. 

{Continued  on  page  179) 
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Health  Screening  on  An  International  Basis 
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A program  of  periodic  examinations  uti- 
lizing automated  laboratory  analysis  and 
computer  storage  of  information  is  de- 
scribed. The  capabilities  of  disease  detec- 
tion in  such  a system  are  discussed  on  the 
basis  of  data  already  obtained. 

Most  physicians  endorse  the  concept 
of  the  periodic  examination  for  indi- 
viduals who  are  apparently  well,  and 
there  are  many  publications  which  enumerate 
the  diagnoses  resulting  from  such  examina- 
tions. The  question  may  be  asked  as  to  the 
economic  value  of  such  examinations.  One 
study  demonstrated  long-term  reduction  in  in- 
surance costs  for  individuals  who  participate 
in  such  examination  programs. ^ The  conclu- 
sions might  be  questioned  on  the  basis  of  the 
self-selective  process  of  participants  as  op- 
posed to  non-participants.  However,  this  study 
is  indicative  of  the  potential  value  of  preven- 
tive health  care. 

Before  entering  into  a program  of  periodic 
examinations,  we  believed  it  necessary  to  dem- 
onstrate that  examinations  would  be  produc- 
tive in  disease  detection  for  our  population 
group.  We  also  felt  it  necessary  to  determine 
the  acceptance  by  employees  of  examinations 
performed  in  our  medical  departments.  There- 
fore, in  1966  we  offered  to  middle  manage- 
ment employees  at  our  Corporate  Headquar- 
ters participation  in  a health  examination  pro- 
gram. The  employees  were  selected  by  the 
criteria  that  they  were  over  age  40  and  had 
not  been  seen  in  the  medical  department  within 
the  previous  year.  We  felt  that  this  would  be 
the  most  sensitive  employee  group  and  rep- 
resented those  who  have  the  economic  means 
to  obtain  medical  care  and  who  have  the  in- 
tellectual capabilities  to  recognize  the  value  of 
preventive  health  care.  Four  hundred  and 
twenty  employees  were  invited  to  participate, 
of  which  351  took  advantage  of  the  offer,  a 
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participation  rate  of  over  83  per  cent.  Ninety 
employees  (25  per  cent)  had  undiagnosed 
findings  of  significance. - 

Having  completed  the  pilot  study,  we  faced 
the  question  of  the  type  of  examination.  Should 
it  be  the  conventional  patient-physician  exam- 
ination or  a form  of  screening  examination 
which  might  be  offered  to  employees.  We  had 
several  considerations.  First,  we  wished  our 
employees  to  establish  a relationship  with  a 
personal  physician.  Second,  if  we  were  to 
embark  upon  an  examination  program  with  a 
conventional  approach,  it  would  require  se- 
curing the  services  of  a significant  number  of 
physicians  to  perform  these  examinations  and 
we  did  not  believe  it  right  to  put  further 
stress  upon  the  already  limited  professional 
resources  in  the  communities. 

Therefore,  we  observed  in  some  detail  the 
screening  examination  programs  which  were 
operational  in  California^  and  those  which 
were  supported  by  the  Government.  We  con- 
cluded that  this  approach  was  acceptable  to 
employees,  it  was  productive  in  the  detection 
of  disease,  it  had  the  potential  of  maintaining 
the  relationship  with  the  personal  physician, 
and  the  procedures  required  for  the  examina- 
tion could  be  performed  by  nurses  and  tech- 
nicans. 

The  Program 

For  these  reasons,  we  initiated  an  inten- 
sive development  effort  and  in  September, 
1968,  initiated  the  Voluntary  Health  Screen- 
ing Examination  Program  in  the  United  States 
and  Canada.  This  program  is  completely  vol- 
untary, it  is  described  to  employees  as  a 
screening  program  and  not  a substitute  for  a 
complete  examination.  It  is  offered  to  those 
age  41  and  over.  The  examinations  are  per- 
formed in  35  of  the  38  company  locations 
in  the  United  States  and  Canada  and  through 
the  services  of  physicians  retained  on  a fee- 
for-service  basis  where  we  do  not  have  a large 
enough  employee  concentration  to  support  our 
own  medical  department.  All  information  is 
processed  at  one  location,  the  Medical  Data 
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Center.  This  center  has  the  analytical  chemis- 
try laboratory  and  the  computer  support  re- 
quired for  the  screening  examination  program. 

The  examination  consists  of  a self-adminis- 
tered questionnaire,  a medical  data  sheet  on 
which  the  nurse  or  technician  records  specific 
observations,  an  electrocardiogram,  a chest  X- 
ray  and  blood  chemistries. 

A monthly  Personnel  Data  System  computer 
tape  reel  is  received  at  the  Medical  Data  Cen- 
ter. The  tape  contains  the  names,  home  ad- 
dresses, work  locations  and  employee  identi- 
fication numbers  of  all  employees  in  the  United 
States.  A similar  tape  reel  arrives  each  month 
from  Canada.  The  Personnel  Data  System 
tape  feeds  the  employee  eligibility  data  into 
the  computer.  Here  a selection  is  made  of 
those  employees  eligible  for  participation  in 
the  following  month  by  virtue  of  age  and 
month  of  birth.  The  computer  prints  out  eligi- 
bility lists  for  each  of  the  medical  departments. 
At  the  same  time,  the  computer  prepares 
punched  cards  with  each  eligible  employee’s 
name  and  employee  identification  number 
printed  on  them  for  use  in  recording  the  re- 
sults of  his  X-ray,  electrocardiogram  and  blood 
test  examinations.  These  eligibility  lists  and 
examination  test  cards  are  then  mailed  to  the 
various  medical  locations. 

A secretary  in  a medical  department  pre- 
pares the  letters  inviting  all  eligible  employees 
to  take  a health  screening  examination.  An 
employee  receives  his  invitation  letter  and  de- 
scriptive brochure  at  his  work  station.  If  he 
wishes  to  participate  in  the  program,  he  calls 
the  medical  department  and  makes  an  appoint- 
ment. If  he  prefers  not  to  participate,  he  does 
nothing.  Employees  who  cannot  get  to  the 
medical  department  conveniently  will  receive 
a letter  signed  by  the  nearest  Regional  Medi- 
cal Director  telling  them  they  are  eligible  for 
the  program  and  inviting  them  to  take  their 
health  screening  examination  at  the  office  of 
a physician  who  has  agreed  to  participate  in 
this  program. 

The  Examination 

After  the  employee  has  decided  to  take  the 
health  examination  and  has  made  an  appoint- 
ment, he  then  comes  to  the  medical  depart- 
ment, having  fasted  for  five  hours.  The  partici- 
pant is  given  a health  questionnaire  which  is 
a multipage  form  containing  167  “Yes” — “No” 
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questions.  Certain  measurements  such  as 
height,  weight  and  blood  pressure  are  com- 
pleted. A micro-hematocrit  test  is  performed. 
A venous  blood  sample  is  taken  for  analysis, 
centrifuged  and  the  serum  is  decanted  into  a 
plastic  tube  for  later  shipment. 

The  employee  next  receives  a standard 
14"  X 17"  chest  X-ray.  A urinalysis  is  done 
for  specific  gravity,  sugar  and  albumin.  The 
employee  is  given  a color  perception  test  for 
discrimination  between  red  and  green.  A com- 
mercial screening  device  is  then  used  to  check 
far  and  near  vision  both  with  and  without 
glasses.  While  the  employee  is  going  through 
the  test  procedures,  the  nurse  is  observing  his 
general  appearance  including  hands,  skin,  pos- 
ture and  speech,  which  she  records  on  the 
Medical  Data  Sheet.  The  ear  canels  are  in- 
spected, and  then  an  audiometer  examination 
is  performed  at  500  to  6000  frequencies  at 
five  decibel  levels.  The  employee  receives  an 
electrocardiogram  using  equipment  that  re- 
cords the  analog  signals  of  the  electrocardio- 
gram on  tape.  The  screening  examination  is 
now  complete,  and  the  nurse  reviews  the 
health  questionnaire  with  the  employee,  ob- 
tains detailed  information  on  all  “Yes”  re- 
sponses and  fills  in  any  unanswered  ques- 
tions. 

Data  Compiled 

All  the  employee’s  examination  materials 
are  assembled.  This  material  consists  of  the 
Medical  Data  Sheet  and  the  health  question- 
naire, X-ray  film  with  employee  card  attached, 
tube  of  blood  serum  with  employee’s  Auto- 
mated Chemistry  Card  attached,  an  electro- 
cardiogram tape  reel  containing  the  ECGs  of 
one  or  more  employees  and  the  transmittal 
sheet  listing  everything  in  the  container.  These 
materials  are  then  packed  in  a specially  de- 
signed container  for  shipment  to  the  Medical 
Data  Center. 

Upon  receipt  at  the  Data  Center,  the  con- 
tainer is  unpacked  and  the  items  are  logged 
in,  beginning  with  the  blood  sample,  which  is 
immediately  placed  in  a refrigerator.  The  blood 
serum  is  analyzed  in  an  automated  laboratory. 
Before  analysis,  the  serum  is  visually  examined 
for  discrepancies,  such  as  the  presence  of  red 
blood  cells.  The  condition  of  the  serum  is 
noted  on  the  employee’s  Automated  Chemis- 
try Card  attached  to  the  tube.  Any  discrep- 
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ancies  are  later  punched  into  a card  which 
feeds  information  about  the  discrepancy  into 
the  system.  The  serum  tubes  are  placed  in 
Auto-Analyzers.  The  Sampler  Reader  inter- 
prets the  employee’s  identification  number  on 
the  stub  of  each  participant’s  card  and  trans- 
mits the  information  to  a Data  Acquisition 
Control  unit  which  stores  it  for  later  trans- 
mission to  the  Printing  Card  Punch.  The  mix- 
ture of  blood  serum  and  reagent  is  next  moved 
into  a colorimeter  which  tests  the  content  by 
passing  a beam  of  light  through  the  mixture 
to  measure  its  opacity.  The  reading  for  each 
analysis  is  transmitted  to  individual  wall  re- 
corders which  permit  visual  monitoring  of  the 
results  for  each  analysis.  At  the  same  time, 
the  information  is  automatically  passing  a Da- 
ta Control  unit  which  stores  it  under  the  em- 
ployee's identification  number  for  later  trans- 
mission to  the  Printing  Card  Punch. 

While  one  system  is  analyzing  half  of  the 
participants  blood  serum  for  cholesterol  at  the 
rate  of  40  samples  per  hour,  a larger  system 
is  analyzing  the  other  half  for  six  factors: 
uric  acid,  glucose,  urea,  bilirubin,  SCOT  and 
LDH  at  the  rate  of  60  samples  per  hour.  As 
the  Data  Control  unit  receives  the  results  of 
the  six  tests  performed  on  the  employee’s 
blood  serum,  it  automatically  actuates  the 
Printing  Card  Punch  which  punches  the  data 
into  cards  for  later  conversion  into  magnetic 
tape  for  use  on  the  computer.  This  system 
also  prints  out  a Confidential  Quality  Control 
Report  listing  the  results  of  the  day’s  work. 
This  report  alerts  the  chemist  to  any  gross 
drifts  from  the  standard  of  the  chemical  re- 
agents the  automated  analyzer  equipment  uses 
in  analyzing  serum  samples.  If  such  a mal- 
function has  occurred,  the  samples  are  re- 
analyzed. 

The  chest  X-ray  is  interpreted  by  a radiolog- 
ist who  also  notes  the  technical  quality  of  the 
X-ray  and  marks  his  findings  on  a special  card 
for  later  processing. 

The  reel  of  ECGs  is  placed  on  a Com- 
puter Interface  which  feeds  the  data  to  a Da- 
ta Acquisition  and  Control  System  that  con- 
verts it  from  analog  to  digital  form.  The  com- 
puter also  can  reconstitute  electrocardiograms 
using  the  information  on  the  tape.  When  the 
day’s  electrocardiograms  have  been  processed, 
the  resulting  data  is  used  to  produce  an  ECG 
Analysis  Summary.  Employee  electrocardio- 
grams also  arrive  at  the  Medical  Data  Center 


as  conventional  paper  recordings  taken  by 
participating  physicians.  These  records  are  in- 
terpreted by  the  cardiologist  who  marks  his 
findings  on  a card.  If  the  electrocardiogram 
information  has  been  stored  in  the  memory 
of  the  computer  and  interpretation  by  the 
cardiologist  is  desired,  then  a Plotter  can  re- 
constitute a paper  recording. 

The  daily  output  of  electrocardiogram  and 
chemistry  results  are  reviewed.  If  any  acute 
medical  situation  seems  possible,  the  responsi- 
ble medical  department  is  advised  by  tele- 
phone. Immediate  contact  with  the  employee 
can  be  made  by  the  local  medical  department. 

The  employee’s  medical  questionnaire  and 
the  medical  data  sheets  are  fed  into  an  Optical 
Mark  Page  Reader  device  which  converts  the 
data  into  punched  cards.  These  in  turn  are 
fed  into  a Card  Read  Punch  that  reads  the 
data  into  the  computer. 

The  Data  Acquisition  and  Control  System 
now  contains  all  the  day’s  randomly  received 
data  on  the  results  of  each  employee’s  health 
examination  including  blood  serum,  X-ray, 
ECG,  health  questionnaire  and  the  nurse’s 
Medical  Data  Sheet. 

All  this  health  information  is  analyzed  by 
another  computer,  and  a printout  of  the  re- 
sults of  the  screening  examination  in  the  form 
of  personal  employee  medical  reports  is  ob- 
tained. The  computer  records  employee  health 
screening  data  on  disc  packs  everyday  which 
are  part  of  a Direct  Access  Storage  unit. 

The  medical  reports  for  each  medical  de- 
partment are  packed  and  mailed  along  with 
their  accompanying  Medical  Disposition  Card, 
X-rays,  ECG  charts.  Medical  Data  Sheets  and 
electrocardiogram  tapes  wiped  clean  for  re- 
use. 

The  nurse  then  reviews  the  employee’s  med- 
ical report  with  a physician  and  then  she  dis- 
cusses the  results  with  the  employee.  If  a med- 
ical problem  has  been  unearthed,  the  physi- 
cian will  discuss  it  with  the  employee  and 
recommend  that  he  seek  treatment  from  his 
family  doctor.  The  Voluntary  Health  Screen- 
ing Examination  Program  test  results  and 
source  documents  are  placed  in  the  employee’s 
confidential  file  at  the  medical  department. 

Results 

The  results  from  each  examination  are  re- 
corded on  the  Disposition  Card.  This  card 
provides  for  the  recording  of  diagnosis  using 
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the  numeric  codes  of  International  Classifi- 
cation of  Diseases,  Adapted.  This  information 
is  returned  to  the  Medical  Data  Center  and  en- 
tered into  the  computer  file  with  the  em- 
ployee’s examination  information. 

Review  of  17,455  records  show  48  per  cent 
of  the  participants,  or  8402  employees,  identi- 
fied under  the  International  Classification  of 
Diseases,  Adapted.  There  were  a total  of  14,- 
1 8 1 codes  reported  on  these  employees.  This 
indicates  a significant  number  of  employees 
with  more  than  one  condition. 

During  this  preliminary  phase  of  analysis  of 
information,  we  have  directed  our  attention  to 
the  cardiovascular  system,  recognizing  such 
disease  produces  a high  incidence  of  disability 
among  employees  in  this  age  group  of  our 
population.  Review  of  the  circulatory  system 
revealed  that  there  were  2186  employees  re- 
ported to  have  2720  diagnoses  in  this  classifi- 
cation. Thirty-seven  per  cent  of  the  diagnoses 
were  hypertension  and  24  per  cent  were  listed 
as  ischemic  heart  disease.  Other  forms  of 
heart  disease  accounted  for  20  per  cent  of  the 
diagnoses  and  16  per  cent  were  diseases  of 
the  veins  or  other  circulatory  classifications. 
Of  the  diagnoses  of  hypertension,  20  per  cent 
were  unknown,  while  43  per  cent  of  the  is- 
chemic heart  disease  classification  were  un- 
known, and  76  per  cent  of  those  with  other 
forms  of  heart  disease  were  unknown. 

It  is  not  realistic  to  propose  that  the  screen- 
ing program  as  described  supplied  specific  an- 
swers to  all  of  the  questions  surrounding  health 
screening  procedures.  Much  has  been  done. 
However,  much  remains  to  be  done  to  in- 
crease the  effectiveness  of  such  programs. 
First,  to  address  the  questionnaire — experience 
has  demonstrated  the  necessity  of  professional 
review,  or  a second  review  by  the  participant, 
of  his  positive  responses.  In  the  program  de- 
scribed, this  requirement  has  been  met  by 
having  the  nurse  review  and  elaborate  upon 
the  positive  responses.  An  additional  question 
is  how  reproducible  are  the  results  of  the 
positive  and  negative  answers  to  specific  ques- 
tions. We  are  moving  into  the  second  year 
and  will  be  evaluating  the  accuracy  of  indi- 
vidual responses  using  the  same  questionnaire 
for  a second  examination  for  approximately 
2000  employees  age  60  or  over. 

Another  reasonable  question  is,  “What  are 
the  most  productive  questions  that  can  be 
asked  through  such  a technique,  and  which 
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questions  are  nonproductive?”  This  requires 
several  approaches.  With  a statistical  data 
bank  of  over  26,000  questionnaires,  each  con- 
sisting of  167  questions,  we  will  be  addressing 
these  problems.  We  consider  these  steps  neces- 
sary for  the  further  refinement  of  this  question- 
naire, as  well  as  for  the  development  of  more 
abbreviated  questionnaires  to  be  used  in  the 
future  for  employees  from  whom  we  have  ob- 
tained the  base  information.  The  questionnaire 
as  presently  constituted  incorporates,  in  our 
judgment,  the  most  pertinent  questions  se- 
cured from  review  of  many  other  question- 
naires in  use  elsewhere. 

The  laboratory  also  presents  some  interest- 
ing areas  for  refinement.  Quality  control  is 
essential.  The  control  measures  begin  with  a 
daily  computer  check  of  known  standards  to 
ascertain  that  the  results  of  each  chemistry 
are  within  the  acceptable  range.  If  these  re- 
quirements are  not  met,  the  computer  does 
not  process.  After  every  tenth  sample,  a stand- 
ard specimen  is  processed  and  the  computer 
corrects  for  any  changes  that  occur  in  the  sys- 
tem. Frozen  serum  from  a previously  stand- 
ardized pool  is  processed  daily  to  verify  labor- 
atory reproducibility.  Commercial  serum  in 
normal  and  abnormal  ranges  are  also  used 
to  verify  chemistries  each  day.  The  computer 
calculates  the  mean  for  the  results  of  all  chem- 
istries at  the  end  of  each  day  and  compares 
with  the  accumulated  laboratory  mean. 

In  addition  to  these  control  measures,  the 
laboratory  also  processes  and  reports  upon  un- 
known specimens  supplied  by  the  licensing 
state  agency.  The  results  of  the  analysis  of 
unknown  specimens  have  uniformly  met  the 
highest  standards  of  the  state.  The  third  meth- 
od is  a monthly  interlaboratory  comparison. 
Each  laboratory  processes  portions  of  the  same 
specimens  and  a high  correlation  of  results 
has  been  found. ^ One  requirement  for  evalua- 
ting the  laboratory  findings  in  a screening 
program  is  the  establishment  of  expected 
ranges  for  each  chemistry  for  the  specific  pop- 
ulation receiving  the  examinations.  The  para- 
meters of  expected  ranges  would  be  influenced 
by  age,  sex,  geography  and  race.^  In  explor- 
ing our  data  bank,  we  have  already  seen  the 
shifts  in  some  of  the  laboratory  findings  which 
are  related  exclusively  to  age.  For  example,  in 
our  early  study  of  over  9000  results  the  basic 
population  had  a mean  of  101  mg  per  cent. 
We  note  the  increase  in  mean  glucose  levels 
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changing  with  different  age  groups.  For  the 
age  group  41  through  45  the  mean  is  100  mg 
per  cent;  the  age  group  51  through  60  has  a 
mean  of  102  mg  percent,  and  this  increases  to 
103  mg  per  cent  for  the  age  group  over  60. 

In  25  of  the  38  medical  departments,  we 
use  electrocardiographic  equipment  which  re- 
cords not  only  the  conventional  paper  output, 
but  also  has  provisions  for  the  recording  of 
the  analog  signals  of  the  vectorcardiogram  on 
tape.  The  computer  programming  for  the  in- 
terpretation of  the  vectorcardiogram  provides 
the  necessary  reliability  for  use  in  screening 
examination  programs.®  During  the  first  month 
of  the  examination  program,  we  ran  parallel  re- 
porting of  both  computer  output  and  cardio- 
logists’ interpretations.  Within  the  normal 
group,  we  found  there  was  98  per  cent  agree- 
ment on  the  interpretations.  The  computer 
tends  to  over-interpret  the  electrocardiograms 
for  normal  and  to  place  more  in  the  border- 
line classification.  To  provide  quality  control, 
we  have  the  provision  that  the  computer  out- 
put for  borderlines  and  abnormals  are  all  re- 
viewed by  cardiologists  and  that  their  inter- 
pretation will  override  the  computer  in  the 
final  printout  of  the  individual  examination 
report. 

Additionally,  to  prevent  against  the  possi- 
bility of  programming  error,  or  computer  fail- 
ure, every  20th  electrocardiogram  is  inter- 
preted by  the  cardiologist.  In  those  locations 
that  do  not  have  the  capability  of  recording 
the  vectorcardiogram  on  tape,  the  usual  elec- 
trocardiogram recordings  are  submitted  with 


the  examination  and  interpreted  by  the  card- 
iologist. This  approach  relieves  the  cardiolog- 
ist of  interpretation  of  more  than  60  per  cent 
of  the  electrocardiograms  submitted. 

In  summary,  we  believe  that  screening  pro- 
grams, using  machine  processable  question- 
naires and  nurse  or  technician  observations  in 
machine  processable  form,  along  with  the  lab- 
oratory, electrocardiography  and  X-ray  pro- 
cedures as  described,  demonstrate  a technique 
of  providing  examinations  to  a mass  popu- 
lation. This  approach  has  been  acceptable  to 
the  participant  and  has  demonstrated  the  cap- 
abilities of  detecting  disease  processes  un- 
known to  the  participant.  We  recognize  the 
need  for  stringent  quality  control  measures,  as 
well  as  a requirement  for  further  refinement 
of  health  screening  techniques. 
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Manuscript  Memos 


Manuscripts  should  be  submitted  in  duplicate  to 
The  Journal  of  KM  A,  an  original  copy  and  one  car- 
bon and  typed  with  double  spacing.  Maximum  length 
of  an  article  should  not  exceed  4500  w>ords;  the  Board 
of  Consultants  on  Scientific  Articles  prefers  that  they 
be  briefer  than  this  when  possible. 

In  submitting  a manuscript,  the  author  is  requested 
to  include  a concise  summary,  not  to  exceed  35  words, 
to  be  used  as  a sub-title  when  the  article  is  published 
in  the  Journal.  The  purpose  of  the  summary  is  to 
create  additional  interest  and  encourage  greater 
readership. 

Footnotes  and  bibliographies  should  conform  to 
the  style  of  the  Quarterly  Cumulative  Index  Medicus 
published  by  the  American  Medical  Association.  This 
requires  in  the  order  given  name  of  author,  title  of 
article,  name  of  periodical,  with  volume,  page,  month 
— day  of  month  if  weekly — and  year.  The  Journal  of 
the  KMA  does  not  assume  responsibility  for  the 
accuracy  of  references  used  with  scientific  articles. 


All  scientific  material  appearing  in  The  Journal  is 
reviewed  by  the  Board  of  Consultants  on  Scientific 
Articles.  The  editors  may  use  up  to  six  illustrations, 
with  the  essayist  bearing  the  cost  of  all  over  three 
one-column  halftones. 

Arrangements  for  reprints  of  an  article  should  be 
made  directly  with  the  publisher  of  The  Journal, 
Gibbs-Inman  Printing  Company,  817  W.  Market  St., 
Louisville,  Ky. 

The  bylaws  of  the  Kentucky  Medical  Association 
provide  that  all  scientific  discussions  and  papers  read 
before  the  KMA  Annual  Meeting  shall  be  referred 
to  the  KMA  Journal  for  consideration  for  publication. 
The  bylaws  further  state  that  the  editor  or  the  as- 
sociate editor  may  accept  or  reject  these  papers  as  it 
appears  advisable  and  return  them  to  the  author  if  not 
considered  suitable  for  publication. 

Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Ephraim 
McDowell  Drive,  Louisville,  Kentucky  40205. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
1 — for  these  four  very  good  reasons: 

I Appeal  With  a variety  of  tastes,  textures, 

I aromas,  and  colors,  Campbell’s  Soups  can 

add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size, 
j Even  patients  on  special  diets  will  find  soups 

; they  can  enjoy  among  the  more  than  50  dif- 

ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


Each  tablet  contains  ethynodiol  diacetate  1 


mg.,  mestranol 


0.1  mg. 


The  new  mother  needs  time . . . 
to  adjust  to  motherhood, 
to  give  her  new  baby  all  the  love 
and  attention  he  requires. 


She  needs  time  for  her  husband . . . 

and  for  herself  as  well . . . 
so  that  she  can  come  to  terms 
with  the  increased  cares 
and  responsibilities  now  facing  hei . 
She  needs  time  to  decide 
when  she  will  have  additional  children 
and  how  many  she  will  have. 


Your  prescription  for  Ovulen-21  gives  the  new  mother  time  to 
meet  her  family's  present  needs ...  to  plan  for  her  family's  future. 

She  con  take  Ovulen-21  confidently  and  comfortobly  month 
after  month.  Its  dependability  is  enhanced  by  its  simplicity  of 
use.  A woman  needs  little  or  no  time  to  learn  the  simple  Ovulen- 
21  regimen:  three  weeks  on— one  week  off.  And  the  automatic 
record-keeping  of  the  petite,  virtually  "patient-proof”  Ovulen- 
21  Compack®  helps  to  maintain  her  schedule ...  helps  put  time 
on  her  side. 


Discontinue  medication  pending  examination  if  there  is  sudden  partial 
or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal 
vascular  lesions,  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demonstrated,  it 
is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contracep- 
tive regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule 
the  possibility  of  pregnancy  should  be  considered  at  the  time  of  the  first 
missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 


Immediately  post  partum  is  the  time 

It  is  the  time  when  motivation  is  highest— when  a new  mother 
needs  expert  advice  for  the  future,  so  she  can  space  her  chil- 
dren and  limit  her  family. 

It  is  also  the  most  opportune  time,  since  she  is  conveniently 
present  in  the  hospital,  for  her  to  be  given  both  instructions 
and  a prescription. 

Non-nursing  mothers  may  begin  Ovulen-21  immediately  after 
delivery,  on  the  day  of  departure  from  the  hospital  or  at  the 
first  postpartum  visit,  as  desired.  It  is  recommended  that  nurs- 
ing mothers  begin  Ovulen-21  four  weeks  after  delivery. 

A small  fraction  of  the  hormonal  agents  in  oral  contracep- 
tive pills  has  been  identified  in  the  milk  of  mothers  receiving 
these  drugs.  The  long-range  effect  on  the  nursing  infant  cannot 
be  determined  at  this  time. 


Actions— Ovulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of 
gonadotropins  from  the  pituitary  gland.  Ovulen  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH)  and  the  lutenizing  hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat 
lower  than  that  of  the  combination  products.  Both  types  provide  almost 
completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use 
of  hormonal  contraceptives  has  now  been  shown  in  studies  in  both  Great 
Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates, 
have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in 
subprimate  animal  species  in  multiples  of  the  human  dose  increases  the 
frequency  of  some  animal  carcinomas.  These  data  cannot  be  transposed 
directly  to  man.  The  possible  carcinogenicity  due  to  the  estrogens  can 
be  neither  affirmed  nor  refuted  at  this  time.  Close  clinical  surveillance  of 
all  women  taking  oral  contraceptives  must  be  continued. 

Indiication— Ovulen  is  indicated  for  oral  contraception. 

Contraindications- Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  mark- 
edly impaired  liver  function,  known  or  suspected  carcinoma  of  the 
breast,  known  or  suspected  estrogen-dependent  neoplasia,  and  undiag- 
nosed abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifestations 
of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pul- 
monary embolism,  and  retinal  thrombosis).  Should  any  of  these  occur 
or  be  suspected  the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  in 
Great  Britain  and  studies  of  morbidity  in  the  United 
States  have  shown  a statistically  significant  association 
between  thrombophlebitis  and  pulmonary  embolism 
and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain'-^  leading  to  this 
conclusion,  and  one*  in  this  country.  The  estimate 
of  the  relative  risk  of  thromboembolism  in  the  study 
by  Vessey  and  DoIR  was  about  sevenfold,  while 
Sartwell  and  associates  in  the  United  States  found 
relative  risk  of  4.4,  meaning  that  the  users  are  sev- 
eral times  as  likely  to  undergo  thromboembolic 
disease  without  evident  cause  as  nonusers.  The 
American  study  also  indicated  that  the  risk  did  not 
persist  after  discontinuation  of  administration,  and 
that  it  was  not  enhanced  by  long-continued  admin- 
istration. The  American  study  was  not  designed  to 
evaluate  a difference  between  products.  However, 
the  study  suggested  that  there  might  be  an  increased 
risk  of  thromboembolic  disease  in  users  of  sequential 
products.  This  risk  cannot  be  quantitated,  and  further 
studies  to  confirm  this  finding  are  desirable.  Retrospec- 
tive studies  in  Great  Britain  have  shown  a statistically 
significant  association  between  cerebral  thrombosis  and 
embolism  and  the  use  of  oral  contraceptives. 

This  has  not  been  confirmed  in  the  United  States. 
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Precautions— The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  includ- 
ing a Papanicolaou  smear  since  estrogens  have  been  known  to  produce 
tumors,  some  of  them  malignant,  in  five  species  of  subprimate  animals. 
Endocrine  and  possibly  liver  function  tests  may  be  affected  by  treatment 
with  Ovulen.  Therefore,  if  such  tests  are  abnormal  in  a patient  taking 
Ovulen,  it  is  recommended  that  they  be  repeated  after  the  drug  has  been 
withdrawn  for  2 months.  Under  the  influence  of  progestogen-estrogen  prep- 
arations preexisting  uterine  fibromyomas  may  increase  in  size.  Because 
these  agents  may  cause  some  degree  of  fluid  retention,  conditions  which 
might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine,  asthrga, 
cardiac  or  renal  dysfunction,  require  careful  observation.  In  breakthrough 
bleeding,  and  in  all  cases  of  irregular  bleeding  per  vaginam,  nonfunc- 
tional causes  should  be  borne  in  mind.  In  undiagnosed  bleeding  per 
vaginam  adequate  diagnostic  measures  are  indicated.  Patients  with  a 
history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose 
tolerance  has  been  observed  in  a significant  percentage  of  patients  on 
oral  contraceptives.  The  mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully  observed  while  receiving 
Ovulen  therapy.  The  age  of  the  patient  constitutes  no  absolute  limiting 
factor,  although  treatment  with  Ovulen  may  mask  the  onset  of  the  climac- 
teric. The  pathologist  should  be  advised  of  Ovulen  therapy  when  relevant 
specimens  are  submitted.  Susceptible  women  may  experience  an  increase 
in  blood  pressure  following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  orai  contraceptives 

—A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions: 
thrombophlebitis,  pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a 
relationship  has  been  neither  confirmed  nor  refuted  for  the  following 
serious  adverse  reactions:  neuro-ocular  lesions,  e.g.,  retinal  thrombosis 
and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiv- 
ing oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms 
(such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding,  spot- 
ting, change  in  menstrual  flow,  amenorrhea  during  and  after  treatment, 
edema,  chloasma  or  melasma,  breast  changes  (tenderness,  enlargement 
and  secretion),  change  in  weight  (increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secretions,  suppression  of  lactation  when 
given  immediately  post  partum,  cholestatic  jaundice,  migraine,  rash  (al- 
lergic). rise  in  blood  pressure  in  susceptible  individuals  and  mental  de- 
pression. 

Although  the  following  adverse  reactions  have  been  reported  in  users 
of  oral  contraceptives,  an  association  has  been  neither  confirmed  nor 
refuted:  anovulation  post  treatment,  premenstrual-like  syndrome,  changes 
in  libido,  changes  in  appetite,  cystitis-like  syndrome,  headache,  nervous- 
ness, dizziness,  fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  ery- 
thema multiforme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by 
the  use  of  oral  contraceptives:  hepatic  function:  In- 
creased sulfobromophthalein  retention  and  other  tests: 
coagulation  tests:  increase  in  prothrombin  factors  VII, 
VIII,  IX  and  X;  thyroid  function:  increase  in  PBI  and 
butanol  extractable  protein  bound  iodine,  and  decrease  in 
P uptake  values:  metyrapone  test  and  pregnanediol 
determination. 
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Where  “The  Pill’’  Began 
G.  D.  SEARLE  & CO.,  P.O.  Box  5110,  Chicago,  III.  60680 


SEARLE 


972R 


for  the  vitamin 


that  diet  alone 
doesn't  satisfy... 


Thera-Combex  H-F 


This  high-potency  vitamin  C and  B-complex 
combination  starts  where  diet  stops 


Kapseals^ 


Each  Kapseal  contains:  ascorbic  acid,  500  mg.;  thiamine 
mononitrate,  25  mg.;  riboflavin,  15  mg.;  pyridoxine  hydro- 
chloride, 10  mg.;  cyanocobalamin,  5 meg.;  niacinamide, 
100  mg.;  d/-panthenol,  20  mg.;  Taka-Diastase®  (Aspergillus 
oryzae  enzymes),  2'h  gr. 

The  Brown  capsule  with  Green  band 
is  a Parke-Davis  trademark. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


PARKE-DAVIS 
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Continuing  Educational 


From  The 


Opportunities 


KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

MARCH 

12-14  Annual  Meeting,  Kentucky  Chapter,  Ameri- 
can College  of  Surgeons,  Imperial  House, 
Lexington 

18-20  Postgraduate  course,  “The  Head  of  the 

Child,”  University  of  Kentucky  Medical  Cen- 

ter, Lexington. 

18  PAN  MED  television  series,  “Patterns  of 

Nursing  I,”  KETV-TV  9:30  p.m.  EST 
(8:30  p.m.  CST) 

23  PAN  MED  television  series,  “Patterns  of 

Nursing— I,”  in  Louisville,  WKPC-TV  10 
p.m. 

25-26  “Symposium  on  Cardiovascular  Disease,” 

sponsored  by  the  Heart  Association  of  Louis- 
ville and  Jefferson  County,  Stouffer’s  Louis- 
ville Inn. 

25  PANMED  television  series,  “Preparation  of 
the  Child  for  the  Hospital,”  KETV-TV  10:00 
p.m.  EST  (9:00  p.m.  CST) 

30  PANMED  television  series,  “Preparation  of 

the  Child  for  the  Hospital,”  in  Louisville, 
WKPC-TV  10  p.m. 

APRIL 

1 PANMED  television  series,  “Return,” 
KETV-TV  9:30  p.m.  EST  (8:30  p.m.  CST) 

1-3  Annual  Meeting,  Kentucky  Public  Health 

Association,  Kentucky  Hotel,  Louisville 

2 Fifteenth  Annual  Spring  Clinical  Conference, 
Lexington  Clinic,  “Diabetes  Mellitus-1970,” 
Lexington 

3-4  Postgraduate  course,  “Cancer  and  the  Family 

Physician,”  University  of  Kentucky  Medical 
Center,  Lexington 

6 PANMED  television  series,  “Return,”  in 
Louisville,  WKPC-TV  10  p.m. 

7 KMA  Senior  Day  Program,  Continental  Inn, 
Lexington 

8-9  KMA  INTERIM  MEETING,  “Kentucky 

Medicine  in  the  70’s,”  Kentucky  Dam  Village 
State  Park,  Gilbertsvile 

8 PANMED  television  series,  “Detection  of 
Oral  Cancer,”  KETV-TV  9:30  p.m.  EST 
(8:30  p.m.  CST) 

13  PANMED  television  series,  “Detection  of 

Oral  Cancer,”  in  Louisville,  WKPC-TV  10 
p.m. 


15  PANMED  television  series.  “Family  Pre- 
scription Records,”  KETV-TV  9:30  p.m. 
EST  (8:30  p.m.  CST) 

17-18  Postgraduate  course,  “III  Winds,”  on  current 
progress  in  respiratory  therapy;  Fee:  $25; 
University  of  Kentucky  Medical  Center, 
Lexington 

20  PANMED  television  series,  “Family  Pre- 
scription Records,”  in  Louisville,  WKPC-TV 
10  p.m. 

21  Annual  Southern  Medical  Association 

lectureship,  “Trends  in  Malpractice  Litiga- 
tion” by  Vincent  Collins,  M.D.,  L.L.B., 

8 p.m..  University  of  Kentucky  Medical 
Center,  Lexington 

23  Annual  Rheumatic  Disease  Symposium,  Lou- 

isville General  Hospital’s  Rankin  Amphi- 
theater, Louisville 

MAY 

5-8  Annual  Meeting,  Kentucky  Academy  of 

General  Practice,  Convention  Center,  Louis- 
ville 

8- 9  Symposium  on  gastrointestinal  disease, 

“Bring  Your  Own  Lesion,”  University  of 
Kentucky  Medical  Center,  Lexington 

15-16  Annual  Meeting,  Kentucky  Obstetrical  and 

Gynecological  Society,  Brown  Hotel,  Louis- 
ville 

15-16  Annual  Meeting,  Kentucky  Surgical  Society, 

Kentucky  Dam  Village  State  Park,  Gilberts- 
ville 

23  Spring  meeting,  Kentucky  Society  of  Anes- 
thesiologists, Lexington 

IN  SURROUNDING  STATES 

MARCH 

20-21  Fourth  National  Congress  on  the  Socio-Eco- 
nomics of  Health  Care,  Palmer  House,  Chi- 
cago, III. 

APRIL 

9- 10  National  Conference  on  Rural  Health,  spon- 

sored by  AMA’s  Council  on  Rural  Health, 
Pfister  Hotel  & Tower,  Milwaukee 
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SPECIAL  ARTICLES 


SAMA's  Summer  in  Kentucky:  A Preliminary  Evaluation 

David  Steinman,  M.D..  M.P.H.*  and  Joseph  P.  Deisher,  M.D.** 


An  unusual  and  significant  summer  pro- 
gram was  carried  out  in  Eastern  Kentucky 
in  1969.  It  was  a cooperative  effort  by  mem- 
bers of  the  Student  American  Medical  Association 
(SAMA),  the  Appalachian  Regional  Commission 
(ARC),  the  University  of  Kentucky  (UK)  Depart- 
ment of  Community  Medicine,  Appalachian  Region- 
al Hospitals  (ARH),  and  many  practicing  members 
of  the  medical  and  nursing  professions.  The  basic 
objective  was  to  introduce  professional  students  to 
the  geography,  culture,  problems  and  satisfactions 
associated  with  living  in  Southeastern  Kentucky. 

After  a three  day  orientation  period  at  the  Uni- 
versity of  West  Virginia  in  Morgantown,  88  medical 
students  and  20  nursing  students  were  assigned  to 
five  separate  regions  of  Appalachia  (Ohio-Pennsyl- 
vania.  West  Virginia,  Kentucky,  Virginia-North 
Carolina,  Georgia-Alabama).  Kentucky’s  allotment 
of  17  medical  students  and  3 nursing  students  was 
placed  as  shown  on  the  map  in  Fig.  1. 

The  idea  for  the  project  arose  from  a conversation 
between  Edward  Martin,  now  president  of  SAMA, 
and  Amos  Johnson,  M.D.,  Garland,  North  Carolina, 
past  president  of  the  American  Academy  of  General 
Practice.  Like  many  physicians  in  Appalachia, 
Doctor  Johnson  felt  a real  need  to  make  known  to 
medical  students  the  special  satisfactions  to  be 
gained  from  practice  in  a rural  mountain  community. 
The  two  originators  took  the  idea  to  the  ARC  in 
Washington  who  agreed  to  fund  a program  to  bring 
students  into  the  area  early  in  their  medical  careers 
so  they  could  orient  their  future  studies  in  line 
with  their  experiences.  Through  a cooperative  effort 
of  ARC  with  a field  professor  of  Community 
Medicine  from  UK  and  the  Office  of  Education, 
ARH,  a local  recipient-preceptor  program  was  de- 
signed and  cooperative  planning  was  begun  with 
SAMA. 


*Field  professor,  Department  of  Community  Medi- 
cine, University  of  Kentucky  College  of  Medicine, 
Lexington 

**Director  of  Continuing  Medical  Education,  Ap- 
palachian Regional  Hospitals,  Office  of  Education, 
Harlan 


Program  Objectives 

In  the  grant  request  which  originally,  officially, 
outlined  the  program,  the  objectives  to  be  achieved 
are  listed  as  follows: 

“The  overall  objective  of  this  program  is  to  in- 
fluence the  career  choices  of  medical  and  nursing 
students  by  exposing  them  to  the  health  needs,  the 
challenges  and  opportunities  for  service  and  the 
satisfactions  and  rewards  of  living  and  working  in 
rural  Appalachia  during  the  critical,  formative  period 
of  their  professional  lives.  The  impact  of  such  an 
experience  should  be  meaningful,  not  only  to  these 
students  directly  involved  but  also  to  their  fellow 
professionals.  Through  the  organizational  and  com- 
munications media  available  to  SAMA,  such  ex- 
periences in  rural  practice  can  be  shared  with  a 
large  proportion  of  American  medical  and  nursing 
students  and  senior  members  of  the  profession  for  a 
period  of  time  much  longer  than  the  summer  of 
1969.” 

From  this  overall  objective,  five  specific  objectives 
were  given: 

1.  To  create  among  medical  and  nursing  students 
an  awareness  of  the  common  health  problems, 
the  gaps  in  health  care  and  the  general 
medical  needs  of  a rural  community. 

2.  To  provide  an  opportunity  to  experience  and 
identify  with  the  role  of  a rural  practitioner 
whereby  the  student  will  hopefully  come  to 
visualize  himself  in  a future  permanent  role  in 
Appalachia. 

3.  To  broaden  the  understanding  among  the 
Appalachian  physicians  involved  in  the  pro- 
gram of  students’  needs  and  goals. 

4.  Through  the  students  to  influence  medical  and 
nursing  school  curricula  in  a way  that  will 
tend  to  provide  a larger  output  of  personnel 
appropriately  trained  for  the  health  needs  of 
Appalachia. 

5.  To  provide,  on  a limited  basis,  opportunities 
for  medical  and  nursing  students  to  give  direct 
health  service. 

In  the  Kentucky  Program,  it  was  felt  by  the 
Director  of  Education,  ARH,  and  the  field  professor. 
Community  Medicine,  that  specific  program  objec- 
tives 1,  2 and  5 were  very  feasible  ones  with  which 
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we  could  identify  and  provide  sound  experiences  for 
achieving.  The  fourth  specific  would  depend  upon 
the  students  entirely  when  they  returned  to  their 
various  schools.  Number  3 seemed  to  hold  a certain 
amount  of  potential  for  friction  and  misunderstand- 
ing between  the  student  and  the  preceptors.  However, 
it  was  felt  that  if  the  students  were  reminded  that 
they  were  preceptees  with  specific  goals  and  were 
cautioned  that  there  was  little  they  could  do  to 
change  the  300-year  course  of  the  Appalachian  cul- 
ture in  eight  weeks,  their  own  natural  courtesy  and 
deference  would  prevent  any  real  difficulty. 

Student  Selection  and  Placement 

Any  student  who  entered  the  program  was  ob- 
viously self-selected  as  interested  in  studying  and 
possibly  helping  to  improve  the  medical  care  delivery 
system  for  the  area. 

The  students,  generally  in  their  pre-clinical  years, 
came  from  Arkansas,  California,  Connecticut,  Dis- 
trict of  Columbia,  Georgia,  Kansas,  Penr'sylvania 
and  Wisconsin  as  well  as  from  Kentucky.  As  a part 
of  the  selection  process  set  up  by  SAMA,  each 
student  was  required  to  submit  his  reasons  for 
wanting  to  join  the  program  in  an  essay  type  letter 
to  the  main  offices  of  SAMA  accompanied  by  a 
recommendation  from  the  dean  of  his  school.  From 
these  letters  and  an  application  form  it  was  possible 
to  identify  the  specific  objectives  held  by  the  indi- 
vidual students.  An  effort  was  made  to  place  the 
students  with  the  type  of  practice  that  he  thought 
he  would  be  interested  in  observing.  Seven  students 
were  placed  with  solo  practitioners  and  ten  students 
were  placed  with  group  practitioners;  three  observed 
general  practice  group  practitioners  and  seven  ob- 
served mixed  specialty  and  general  group  practices. 

The  objectives  of  the  various  physicians  were 
largely  directed  toward  future  recruitment  of  medical 
personnel  into  the  area  to  help  carry  the  heavy 
work  load  which  falls  on  the  shoulders  of  practicing 
health  personnel  in  Appalachia. 

The  Kentucky  Program 

The  original  contact  between  ARC  and  the 
Office  of  Education,  ARH,  was  made  through  a 
field  professor  of  the  Department  of  Community 
Medicine,  UK.  Conferences  within  the  Office  of 
Education  revealed  a sincere  and  active  interest  in 
the  program,  but  also  certain  fears.  The  Appalachian 
culture  is  stiff  with  traditional  forms  and  tightly 
laced  with  highly  competitive  political  relationships. 
It  was  important  that  no  friction  arise  which  might 
upset  the  fine  working  relationship  which  the  De- 
partment of  Community  Medicine  has  established 
over  the  years  with  the  practicing  physicians 
throughout  Kentucky  and  especially  in  this  area. 
The  introduction  of  a group  of  “foreign”  young 
people  into  this  area,  some  of  whom  might  be 
more  militant  than  would  be  directly  useful  to  any 
constructive  purpose  might  cause  problems,  it  was 
feared. 

In  order  to  insure  that  the  problems  in  this  re- 
gard were  well  understood  by  the  students,  two  local 


FIG.  1.  Distribution  of  Students  in  Counties  Eligible  for 
Appalachian  Regional  Commission  Funds 


people  accompanied  the  “faculty”  to  the  orientation 
period  in  Morgantown  and  spent  several  hours  con- 
ferring with  the  students,  “telling  it  the  way  it 
really  is”,  and  answering  any  questions  which  any 
student  cared  to  bring  up.  These  local  people  were 
selected  because  of  their  familiarity  with  the  culture 
at  the  grass  roots  level  and  their  familiarity  with 
the  political  relationships  that  the  student  might  run 
into.  After  discussion  with  the  SAMA  planners,  the 
Office  of  Education  was  able  to  reassure  the  De- 
partment of  Community  Medicine  that  any  student 
who  proved  incompatible  with  the  program  through 
militancy  would  be  removed. 

In  Kentucky  the  student  area  coordinator,  Warren 
Grady  Stumbo,  now  in  his  third  year  at  UK’s 
College  of  Medicine,  worked  closely  with  physician 
advisors  and  preceptors.  He  comes  from  an  Ap- 
palachian county  and  was  very  forthright  in  re- 
minding his  peers  coming  into  the  area  of  the 
difficulties  they  might  get  into  if  they  did  not 
regard  this  summer  solely  as  a learning  experience. 

During  planning  conferences  with  the  representa- 
tives of  SAMA,  it  became  clear  that  they  would 
insist  on  finding  out  their  own  information  about 
the  area.  They  rejected  several  offers  concerning 
subject  matter  to  be  brought  up  during  the  orienta- 
tion period.  The  physician  staff  for  the  Kentucky 
Program  decided  to  then  outline  the  process  rather 
than  the  specific  content  through  which  the  objec- 
tives might  be  achieved.  The  strategy  proved  to  be 
acceptable  to  all  concerned. 

In  its  final  form,  the  Kentucky  Program  had  four 
parts:  (1)  The  student’s  assignment  to  and  working 
with  a practitioner  for  the  eight  week  period:  (2) 
A suggestion  that  he  get  out  into  the  neighborhoods 
and  homes  of  the  local  people  including  those  in 
which  there  were  disease  problems  identified  as 
(Continued  on  page  169) 
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congenital,  chronic,  and  mental/emotional;  he  was 
also  advised  to  observe  a home  in  which  one 
member  of  the  family  was  absent  for  an  acute  ill- 
ness in  the  hospital;  (3)  A program  for  visiting 
and  observing  as  many  social  agencies  as  possible, 
including  not  only  the  medical  agencies,  but  those 
integral  parts  of  the  communities  such  as  church, 
court,  school  board,  service  clubs  and  the  like;  (4) 
A written  report  was  required  at  the  end  of  the 
eight  week  period,  which  would  take  the  form  of 
either  a narrative  description,  a collection  of  data 
related  to  testing  of  an  hypothesis,  or  a critique  of 
the  program  as  a whole  in  terms  of  its  organization, 
purposes,  and  content.  It  was  felt  that  if  these  four 
themes  were  followed  in  addition  to  the  Daily  Log 
requirements  set  by  the  SAMA  planners  the  students 
would  be  broadly  exposed  to  the  significant  aspects 
of  community  and  professional  life. 

The  Director  of  Education,  ARH,  was  chosen  as 
the  chief  coordinating  physician  for  the  region.  Two 
of  the  field  professors  of  Community  Medicine 
agreed  to  act  as  coordinating  physicians  also.  From 
the  roster  of  members  of  the  Kentucky  Academy 
of  General  Practice  and  the  local  practitioners  who 
had  served  as  field  faculty  for  the  Community 
Medicine  fourth  year  students  from  UK,  a group 
of  physicians  were  selected  who  agreed  to  serve  as 
directly  supervising  preceptors.  The  nursing  students 
were  placed  with  nurses,  most  of  whom  had  been 
arranged  for  through  the  Student  Nurses  Association. 

The  physician  advisors  attended  weekly  con- 
ferences with  the  students  and  usually  visited  the 
site  of  their  work.  Their  advice  was  requested  on 
project  matters,  personal  matters  and  questions  of 
general  interest  to  the  area. 

Evaluation 

The  evaluation  program  developed  by  SAMA 
headquarters  for  the  summer’s  activities  was  exten- 
sive. In  addition  to  detailed  demographic  data  con- 
cerning himself,  each  participant  was  required  to  fill 
out  questionnaires  concerning  attitudes  toward  health 
matters,  community  matters,  and  poverty  and  to 
take  such  tests  as  the  Minnesota  Multiphasic  Per- 
sonality Inventory  and  the  California  Personality 
Inventory.  Most  of  these  same  tests  were  re-admin- 
istered at  the  end  of  the  eight  week  session.  The 
results  are  being  computer-analyzed  by  a SAMA 
member  with  a special  background  in  behavorial 
science  and  statistics. 

At  the  final  meeting  at  Morgantown,  the  students 
expressed  satisfaction  with  their  experience.  Many 
expressed  interest  in  returning  in  future  summers. 
A few  expressed  commitments  to  practice  in  the 
area. 

An  impressive  list  of  projects  was  carried  out  by 
the  Kentucky  students. 

This  list  included; 

1.  Is  Aeromedical  Rescue  feasible  in  Southeastern 
Kentucky? 

2.  A study  of  hearing  losses  in  Lynch,  Kentucky. 

3.  A survey  of  young  mothers:  Willingness 


Toward  Employment  and  Use  of  Day  Care 
Centers. 

4.  Health  education  in  McCreary  County,  Ken- 
tucky. 

5.  Evaluation  of  a family  planning  program. 

6.  Establishment  of  a volunteer  program  in  a 
regional  hospital. 

7.  Survey  of  immunization  status  of  children. 

These  studies  provide  firm  data  on  several  priority 

problems  of  the  region.  The  contribution  is  no  small 
one,  and  serves  as  further  justification  of  the  pro- 
gram. 

Preceptor  Impressions 

The  20  students  were  placed  with  17  preceptors. 
Fourteen  preceptors  had  a single  student.  Three  pre- 
ceptors had  two  students  each.  One  pair  of  students 
was  a husband-wife  team. 

Two  months  after  the  project  terminated,  the 
preceptors  were  interviewed  in  order  to  gain  several 
impressions.  The  preceptors  were  asked  “What  is 
your  general  impression  of  the  Summer  SAMA 
Program  at  this  point  in  time?” 

Table  I indicates  that  88  per  cent  had  positive 
feelings  about  the  program.  Almost  a third  (29  per 
cent)  of  physicians  gave  spontaneous  superlatives  in 
describing  their  impressions.  One  physician  and  one 
nurse  preceptor  had  definite  negative  feelings  about 
the  program. 

TABLE  I 

General  Impression  of  Preceptors  for  Summer 
SAMA  Program  — 60  Days  Afterward 

Superlative  Positive  Negative 


No. 

% 

No.  % 

No. 

% 

Medical  Student 
Preceptor 

4 

29% 

9 64% 

1 

7% 

Nursing  Student 
Preceptor 

0 

0% 

2 67% 

1 

33% 

TOTAL 

4 

23% 

11  65% 

2 

12% 

The  preceptors 

were 

asked 

their  reasons 

for  the 

way  they  felt.  Of  the  15  preceptors  in  favor  of  the 
program  10  (67  per  cent)  were  most  impressed  by 
the  program  concept,  four  (27  per  cent)  were  most 
impressed  by  the  qualities  of  their  individual  student, 
one  (six  per  cent)  was  most  impressed  by  the  way 
the  program  was  run. 

The  two  preceptors  with  negative  impressions  had 
different  reasons.  One  felt  the  student  was  respon- 
sible; the  other  felt  the  way  the  program  was  run 
was  the  chief  reason  for  his  feelings,  but  in  addi- 
tion faulted  the  program  concept  as  well  as  the 
student. 

The  preceptors  with  positive  impressions  did  have 
some  criticisms.  Six  preceptors  felt  that  the  program 
should  be  limited  to  junior  or  senior  students.  Their 
reason  generally  was  that  it  was  difficult  and  too 
time-consuming  to  supervise  the  pre-clinical  student 
in  providing  direct  patient  services. 

Two  preceptors  felt  the  lack  of  proper  direction 
and  control  of  student  activities.  In  one  case  the 
{Continued  on  pa^e  187) 
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Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 

\ 


Mylanta* 

#LIOUID/TABLETS 

aluminum  and  magnesium  hydroxides  plus  simethicone 

Good  taste  = patient  acceptance 
Relieves  GJ.  gas  distress* 
Non-constipating 

♦with  the  defoaming  action  of  simethicone 
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PHARMACEUTICALS  Pasadena,  Calif.  91 109 


Division  of  AHos  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


Want  To  Take  A Trip? 


“President’s  Office  Sacked  by  Students” 

“Record  Room  and  Library  Seized  by  Dis- 
sidents” 

“Military  Recruiters  Attacked  on  Campus” 
“Five  Burn  Draft  Cards” 

“Police  Fired  on  from  Dorm” 

If  you  had  been  away  for  the  past  10  years 
and  just  returned,  it  wouldn’t  take  more  than 
the  above  actual  headlines  to  encourage  the 
idea  that  it’s  not  the  same  campus  world.  In- 
deed, it  is  not.  People  have  made  it  so.  To 
further  alert  you,  may  it  also  be  suggested  that 
it  will  never  be  the  same — How  many  times  has 
this  phrase  been  uttered? 

It’s  not  all  bad  despite  appearances,  but  it 
does  take  some  contact,  familiarization  and 
some  dialogue. 

Muse  for  a moment — How  many  times  have 
you  returned  to  the  campus,  other  than  for  an 
athletic  event?  Do  it  as  soon  as  you  can  and 
you  can  anticipate  a stimulating  experience — a 
challenging  thoughtfulness.  It  will  not  all  de- 
press you,  neither  will  it  all  exhilarate  you.  If 
you  wish  to  really  seek  and  find  appropriate 
discourse,  adhere  to  three  composures:  “Ask, 
don’t  tell.”  “Go  in  peace,  not  in  confrontation.” 
“Don’t  appear  as  the  seer,  present  as  the 
seeker.” 

After  a campus  visit,  it  will  be  further  con- 
tributory to  your  awareness  to  visit  a medical 
school.  The  same  three  ground  rules  apply.  For 
openers  to  see  who  our  next  generation  of 
physicians  are,  try  these  propositions  for  start- 


ing familiarizations:  “Health  care  and  the  prop- 
er methods  for  its  delivery.”  “The  best  efforts 
of  the  profession  to  deal  with  the  problems  of 
the  ghetto.”  “In  reorganization  of  medical  cur- 
riculi  there  should  be  a reduction  in  years  of 
study  and  an  enlargement  of  faculty  (full-time 
and  voluntary),  but  with  divorcement  of  teach- 
ing from  research.”  For  the  last  item  of  discus- 
sion, take  on  something  more  philosophical, 
“Health  care  is  a right,  not  a privilege.” 

Pursue  the  above  suggestions  and,  while  it 
will  not  cause  a cessation  of  the  generation  gap, 
it  will  squeeze  it  ever  so  gently.  Take  a heavy 
dose  of  objectivity  before  going  if  you  prefer  to 
receive  some  scintillation. 

We  are  now  approaching  our  KMA  Annual 
Senior  Day.  This  will  be  the  second  year  that 
both  the  University  of  Louisville  and  the  Uni- 
versity of  Kentucky  seniors  will  join  together  for 
the  event.  The  date  is  Tuesday  evening,  April 
7.  The  place  is  Continental  Inn,  Lexington. 
Host  society  for  the  evening  events  is  the  Fay- 
ette County  Medical  Society.  All  of  you  are  in- 
vited. 

Treat  yourself  to  a generous  helping  of  our 
next  generation  of  physicians  by  joining  in  this 
event. 

This  generation  will  be  with  us  shortly.  If 
you  don’t  avail  yourself  of  such  opportunities, 
it’s  conceivable  there  will  soon  be  a generation 
gap  plus  two. 

Hoyt  D.  Gardner,  M.D.,  Chairman 
Senior  Day  Committee 
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Application 

FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBIT  SECTION 


1970  Annual  Meeting 

Convention  Center 


Kentucky  Medical  Association 

Louisville,  Kentucky  September  22,  23,  24 


Fill  Out  and  Mail  to: 

T.  R.  MARSHALL,  M.D.,  Chairman 

Committee  on  Scientific  Exhibits 
Kentucky  Medical  Association 
3532  Ephraim  McDowell  Drive 
Louisville,  Kentucky  40205 

Applications  for  space  should  be  received 
before  July  1,  1970 

Dimensions  and  structure  of  KMA  Scientific 
booth  are  shown  in  accompanying  illustration 


1.  Title  of  Exhibit:  

2.  Name  (s)  of  Exhibitor  (s):  (AMA  Member?) 

Institution  (if  desired):  

Mailing  Address 

3.  Do  you  have  a built-in  exhibit? 

4.  Description  of  Exhibit:  (Attach  Brief  Description  Not  To  Exceed  50  Words  to  this  blank) 

5.  Exhibit  will  consist  of  the  following:  (Check  which) 

Charts  and  Posters.  . . . Photographs.  . . . Drawings.  . . . X-rays  .... 

Specimens....  Moulages....  Other  Material 

> r.  in  . (Describe) 

6.  Booth  Requirements: 

Amount  of  total  wall  space  needed? 

Back  wall  Side  walls  (All  side  walls  are  4')  

Square  feet  needed? Shelf  desired?  (yes  or  no)  

7.  Indicate  sources  of  assistance  provided  to  you  in  connection  with  the  exhibit 

8.  Has  this  exhibit  been  exhibited  before?  If  so,  when  & where? 

Date  


Signature  of  Applicant 


The  Kentucky  Medical  Association  will  provide  without  cost  to  the  exhibitor  the  following:  Exhibit 
space,  shelves,  sign  for  booth,  current,  bracket  lights,  provided  all  items  are  approved  in  advance 
by  the  committee. 

Cost  of  transporting  exhibits  to  the  meeting  must  be  borne  by  the  individual  exhibitor  as  well  as 
costs  of  cards,  signs,  etc.,  which  are  a part  of  the  exhibit. 

View  boxes,  furniture,  decorations,  etc.,  may  be  rented,  if  desired,  by  applying  directly  to  Jos.  T. 
Griffin  Company,  704  West  Main  Street,  Louisville  40202,  who  supply  equipment  for  the  annual 
KMA  meeting. 

Due  to  the  shortage  of  space,  please  have  your  exhibit  as  compact  as  possible. 
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CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


AMBAR^Z 


One  Ambar  Extentab  before  breakfast  can  J~~%.  1 ▼ 1 1 M/~~%  M%  BRIEF  SUMMARY/Indications:  Ambar 

help  control  most  patients’  appetite  for  up  'VTT’ A Q®  suppresses  appetite  and  helps  offset  emo- 

to  12  hours.  Methamphetamine,  the  appe-  J—z-ZV  A A-/iN  X/xAAO  tional  reactions  to  dieting.  Contraindica- 
tite  suppressant,  gently  elevates  mood  and  phlnobarbTtare"*^  tions:  Hypersensitivity  to  barbiturates  or 

helps  overcome  dieting  frustrations.  Pheno-  (Warning:  may  be  habii  forming).  sympathomimetics;  patients  with  advanced 


barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. .. helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company.  H'l^OBINS 


A.  H.  ROBINS  COMPANY. 
RICHMOND.  VA.  23220 


ORGANIZATION  SECTION 


Discussion  of  Peer  Review,  Physician’s  Assistant  Featured 
At  1970  KMA  Interim  Mtg.,  April  8-9,  Ky.  Dam  Village 


The  1970  KMA  Interim  Meeting  will  feature  in- 
formative and  interesting  discussions  on  Peer  Review 
and  the  Physician’s  Assistant,  two  subjects  which 
have  great  significance  for  the  medical  profession  in 
the  seventies. 

Held  at  Kentucky  Dam  Village  State  Park,  Gil- 
bertsville,  the  20th  Annual  Interim  Meeting  will  be- 
gin on  Wednesday,  April  8,  with  a social  hour  and 
dinner  followed  by  an  address  by  Russell  B.  Roth, 
M.D.,  Erie,  Pa.,  speaker  of  the  AMA  House  of 
Delegates.  Doctor  Roth  will  discuss  the  aspects  of 
providing  health  care  in  the  next  decade. 

The  Thursday  morning  program  will  begin  with 
a panel  discussion  on  Peer  Review.  Moderated  by 
Walter  L.  Cawood,  M.D.,  Ashland,  KMA  president, 
the  panel  includes  John  W.  Koon,  Louisville,  execu- 
tive secretary  of  the  Kentucky  Farm  Bureau  Federa- 
tion; Vincent  J.  Santare,  M.D.,  Munster,  Ind.,  a 


J.  Duffy  Hancock,  M.D.  and  Eugene  H.  Conner,  M.D., 
both  of  Louisville,  lend  their  assistance  in  replacing  the 
Janet  Avenue  sign  with  Ephraim  McDowell  Drive,  the  new 
street  name  of  the  location  of  the  KMA  Headquarters 
Office.  Doctors  Hancock  and  Conner  are  members  of  the 
KMA  Memorials  Commission  which  sought  the  name  change 
honoring  the  Kentucky  pioneer  surgeon. 


member  of  the  Board  of  Trustees  of  the  Indiana 
State  Medical  Society,  and  Marvin  A.  Bowers,  Jr., 
M.D.,  Louisville,  chairman,  KMA  Claims  and  Utili- 
zation Review  Committee.  The  participants  will  be 
discussing  the  consumer’s  viewpoint  and  KMA’s 
guidelines  on  peer  review. 

Following  this  discussion  will  be  a second  panel 
which  will  deal  with  the  subject  of  the  Physician’s 
Assistant.  Participants  in  this  panel,  which  is  moder- 
ated by  Walter  I.  Hume,  Jr.,  M.D.,  Louisville,  are 
Robert  W.  Ewer,  M.D.,  Galveston,  Texas,  program 
director.  Clinical  Associate  Program,  University  of 
Texas  Medical  Branch,  and  D.  Robert  Howard,  M.D., 
Durham,  N.  C.,  project  director.  Physician’s  As- 
sistant Program,  Duke  University  School  of  Medicine. 

The  meeting  will  close  Thursday  with  a luncheon 
and  an  address  given  by  J.  Ed  McConnell,  Louisville, 
president  of  Kentucky  Physicians  Mutual,  Inc.  and 
Blue  Cross  Hospital  Plan,  Inc.  Mr.  McConnell  will 
speak  on  “Blue  Cross-Blue  Shield  in  Kentucky — To- 
day.” 

Other  activities  planned  during  the  two-day  ses- 
sion include  an  Orientation  Program,  a meeting  of 
the  Woman’s  Auxiliary  to  KMA,  as  well  as  a meet- 
ing of  the  KMA  Board  of  Trustees. 

All  physicians  are  urged  to  attend  this  meeting  and 
to  secure  reservations  as  soon  as  possible.  The  dead- 
line for  making  a reservation  at  Kentucky  Dam  Vil- 
lage State  Park  for  the  night  of  April  8 is  March 
25.  A reservation  form  can  be  found  on  page  179 
for  your  convenience. 

Nominations  for  KMA  Awards 
Accepted  at  Interim  Mtg. 

Nominations  for  KMA’s  three  top  awards  will  be 
accepted  by  the  KMA  Awards  Committee  during 
the  1970  Interim  Meeting,  according  to  Richard  F. 
Grise,  M.D.,  Bowling  Green,  committee  chairman. 

The  committee  will  be  seated  at  a reserved  table 
during  the  April  9 luncheon  and  at  that  time  will 
accept  nominations  for  the  Distinguished  Service 
Medal  Award,  Outstanding  General  Practitioner 
Award  and  the  R.  Haynes  Barr  Award.  These 
awards  will  be  given  during  the  KMA  Annual 
Meeting  in  September. 

Other  members  of  the  committee  include  William 
A.  Blodgett,  M.D.,  Louisville;  Frank  L.  Duncan, 
M.D.,  Monticello;  C.  Wayne  Franz,  M.D.,  Ashland, 
and  Douglas  E.  Scott,  M.D.,  Lexington. 
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Program 

“Kentucky  Medicine  in  The  Seventies” 

KMA  1970  Interim  Meeting 

April  8 and  9 

Kentucky  Dam  Village  State  Park 
Gilbertsville 


Doctor  Roth 


Mr.  McConnell 


WEDNESDAY  EVENING  SESSION 

Walter  L.  Cawood,  M.O.,  Ashland,  president 
Kentucky  Medical  Association,  presiding 

3:00  p.m.  Registration 
5:30  p.m.  Social  Hour 
6:30  p.m.  Dinner 


7:30  p.m.  Call  to  Order — Doctor  Cawoocl 

“Health  Care  in  The  Seventies” — Russcll  B.  Roth,  M.D. 

Speaker,  AMA  House  of  Delegates 


THURSDAY  MORNING  SESSION 

Doctor  Cawood  presiding 
8:45  a.m.  Call  to  Order  and  Announcements 

9:00  a.m.  Panel  Discussion — “Peer  Review” 

Walter  L.  Cawood,  M.D.,  Ashland,  moderator 
Mr.  John  W.  Koon,  Louisville,  executive  secretary, 

Kentucky  Farm  Bureau  Federation 
Vincent  J.  Santare,  M.D.,  Munster,  Ind. 

Marvin  A.  Bowers,  Jr.,  M.D.,  Louisville,  chairman,  KMA  Claims 
and  Utilization  Review  Committee 

10:30  a.m. — Panel  Discussion — “The  Physician's  Assistant” 

Walter  I.  Hume,  Jr.,  M.D.,  Louisville,  moderator 

Robert  W.  Ewer,  M.D.,  Galveston,  Texas,  program  director. 

Clinical  Associate  Program,  University  of  Texas  Medical  Branch 
D.  Robert  Howard,  M.D.,  Durham,  N.C.,  project  director.  Physician’s 
Assistant  Program,  Duke  University  ^hool  of  Medicine 

1 1 :30  a.m.  Question  and  Answer  Session  for  Morning  Program 


LUNCHEON  SESSION 
12:30  p.m. 

John  C.  Quertermous,  M.D.,  Murray 
KMA  President-elect,  presiding 

“Blue  Cross-Blue  Shield  in  Kentucky — Today” — J.  Ed  McConnell,  Louisville, 

President,  Kentucky  Physicians  Mutual,  Inc.  and  Blue  Cross  Hospital  Plan,  Inc. 


Adjournment 


Mr.  Koon 


Doctor  Bowers 
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Doctor  Ewer 


Doctor  Howard 
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Redesigned  Orientation  Course 
To  Be  Offered  April  8 

The  Tenth  KMA  Orientation  Course,  which  has 
recently  been  redesigned,  will  be  offered  for  new 
members  of  the  Association  April  8,  just  prior  to 
the  opening  of  the  1970  Interim  Meeting  at  Ken- 
tucky Dam  Village  State  Park,  Gilbertsville. 

The  Orientation  Committee  changed  the  format 
of  the  program  this  year  placing  more  emphasis  on 
brevity  and  informality.  The  program  is  designed  to 
better  equip  new  members  to  meet  present-day 
responsibilities  as  a citizen  and  as  a physician. 

According  to  the  KMA  Bylaws,  new  members 
are  required  to  attend  an  orientation  course  within 
two  years  of  joining  the  Association,  unless  excused 
for  a cause  approved  by  the  Board  of  Trustees. 

Letters  of  invitation  for  this  course,  which  is 
held  twice  each  year  in  connection  with  the  In- 
terim and  Annual  Meetings,  have  been  sent  to  new 
members.  Any  KMA  member,  whether  he  receives 
an  invitation  or  not,  is  most  welcome  to  attend 
the  session. 

Rheumatic  Disease  Symposium 
Scheduled  For  April  23 

"New  Concepts  and  Procedures  in  Rheumatic 
Diseases"  will  be  the  theme  of  the  Sixth  Annual 
Rheumatic  Disease  Symposium  April  23,  according 
to  David  H.  Neustadt.  M.D.,  Louisville,  chief  of  the 
section  on  rheumatic  diseases.  University  of  Louis- 
ville. 

The  full-day  conference,  which  will  be  held  in 
Louisville  General  Hospital’s  Rankin  Amphitheater, 
is  sponsored  by  the  University  of  Louisville  School 
of  Medicine  and  the  Kentucky  Chapter  of  the 
Arthritis  Foundation. 

Included  in  the  guest  faculty  are  Joseph  L. 
Hollander,  M.D.,  chief  of  the  arthritis  section. 
University  of  Pennsylvania,  Philadelphia,  and  Nathan 
Zvaifler,  M.D.,  chief,  division  of  rheumatic  diseases, 
Georgetown  University  Medical  Center,  Washington, 
DC. 

Discussion  at  the  conference  will  deal  with  recent 
advances  and  developments  in  diagnosis  and  treat- 


Large industrial  and  private  medical 
practice,  well  equipped  office,  X-ray, 
E.K.G.,  two  large  good  hospitals  with- 
in five  minutes.  M.D.  age  66  desiring 
to  quit  within  two  years.  Salary,  thep 
percentage.  Write:  W.  C.  Madden, 
M.D.,  713  Washington  Street,  Dayton, 
Ohio  45407. 


ment  of  rheumatoid  arthritis,  gout,  ankylosing 
spondylitis  and  septic  arthritis.  Panel  discussions 
with  active  audience  participation  and  question  and 
answer  sessions  will  be  encouraged.  Doctor  Neustadt 
said. 

Cancer  Symposium  Presented 
At  OB-GYN  Mtg.  May  15-16 

The  Kentucky  Obstetrical  and  Gynecological 
Society  will  hold  its  22nd  Annual  Meeting  May 
15-16  at  the  Brown  Hotel,  Louisville.  The  meeting 
is  co-sponsored  by  the  Kentucky  Division  of  the 
American  Cancer  Society. 

Four  nationally-known  speakers  will  participate  in 
the  meeting  on  May  15  which  will  be  a symposium 
on  gynecological  cancer.  Donald  J.  Woodruff. 
M.D.,  professor  of  gynecology  and  obstetrics  at 
Johns  Hopkins  University,  Baltimore,  Md.,  will 
discuss  the  field  theory  of  squamous  carcinomas  in 
the  female  and  ovarian  tumors. 

Discussing  the  surgical  approach  to  vulvar  cancer 
and  the  epidemiology  of  cervical  cancer  will  be 
Professor  Stanley  Way,  Newcastle-on-Tyne,  England. 

James  Krieger,  M.D.,  chief  of  gynecologic  service, 
Cleveland  Clinic,  will  deal  with  dysplasia  and 
adenomatous  hyperplasia.  Trophoblastic  tumors  and 
chemotherapy  in  gynecologic  malignancies  will  be 
the  topics  of  John  L.  Lewis,  Jr.,  M.D.,  chief  of  gyne- 
cologic service.  Memorial  Hospital,  New  York  City. 

Ky.  Surgeons  Hold  Annual  Mtg. 
March  12-14  in  Lexington 

The  annual  meeting  of  the  Kentucky  Chapter, 
American  College  of  Surgeons  will  be  held  March 
12-14  at  the  Imperial  House  in  Lexington,  according 
to  Sam  Weakley,  M.D.,  Louisville,  secretary  of  the 
chapter. 

Featured  on  the  three-day  program  will  he  two 
former  Kentucky  physicians.  Frank  C.  Spencer. 
M.D.,  chairman  of  the  department  of  surgery  of  the 
New  York  University  School  of  Medicine,  is  a 
former  surgery  professor  of  the  University  of  Ken- 
tucky School  of  Medicine  and  a former  recipient  of 
the  KMA  Faculty  Achievement  Award. 

Ben  Eiseman,  M.D.,  another  guest  speaker  at  the 
meeting,  was  the  first  chairman  of  the  department 
of  surgery  at  the  University  of  Kentucky.  Now  a 
surgery  professor  at  the  University  of  Colorado 
Medical  School,  Doctor  Eiseman  is  also  director  of 
surgery  at  Denver  General  Hospital. 

Call  for  Abstracts 

The  1970  meeting  of  the  American  Electro- 
encephalographic  Society  wlil  be  held  September 
17-19  in  Washington,  D.C.  Any  member,  or  non- 
member, desiring  to  submit  abstracts  for  presenta- 
tion at  the  meeting  must  do  so  before  June  1. 
The  abstracts  should  be  submitted  to  Reginald 
Bickford,  M.D.,  Department  of  Neuroscience,  Uni- 
versity of  California,  LaJolla,  Calif.  92037. 
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Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 
chancroid 
diphtheria 
endocarditis 
genitourinary 
infections 
gonorrhea 
granuloma  inguinale 
listeriosis 

lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 

call  me“AchroV” 


knows  ACHRO®  V stands  for  ACHROMYCIN®  V 


Every  pharmacist 

Contraindications:  Hypersensitivity  to 
tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower  doses 
are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations. 
Photodynamic  reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment 
if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  reactions— uxixc&v'id., 
angioneurotic  edema,  anaphylaxis. 
Intracranial— b\x\gmg  fontanels  in  young 
infants,  rect/i— yellow-brown  staining; 
enamel  hypoplasia.  anemia,  throm- 

bocytopenic purpura,  neutropenia,  eosino- 
philia.  L/ver— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


AchromyciifV 

Tetracycline 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 
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A realistic 
approach 
to  pain 
relief 


Tmpirin’’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

'B.W.  & Co.'  narcotic  products  are 
Class  "B",  and  as  such  are  available  on  oral 
prescription,  where  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.Y. 


Polymorphous  Eruption — Leavell,  et.  al. 

(Continued  from  page  153) 

Generic  and  Trade  Names  of  Drugs 

Erythrocin — Erythromycin  sterate  tablets 
Kantrex  capsules — Kanamycin  sulfate 
Deltasone  tablets — Prednisone 

Zinc  Peroxide  Suspension — Zinc  Peroxide  75  gms; 

Distilled  Water  112  ml. 
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GENERAL  PRACTITIONER  — for 

large  chronic  disease  and  geriatrics 
hospital  in  the  Chicago  area.  Excellent 
opportunity  to  develop  experience  in 
the  field  of  rehabilitative  medicine.  40 
hour  week  11  paid  holidays,  personal 
days,  vacation  and  sick  leave.  Main- 
tenance available,  if  desired.  Ideal  for 
physician  who  desires  to  give  up  gen- 
eral practice.  Salary  competitive. 
Write  to;  Sherman  E.  Kaplitz,  M.D. 
Oak  Forest  Hospital,  Oak  Forest, 
Illinois  60452 


KENTUCKY  MEDICAL  ASSOCIATION 

INTERIM  MEETING,  APRIL  8-9,  1970 

REQUEST  FOR  ACCOMMODATIONS  RESERVATION 

Complete  and  mail  directly  to  Kentucky  Dam  Village  State  Park,  Gilbertsville.  This  reservation 
is  for  the  night  of  April  8 ONLY. 

□ Lodge  Room-two  double  beds-$  16.00 

COTTAGES: 

□ Efficiency-combination  living  room,  bedroom,  kitchen  and  bath-$  14.00 

□ Two-bedroom-living  room,  kitchen,  bath-$20.00 

□ Three-bedroom  Deluxe-living  room,  dining  area,  kitchen,  Wi  baths,  garage-$22.00 

□ Three-bedroom-living  room,  kitchmen,  bath-$24.00 

□ Three-bedroom  Deluxe-living  room,  dining  area,  kitchen.  Hi  baths,  garage-$28.00 

□ Executive-living  room,  dining  area,  custom  kitchen,  3 bedrooms,  2 baths,  color  television- 

$39.00 


PAYMENT  MUST  BE  SENT  WITH  YOUR  RESERVATION 
NO  LATER  THAN  MARCH  25,  1970 


Names  of  those  sharing  accommodations; 

Name 

Name 

Name 

Address  to  which  Confirmation  to  Be  Sent 


Street  Address 


State  Zip  Code 

Return  reservation  request  to;  Reservation  Department,  Kentucky  Dam  Village  State  Park  Gil- 
bertsville, Ky.  42044,  Telephone  - 502  - 362-4271. 

Note:  This  reservation  is  for  the  Kentucky  Medical  Association  meeting,  April  8-9,  1970 
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—The  lowest  priced  tetracycline— nystatin  combination  available 


HIGHLAND  HOSPITAL 


Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  (tugs,  social  service  work  with  families,  family  therapy,  and  an 
extensive  and  well  organized  activities  program,  including  occupational  therapy,  art  therapy, 
music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treat- 
ment program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs 
of  each  patient  may  be  realized. 

High  school  facihties  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  groimds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704-254-3201 
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Key  Man  Orientation  Conference 
Held  January  15  in  Frankfort 

The  Committee  on  Legislative  Activities  was 
most  pleased  that  65  physicians  and  guests  attended 
the  Key  Man  Orientation  Conference  January  15  in 
Frankfort.  Hoyt  D.  Gardner,  M.D.,  Louisville,  is 
the  Committee's  chairman  for  National  Affairs  and 
Fred  C.  Rainey.  M.D..  Elizabethtown,  is  chairman 
for  State  Affairs. 

The  morning  session  was  devoted  to  an  explana- 
tion of  the  KMA  Legislative  Key  Man  System. 
Richard  S.  Wilbur,  M.D.,  assistant  executive  vice 
president  of  the  American  Medical  Association,  was 
the  keynote  speaker  for  the  morning  session. 

Guest  speaker  for  the  luncheon  was  KMA 
President  Walter  L.  Cawood,  M.D.,  Ashland,  who 
spoke  on  the  current  legislative  climate  and  effective 
participation  by  key  men  and  physicians  in  influ- 
encing the  enactment  of  legislation  in  the  public 
interest. 

County  Society  Officers  Named 
For  1970  Associational  Year 

Following  is  a list  of  the  county  society  officers  for 
the  coming  year,  according  to  the  records  of  the 
membership  department  February  15: 

Bell 

President;  Emanuel  H.  Rader,  M.D.,  Pineville 
Vice-President:  E.  Sheldon  Downs,  M.D.,  Middles- 
boro 

Secretary-Treasurer:  Reginald  S.  Lowe,  Jr.,  M.D., 
Middlesboro 

Delegates  to  KMA:  Charles  B.  Stacy,  M.D.,  Pine- 
ville 

Kenneth  W.  Smith,  M.D., 
Middlesboro 

Alternates:  Francis  A.  Forde,  M.D.,  Middlesboro 
Meredith  J.  Evans,  M.D.,  Middlesboro 

Breathitt 

President:  Robert  E.  Cornett,  M.D.,  Jackson 
Vice-President:  Price  Sewell,  Jr.,  M.D.,  Jackson 
Secretary-Treasurer:  F.  C.  Lewis,  M.D.,  Jackson 
Delegate  to  KMA:  F.  C.  Lewis,  M.D.,  Jackson 
Alternate:  Robert  E.  Cornett,  M.D.,  Jackson 

Bullitt 

President:  S.  T.  Vanover,  M.D.,  Shepherdsville 
Secretary:  James  W.  Roney,  M.D.,  Lebanon  Junc- 
tion 

Delegate  to  KMA:  Patrick  J.  Murphy,  M.D., 
Lebanon  Junction 

Alternate:  Stephen  Bowen,  M.D.,  Mt.  Washington 
Carroll 

President:  John  I.  Cooper,  M.D.,  Bedford 
Vice-President:  Hugh  C.  Williams,  M.D.,  Carroll- 
ton 

President-Elect:  E.  S.  Weaver,  M.D.,  Carrollton 
Secretary -Treasurer:  Hugh  C.  Williams,  M.D.,  Car- 
rollton 

Delegate  to  KMA;  E.  S.  Weaver,  M.D.,  Carrollton 
Alternate:  James  D.  Ford,  Jr.,  M.D.,  Carrollton 

Casey 

President:  Kearney  Adams,  M.D.,  Liberty 
Vice-President:  George  W.  Sweeney,  M.D.,  Liberty 
Secretary-Treasurer:  Cathryn  V.  Cornett,  M.D., 
Liberty 

Delegate  to  KMA:  L.  E.  Wesley,  M.D.,  Liberty 
Alternate:  G.  J.  Sweeney,  M.D.,  Liberty 


Clay 

President:  J.  L.  Becknell,  M.D.,  Manchester 
Vice-President:  Ira  Wheeler,  M.D.,  Oneida 
Secretary-Treasurer:  W.  E.  Becknell,  M.D.,  Man- 
chester 

Delegate  to  KMA:  W.  E.  Becknell,  M.D.,  Man- 
chester 

Alternate:  Ira  Wheeler,  M.D.,  Oneida 
Clinton 

President:  Earnest  A.  Barnes,  M.D.,  Albany 
Secretary:  Floyd  B.  Hay,  M.D.,  Albany 
Delegate  to  KMA:  Earnest  A.  Barnes,  M.D., 
Albany 

Alternate:  Floyd  B.  Hay,  M.D.,  Albany 
Fayette 

President:  Richard  B.  McElvein,  M.D.,  Lexington 
Vice-President:  Peter  P.  Bosomworth,  M.D.,  Lex- 
ington 

Secretary-Treasurer:  W.  Porter  Mayo,  M.D.,  Lex- 
ington 

Delegates  to  KMA:  Richard  D.  Floyd,  M.D.,  Lex- 
ington 

Richard  F.  Hench,  M.D.,  Lex- 
ington 

David  A.  Hull,  M.D.,  Lexing- 
ton 

Bush  A.  Hunter,  M.D.,  Lex- 
ington 

Carl  H.  Scott,  M.D.,  Lexing- 
ton 

Ben  C.  Stigall,  M.D.,  Lexing- 
ton 

Alternates:  L.  Chase  Allen,  M.D.,  Lexington 
Ted  D.  Ballard,  M.D.,  Lexington 
Robert  C.  Burkhart,  M.D.,  Lexington 
W.  Porter  Mayo,  M.D.,  Lexington 
Charles  Nicholson,  M.D.,  Lexington 

Fleming 

President:  Samuel  W.  Gehring,  M.D.,  Flemings- 
burg 

Vice-President:  Robert  W.  Fidler,  M.D.,  Flemings- 
burg 

Secretary-Treasurer:  Ben  F.  Allen,  M.D.,  Flemings- 
burg 

Delegate  to  KMA:  Samuel  W.  Gehring,  M.D., 
Flemingsburg 

Alternate:  Robert  W.  Fidler,  M.D.,  Flemingsburg 
Floyd 

President;  Lowell  Martin,  M.D.,  Martin 
Vice-President:  Claude  Allen,  M.D.,  Langley 
Secretary-Treasurer:  William  B.  Cook,  M.D., 

Prestonsburg 

Delegate  to  KMA:  George  Archer,  M.D.,  Pres- 
tonsburg 

Alternate:  Lowell  Martin,  M.D.,  Martin 
Green 

President:  Robert  L.  Shuffett,  M.D.,  Greensburg 
Vice-President;  Robert  P.  Simmons,  M.D.,  Greens- 
burg 

Secretary -Treasurer:  Robert  P.  Simmons,  M.D., 
Greensburg 

Delegate  to  KMA:  Harry  B.  Huntsman,  M.D., 
Greensburg 

Alternate:  Robert  P.  Simmons,  M.D.,  Greensburg 
Harlan 

President:  James  K.  Hurlocker,  M.D.,  Harlan 
Vice-President:  R.  Smith  Howard,  M.D.,  Harlan 
Secretary-Treasurer:  Wilfred  F.  Jones,  Jr„  M.D., 
Harlan 

Delegates  to  KMA:  Henry  Evans,  Jr.,  M.D.,  Har- 
lan 

Howard  L.  Elliot,  M.D.,  Har- 
lan 

Alternates:  Gilbert  Hamilton,  M.D.,  Harlan 

Walter  H.  Stepchuck,  M.D.,  Harlan 
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Henderson 

President:  M.  Gaynor  Howell,  M.D.,  Henderson 
Vice-President:  John  Marchand,  M.D.,  Henderson 
Secretary-Treasurer:  John  D.  Bland,  M.D.,  Hender- 
son 

Delegates  to  KM  A:  Kenneth  Eblen,  M.D.,  Hender- 
son 

Charles  Kissinger,  M.D.,  Hen- 
derson 

Alternates:  Molloy  G.  Veal,  M.D.,  Henderson 
Wayne  C.  Liles,  M.D.,  Henderson 

Johnson 

President:  John  W.  Turner,  M.D.,  Paintsville 
Vice-President:  Franklen  K.  Belhasen,  M.D., 

Paintsville 

Secretary-Treasurer:  Paul  B.  Hall,  M.D.,  Paintsville 
Delegate  to  KM  A:  Jerry  D.  Fraim,  M.D.,  Paints- 
ville 

Alternate:  Glenn  R.  Powell,  M.D.,  Paintsville 
Knox 

President:  Raymond  Hayden,  M.D.,  Barbourville 
Vice-President:  Pravit  Senavinin,  M.D.,  Barbour- 
ville 

Secretary -Treasurer:  Harold  L.  Bushey,  M.D., 

Barbourville 

Delegate  to  KMA:  Harold  L.  Bushey,  M.D.,  Bar- 
bourville 

Alternate:  T.  R.  Davies,  M.D.,  Barbourville 
Larue 

Secretary:  J.  D.  Handley,  M.D.,  Hodgenville 
Delegate  to  KMA:  Marion  Douglass,  Jr.,  M.D., 
Magnolia 

Laurel 

President:  Paul  R.  Smith,  M.  D.,  London 
Vice-President:  Robert  E.  Pennington,  M.D.,  Lon- 
don 

Secretary-Treasurer:  Boyce  E.  Jones,  M.D.,  London 
Delegate  to  KMA:  John  B.  Rypstra,  M.D.,  London 
Alternate:  Samuel  Adams,  M.D.,  London 

Logan 

President:  Roy  B.  McEndre,  Jr.,  M.D.,  Lewisburg 
Vice-President:  Jack  B.  Holt,  M.D.,  Russellville 
Secretary-Treasurer:  Thomas  G.  Threlkeld,  M.D., 
Russellville 

Martin 

President:  Raymond  D.  Wells,  M.D.,  Inez 
Vice-President:  Clyde  Holloway,  M.D.,  Inez 
Secretary:  John  W.  Ford,  M.D.,  Inez 
Delegate  to  KMA:  Raymond  Wells,  M.D.,  Inez 
Alternate:  Clyde  Holloway,  M.D.,  Inez 

McCracken 

President:  James  C.  Embry,  M.D.,  West  Paducah 
Vice-President:  Winfield  Stryker,  M.D.,  Paducah 
Secretary-Treasurer:  Frank  Crawford,  Jr.,  M.D., 
Paducah 

McCreary 

Secretary:  M.  A.  Winchester,  M.D.,  Whitley  City 
Delegate  to  KMA:  H.  A.  Perry,  M.D.,  Whitley 
City 

McLean 

President:  Sam  Scott,  M.D.,  Livermore 
Vice-President:  Everett  Coleman,  M.D.,  Sacra- 

mento 

Secretary:  W.  G.  Edds,  M.D.,  Calhoun 
Delegate  to  KMA;  Everett  Coleman,  M.D., 
Sacramento 

Alternate:  Sam  Scott,  M.D.,  Livermore 
Menifee 

President:  Donald  L.  Graves,  M.D.,  Frenchburg 
Secretary:  Charles  Max  Brand,  M.D.,  Frenchburg 
Delegate  to  KMA:  Charles  Max  Brand,  M.D., 
Frenchburg 

Alternate:  Donald  L.  Graves,  M.D.,  Frenchburg 


Mercer 

President:  John  S.  Baughman,  III,  M.D.,  Harrods- 
burg 

Vice-President:  Ralph  T.  Ballard,  M.D.,  Harrodsburg 
Secretary-Treasurer:  C.  B.  VanArsdall,  Jr.,  M.D., 
Harrodsburg 

Delegate  to  KMA;  John  S.  Baughman,  111,  M.D., 
Harrodsburg 

Alternate:  Frank  Whalen,  Jr.,  M.D.,  Harrodsburg 
Pendleton 

President:  William  M.  Townsend,  M.D.,  Falmouth 
Vice-President:  C.  A.  Waldemayer,  M.D.,  Butler 
Treasurer:  Mariana  Diaz,  M.D.,  Falmouth 
Secretary:  Robert  L.  McKenney,  M.D.,  Falmouth 
Delegate  to  KMA:  Robert  L.  McKenney,  M.D., 
Falmouth 

Alternate:  William  M.  Townsend,  M.D.,  Falmouth 
Perry 

President:  Joseph  Alter,  M.D.,  Hazard 
Vice-President:  Adalverto  J.  Fernandez,  M.D., 

Hazard 

Secretary-Treasurer:  C.  C.  Rutledge,  M.D.,  Hazard 
Delegate  to  KMA:  Donald  Martin,  M.D.,  Ary 
Alternate:  Keith  Cameron,  M.D.,  Ary 

Pulaski 

President:  Robert  F.  Gloor,  M.D.,  Somerset 
Vice-President:  Michael  D.  Thomas,  Somerset 
Secretary-Treasurer:  Danny  M.  Clark,  M.D.,  Som- 
erset 

Delegates  to  KMA:  Stephen  Kelley,  M.D.,  Somerset 
J.  P.  Hill,  Jr.,  M.D.,  Somerset 
Alternates:  E.  T.  Smith,  M.D.,  Somerset 
G.  A.  Weigel,  M.D.,  Somerset 

Shelby — Henry — Oldham 

President:  Harold  Funke,  M.D.,  Crestwood 
Vice-President:  S.  B.  May,  M.D.,  Eminence 
Secretary-Treasurer:  Rodney  Whitaker,  M.D., 

Shelbyville 

Delegate  to  KMA:  Ronald  Waldridge,  M.D., 

Shelbyville 

Alternate:  Donald  Chatham,  M.D.,  Shelbyville 
Whitley 

President:  Leslie  E.  Karr,  M.D.,  Corbin 
Vice-President:  Paul  B.  Barton,  M.D.,  Corbin 
Secretary-Treasurer:  Elmer  G.  Prewitt,  M.D., 

Corbin 

Delegate  to  KMA:  Roemer  D.  Pitman,  M.D.,  Wil- 
liamsburg 

Alternate:  Elmer  G.  Prewitt,  M.D.,  Corbin 
Woodford 

President:  George  C.  Reed,  M.D.,  Versailles 
Vice-President:  Norman  Fisher,  Jr.,  M.D.,  Midway 
Secretary-Treasurer:  Olson  Parrott,  M.D.,  Versailles 
Delegate  to  KMA:  George  C.  Reed,  M.D.,  Ver- 
sailles 

Alternate:  Norman  Fisher,  Jr.,  M.D.,  Midway 

Intussusception — Schoo 

{Continued  from  page  148) 
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EXPECTORANT 

Each  Ruidounce  contains:  80  mg.  Benadryl^  (diphenhydramine 
hydrochloride),  Parke-Davis;  12  grains  ammonium  chloride;  5 g 
sodium  citrate;  2 grains  chloroform;  1 1 10  grain  menthol;  and  5%  e 
An  antitussive  and  expectorant  for  control  of  coughs  due  to  colds  or 
of  allergic  origin,  benylin  expectorant  is  the  leading  cough  prepa- 
ration of  its  kind,  benylin  expectorant  tends  to  inhibit  cough  reHs 
...soothes  irritated  throat  membranes.  And  its  not-too-sw^t, , 
raspberry  flavor  makes  BENYLIN  EXPECTORANT  easy  to  take. 
PRECAUTIONS;  Per^ns  who  have  become  drowsy  on  this  or  other 
antihistamine-containing  drugs,  or  whose  tolerance  is  not  known, 
should  not  drive  vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  preparation.  Hypnotics,  sedatives,  or  tran- 
quilizers if  used  with  BENYLIN  EXPECTORANT  should  be  prescribed 
with  caution  because  of  possible  additive  effect.  Diphenhydramine 
has  an  atropine-like  action  which  should  be  considered  when  pre- 
scribing BENYLIN  EXPECTORANT. 

ADVERSE  REACTIONS:  Side  reactions  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness,  dizziness,  dryness 
of  the  mouth,  nausea,  nervousness,  palpitation,  and  blurring  of 
vision  have  been  reported.  Allergic  reactions  may  occur. 

PACKAGING:  Bottles  of  4 oz.,  16  oz.,  and  1 gal. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 
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His  heart  telk  him  he’s  an  invalid. 

You  know  he’s  not. 


Photograph  professionally  posed. 


Contraindications:  History  of  sensitivity  to  meprobamate. 


Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs;  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 


Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 
Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis. 
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Ilciety  is  expecteci  in  the  cardiovascular  patient, 
ittle  may  even  be  desirable. 


when  anxiety  is  exaggerated  . . . when  it 
rferes  with  sleep  . . . when  it  aggravates 
diovascular  symptoms,  your  help  may 
leeded. 


urally,  you’ll  want  to  reassure  the  patient. 

i perhaps  prescribe  Equanil  (meprobamate) 
idjunctive  therapy.  It  helps  relieve  anxiety 
tension  specifically,  yet  gently. 


lost  15  years'  use  has  shown  that  Equanil 
sually  well  tolerated  as  well  as  effective, 
e effects  are  generally  limited  to  transient 
wsiness;  serious,  therapy-interrupting 
3 effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
known  toxic  agents.  A few  cases  of  leukopenia  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal ' 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 


Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 


Wyeth  Laboratories  Philadelphia,  Pa. 


Equanil 


(meprobamate) 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


william  P.  POYTHRESS  & company,  INC.,  RICHMOND,  VIRGINIA  23217 


KMA  Committee  Reports 


Educational  Television  Committee 

Thomas  L.  Heaveni,  Jr.,  M.D.,  Highland  Heights, 
Chairman,  Presiding 

University  of  Kentucky  January  20,  1970 

College  of  Medicine 

The  KMA  Educational  Television  Committee 
held  its  third  meeting  of  the  Associational  year  in 
Lexington  recently.  Discussion  centered  around  the 
committee's  plans  for  surveying  Kentucky  physicians 
to  determine  the  effectiveness  of  the  series  to  date 
and  the  best  methods  of  promoting  the  series. 

The  next  PAN  MED  programs  of  special  interest 
to  physicians  are  “Preparatoin  of  the  Child  for  the 
Hospital”  on  March  25;  “Exercise  and  the  Heart” 
on  April  29  and  “Investigation,  How  Much?”  on 
May  20.  Complete  details  of  the  series  can  be 
found  on  the  Continuing  Educational  Opportunities 
page  of  the  KMA  Journal  each  month. 


Committee  on  Legislative  Activities 

Hoyt  D.  Gardner,  M.D.,  Louisville, 
Chairman,  National  Affairs 

Fred  C.  Rainey,  M.D.,  Elizabethtown, 
Chairman,  State  Affairs 

Frankfort,  Kentucky  January  15,  1970 

February  5,  1970 

The  KMA  Committee  on  Legislative  Activities 
met  on  January  15  and  February  5,  1970,  to  dis- 
cuss present  and  proposed  legislation  in  regard  to 
medical  and  health  related  matters.  It  was  noted  that 
the  Committee  routinely  meets  in  Frankfort  and 
more  often  when  the  Kentucky  General  Assembly 
is  in  session  as  it  is  now. 

In  an  effort  to  coordinate  legislative  matters, 
representatives  of  the  allied  groups  were  in  at- 
tendance at  both  meetings.  The  KMA  “Quick 
Action”  Committee  was  in  attendance  to  formulate 
policy  relating  to  the  recommendations  of  the 
Committee  members. 


SAMA’s  Summer  In  Kentucky 

(Continued  from  page  169) 

preceptor  did  not  appreciate  the  student’s  participa- 
tion in  an  unendorsed  Health  Fair.  One  public 
health  official  criticized  the  students’  requirement 
to  “observe”  rather  than  to  get  more  involved  in 
the  work  of  the  organization. 

It  remained  apparent  that  the  placement  process 
was  of  great  importance.  Several  preceptors  were 
directors  of  institution-supported  clinics.  These 
clinics  frequently  operated  with  an  appreciation  and 
sensitivity  to  religious  beliefs.  Where  the  behavior 
of  the  student  did  not  permit  accommodation, 
reservation  was  expressed  about  the  feasibility  of 
the  program. 


The  preceptors  were  asked  about  their  impression 
of  the  students’  objectives.  There  was  unanimous 
agreement  that  objectives  1 and  2 (see  above)  were 
desirable.  However  57  per  cent  of  the  medical  stu- 
dents’ preceptors  questioned  that  the  two  months' 
experience  would  likely  bring  the  student  to  Ap- 
palachia as  a permanent  professional. 

Objective  3,  to  broaden  the  understanding  among 
the  Appalachian  physician  of  students’  needs  and 
goals,  found  agreement  about  its  desirability  in  only 
36  per  cent  of  the  medical  student  preceptors.  Like- 
wise, only  36  per  cent  felt  the  objective  was  realistic. 
The  majority  which  did  not  agree,  stated  thay  did 
not  understand,  or  preferred  not  to  comment. 

Objective  4.  to  influence  school  curricula,  was 
found  desirable  by  88  per  cent  of  the  preceptors. 
Half  of  the  medical  student  preceptors  questioned 
the  realism  of  this  objective,  however. 

Finally,  82  per  cent  of  the  preceptors  agreed  that 
it  was  desirable  for  the  students  to  give  direct 
health  services.  One-third  (36  per  cent)  did  not 
agree  that  this  was  realistic. 

Discussion 

After  preliminary  evaluation,  it  appears  that  the 
SAMA  Appalachian  Program  is  a benefit  to  the 
area.  After  the  first  summer,  the  students  and  the 
preceptors  have  positive  impressions  in  the  great 
majority  of  cases.  It  appears  that  the  program  can 
evolve  into  a truly  productive  experience. 


Taste! 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  144  S-144  tab- 
lets in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 
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OPTICAL  ILLUSION? 
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Angles  make  the  letters  look  tipsy.  Squint  at  the  page  at  arm’s  length. 
Then  try  it  at  ten  feet.  Don’t  suffer  from  the  illusion  that  all  glasses  are 
properly  crafted. 

Rely  on  SOUTHERN  OPTICAL  accuracy 


6 convenient 
locations  in  LOUISVILLE 
plus  BOWLING  GREEN 

CHARGE  ACCOUNTS 
INVITEO 


SOUTHERN  OPTICAL  BLOG 
'640  S 4th.  between  Bioadway  & Chestnut 
MEDICAL  ARTS  BLOG  ' MEDICAL  TOWERS 
Eastern  Parkway  Floyd  & Gray 

ST  MATTHEWS  ‘"I'"®' 

106  McArthur  Dr 

CONTACT  LENSES.  640  S 4th 
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SCHOOL  OF 
MEDICINE-1833 


RHEUMATIC  DISEASES 

Rankin  Ampliitheater  APRIL  23,  1970  Louisville  General  Hospital 


SPONSORED  BY  THE  UNIVERSITY  OE  LOUISVILLE  SCHOOL  OF  MEDICINE 
AND  THE  KENTUCKY  ARTHRITIS  FOUNDATION 


FOREWORD:  NEW  CONCEPTS  AND  PROCEDURES 
IN  RHEUMATIC  DISEASES 


This  symposium  will  emphasize  new  procedures  and  concepts  concerning  pathogenesis 
and  diagnosis  of  inflammation  and  rheumatic  diseases.  Clinical  application  of  recent 
therapeutic  advances  will  be  stressed.  Particular  attention  will  be  given  to:  recent 
immunologic  and  diagnostic  knowledge  related  to  rheumatoid  arthritis  and  synovial 
fluid;  arthroscopy,  a new  technique  for  distinguishing  pathologic  features  of  the  vari- 
ous arthritides;  new  information  on  joint  infections;  diagnosis  and  modern  management 
of  ankylosing  spondylitis;  and  new  developments  related  to  gout  and  uric  acid  metabo- 
lism. Panel  discussions  with  active  audience  participation  will  supplement  the  morning 
and  afternoon  sessions. 


JOSEPH  L.  HOLLANDER,  M.D. 
Philadelphia,  Pennsylvania 

RICHARD  LIPSON,  M.D. 
Burlington,  Vermont 

FRANK  R.  SCHMID,  M.D. 
Chicago,  Illinois 

JOHN  W.  SIGLER,  M.D. 

Detroit,  Michigan 

JAMES  B.  WYNGAARDEN,  M.D. 
Durham,  North  Carolina 

NATHAN  J.  ZVAIFLER,  M.D. 
Washington,  D.C. 


Synovial  Fluid:  Diagnostic  and 
Pathogenetic  Aspects 

Arthroscopy : Netv  Procedure  in 
Rheumatic  Diseases 

Septic  Arthritis:  Newer  Knowledge 

Current  Comment  on  Diagnosis  and 
Management  of  Ankylosing  Spondylitis 

Gout:  Recent  Developments  and 
Advances  in  Therapy 

Immunologic  Aspects  of  Rheumatoid 
Arthritis 


NO  REGISTRATION  FEE  LUNCEHON  FEE  $2.50 

Approved  for  six  accredited  hours  by  American  Academy  of  General  Practice 

FOR  FURTHER  INFORMATION  CONTACT  KENTUCKY  ARTHRITIS  FOUNDATION,  1381  BARDSTOWN  RD.,  LOUISVILLE,  KY.  40204 
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HENRY  B.  ASMAN,  1169  Eastern  Pkwy.,  Louisville  (502)  454-4649  ....Immediate  Past  President 
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Breon  Laboratories  139 
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General  Leasing  Corporation  136 

Handley,  J.  D.,  M.D 138 

Highland  Hospital 180 

Hynson,  Westcott  & Dunning  133 

Kentucky  Chapter,  Arthritis  Foundation  189 

Lederle  Laboratories  135,  177,  180 

Lilly,  Eli  & Company  144 


Madden,  W.  C.,  M.D i76 

Medical  Protective  Company  188 

Merrell,  Wm.  S.  Company  191 

National  Drug  Company  132,  141-142 

Oak  Forest  Hospital  179 

Parke-Davis  and  Company  162,  183 

Poythress,  Wm.  P.  Company  186 

Robins,  A.  H.  Company  167-166,  173 

Roche  Laboratories  192 

Seorle,  G.  D.  Company  160-161 

Southern  Optical  Company  188 

Stuart  Company  170 

Wyeth  Laborotories  184-185 
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Can  one 
prescripation 
' the 

iwork 
of 

two? 


antacids,  and  Bentyl  (dicyclomine 
hydrochloride)  too. 


(0715) 


from  the  discord  of  anxiety. . 


to  emotional  harmony 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows; 

INDICATIONS:  Indicated  when  anxiety,  tension  and  apprehension  are 
significant  camponents  of  the  clinical  prafile. 

CONTRAINDICATIONS;  Patients  with  knawn  hypersensitivity  ta  the  drug. 
WARNINGS;  Cautian  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driving'.  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards. 

PRECAUTIONS ; In  the  elderly  and  debilitated,  and  in  children  over  six, 
limit  to  smallest  effective  dosage  (initially  1 0 mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children  under  six.  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

ADVERSE  REACTIONS:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but  are  also  occasionally 
observed  at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased  libido — all  infrequent 
and  generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally,  making  periodic 
blood  counts  and  liver  functian  tests  advisable  during  protracted  therapy. 


with  the  aid  of  antianxiety 

Librium*’ 

(chlordiazepoxide 

HCI) 

5-mg,  10-mg 
and  25-mg  capsules 


In  an  age  of  swift  change  and 
challenge,  susceptible  individuals 
may  experience  varying  degrees  of 
excessive  anxiety.  The  resulting 
emotianal  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  disease. 
In  properly  individualized  main- 
tenance dosage,  Librium 
(chlordiazepoxide  HCI)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunctive 
therapy  in  psychophysiologic 
disorders.  In  long  clinical  ex- 
perience, Librium  has  demonstrated 
a wide  margin  of  safety. 


Also  available: 
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(chlordiazepoxide) 
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(diethylpropion  hydrochloride) 

works  on  the  appetite 
not  on  the 'nerves’ 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food -but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  Inhibitors,  in  potients  hypersensitive  to 
this  drug;  in  emotionally  unstable  potients  susceptible  to  drug  abuse. 

Warning:  Although  generally  sofer  thon  the  amphetomines,  use  with  great  caution  In 
patients  with  severe  hypertension  or  severe  cordlovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potentlol  benefits  outweigh  potentlol  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuotion  of  therapy,  un* 
pleasont  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  Is  charocteristic  of  sympathomimetic  agents,  it  may 
occasionally  couse  CNS  effects  such  os  insomnlo,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  o few  epileptics 
on  increose  in  convulsive  episodes  has  been  reported.  Sympothomimetic  cardto- 
vascular  effects  reported  include  ones  such  os  tachycardia,  precordial  poin, 
arrhythmia,  palpitation,  ond  increased  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  o healthy  young  mole  after  Ingestion  of 
diethylpropion  hydrochloride;  this  was  an  Isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticoria,  ecchymosis,  and  erythema.  Gostrointest/nof  effects  such  as  diarrhea, 
constipation,  nousea,  vomiting,  end  obdominal  discomfort  hove  been  reported. 
Specific  reports  on  the  hematopoietic  system  Include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscelloneous  odverse 
reoctions  hove  been  reported  by  physicians.  These  Include  comploints  such  os  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  ond  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  toblets:  One  75  mg.  toblet 
daily,  swallowed  whole,  in  midmorning  (10  o m.),-  TEPANIL;  One  25  mg.  toblet  three 
times  doily,  one  hour  before  meols.  If  desired,  on  odditional  toblet  moy  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age  is  not 
recommended.  r-ooe*  / i/7o  / u.s.  patent  no  s.ooi.sio 
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BROMSULPHALEIN®  IN  A STERILE,  DISPOSABLE,  ECONOMICAL  UNIT 
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The  Bromsulphalein  test  is  a 
convenient,  sensitive,  reliable  test  of 
liver  function. 

The  precalibrated  syringe  contained 
in  the  BSP  Disposable  Unit  makes 
weight  calculations  unnecessary, 
providing  proper  dosage  regardless  of 
patient-weight.  Each  unit  contains 
complete  directions  for  use,  precautions 


and  contraindications. 


HYNSON, 
WESTCOTT  & 
DUNNING.  INC. 


The  all-inclusive  BSP  Disposable  Unit 
provides  economic  unit  dispensing. 

Complete  literature  available  on 
request. 
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He  is  middle-aged. 
When  he  needs  an  antibiotic 
he  may  he  a candidate  for 


DECLOSTATIN  300 


DemelhjIchlorlelracjclincHCI  300  mg 
and  Nyslalin  500.000  units 
CAPSLlE-SHAPED  tablets  Ledi  rle 


b.i.d. 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy  — the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectriim  therapy  that  prevents  monilial 
overgrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demetbylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
I particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con-  ; 
slant  observation  is  essential.  If  new  infections  appear,  appropriate  , 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure  ■ 
with  bulging  fontanels  has  been  observed.  .All  signs  and  symptoms  have  i 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar-  ; 
rhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  .Skin— maculopap-  i 
ular  and  erythematous  rashes:  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the  , 
nails  (rare).  Kidney— rise  in  BUN.  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare).  . 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug  , 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn-  ; 
crasy  occurs,  discontinue  medication  and  institute  appropriate  therapy, 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any  j 
bone-forming  tissue  with  no  serious  hannful  effects  reported  thus  far 
in  humans. 

.Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  bc- 
given  1 hour  before  or  2 hours  after  meals,  since  ab.sorplion  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  drug.s,  foods 
and  some  dairy  products.  Treatment  of  streptococcal  in/ections  shoubl 
continue  for  10  days,  even  though  symptoms  have  subsided. 

LEDERLE  LABORATORIE.S 

.A  Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


MESSAGE 
EROM  THE 
PRESIDENT 


Exploration  of  a new  area  usually  yields  some  surprises,  frequently 
raises  questions  and  occasionally  produces  new  knowledge.  KMA  entered 
such  a new  area  three  years  ago  when  it  began  studying  television  techniques 
for  continuing  education  of  physicians.  Dr.  Walter  Cawood  has  generously  al- 
lowed the  E.T.V.  Committee  the  use  of  his  President’s  Page  to  share  some  of  the 
knowledge  we  have  gained  about  this  complex  medium  and  to  answer  a few  of 
the  questions  of  the  PANMED  audience. 

The  inauguration  of  the  Kentucky  Educational  Television  Network  (KETV) 
in  the  fall  of  1969  provided  an  opportunity  to  reach  virtually  every  physician  in 
Kentucky  by  open  broadcast.  This  method  obviates  the  need  for  expensive  re- 
ception equipment  required  with  most  closed  broadcast  plans.  KETV  has  12 
transmitters  scattered  through  the  state.  Until  the  KETV  channel  in  Louisville 
begins  operation,  Channel  15,  WKPC-TV  has  agreed  to  transmit  our  programs. 
Generous  grants  from  the  Kentucky  Heart  Association  and  the  Kentucky  Chap-  , 
ter,  American  Cancer  Society  have  allowed  us  to  obtain  high  quality  pre-recorded 
tapes  with  carefully  programmed  material.  Representatives  of  the  University  of 
Kentucky  and  University  of  Louisville  Medical  Schools  provide  guidance  in  pro- 
gram selection.  University  of  Kentucky  Television  contributes  the  technical  knowl- 
edge and  assistance  that  make  the  PANMED  series  a reality. 

The  use  of  open  broadcast,  even  late  at  night,  imposes  some  restrictions  on 
program  material.  High  production  cost  prevents  us  from  originating  complete 
programs  from  Kentucky  medical  centers  at  this  time.  Yet,  within  these  limita- 
tions, we  hope  to  provide  a worthwhile  service  for  physicians  throughout  the 
state.  We  hope  to  point  out  new  areas  of  medical  interest  and  to  view  old  areas 
in  a new  light.  We  hope  that  physicians  might  then  be  stimulated  to  further  dis- 
cussions with  each  other  and  further  independent  study  of  the  material  presented. 
We  hope  they  may  also  become  aware  of  and  pursue  other  opportunities  for 
continuing  medical  education  in  Kentucky  as  a result  of  our  announcements.  And 
if  somehow,  somewhere  a few  “pearls”  fall  into  the  hands  of  a few  physicians, 
we’ll  view  it  as  a gratuitous  benefit. 

The  Ohio  Valley  Regional  Medical  Program  awarded  us  a grant  to  survey  the 
effectiveness  of  these  programs.  The  results  of  that  survey  are  encouraging  but  the 
reactions  of  all  KMA  members  will  determine  the  future  course  of  this  series. 

We  urgently  solicit  your  comments.  If  you  wish,  and  if  our  grants  are  renewed, 
we  anticipate  another  season  featuring  increased  local  comment  relating  these  I 
tapes  to  medicine  in  Kentucky. 

Thomas  L.  Heavern,  M.D.,  Chairman  < 
Committee  on  Educational  Television  I 


This  is  the  fourth  in  a series  of  articles  written  at  the  request  of  KMA  President  Walter 
L.  Cawood,  M.  D. 
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Tetrex  bidCAPS  controls  susceptible  bacteria 
on  an  easy  b.i.d.  schedule  at  a cost  lower  than 
all  other  “convenience  dosage”  tetracyclines. 


e 

i 


RESCRIBING  INFORMATION.  For  complete  information  consult 
® fficial  Package  Circular.  Tet.  Comb.  1-7/17/67.  Indications:  Infections 
i f respiratory,  gastrointestinal  and  genitourinary  tracts  and  skin  and  soft 
5sues  due  to  tetracycline-sensitive  organisms.  Contraindications:  The 
rug  is  contraindicated  in  individuals  hypersensitive  to  tetracycline. 
Varnings:  Photodynamic  reactions  have  been  produced  by  tetracyclines. 
Ilj  atural  and  artificial  sunlight  should  be  avoided  during  therapy.  Stop 
eatment  if  skin  discomfort  occurs.  With  renal  impairment,  systemic 
xumulation  and  hepatotox- 
A ity  may  occur.  In  this  situa- 
on,  lower  doses  should  be 
sed.  Tooth  staining  and 
aamel  hypoplasia  may  be  in- 
uced  during  tooth  develop- 
lent  (last  trimeter  of  preg- 
ancy,  neonatal  period  and 


childhood).  Precautions:  Mycotic  or  bacterial  superinfection  may  occur. 
Infants  may  develop  increased  intracranial  pressure  with  bulging  fon- 
tanels. In  gonorrheal  therapy,  serologic  tests  for  syphilis  should  be  con- 
ducted initially  and  monthly  for  4 months.  Adverse  Reactions:  Glossitis, 
stomatitis,  nausea,  diarrhea,  flatulence,  proctitis,  vaginitis,  dermatitis, 
and  allergic  reactions  may  occur.  Usual  Adult  Dose:  1 Gm./day  in  2 or 
4 divided  doses.  Continue  therapy  for  10  days  in  Group  A Beta-hemo- 
lytic streptococcal  infections.  Administer  one  hour  before  or  2 hours 

after  meals.  Supplied:  Cap- 
* sules— 250  mg.  in  bottles  of  16 
and  100.  ^CAPS-500  mg.  in 
bottles  of  16  and  50. 

A.H.F.S.  Category  8:12 
BRISTOL 
LABORATORIES 


lis<roX|NLlCAI>S 

(TETRACYCLINE  PHOSPHATE  COMPLEX) 


BRISTOL 


Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


Not  just  the  tough  cases. . . 


Depend  on  Candeptirf  (candicidin) 
as  the  agent  of  first  choice  in 
all  Candida  cases. 


Symptoms  subside 
in  48  to  72  hours! 

Itching,  burning,  discharge, 
and  malodor  disappear  rapidly... 
patient's  embarrassnnent,  too. 

Avoids  the 
disappointment 
of  “the  cure 
that  didn’t  take.” 

Candeptin  is"cidal"as  well  as“static,” 
It  IS  100  times  more  potent  in  vitro 
than  nystatin, 2 and  it  has  achieved 
culture-confirmed  cure  rates  of 
90%  and  more^  (even  in  notoriously 
difficult-to-treat  pregnant  patients))'^-'* 

And  two  weeks  does  it. 

Usually,  Candeptin  cures  in 
a single  14-day  course  of  therapy.^ 


the  fortnight  fungicide 

Candeptin^ 

candicidin 

Vaginal  Tablets/Ointment 

Formula:  CANDEPTIN  Vaginal  Ointment  con- 
tains a dispersion  of  candicidin  powder  equiva- 
lent to  0 6 mg.  per  gm,  or  0.06%  candicidin  activity 
in  U.S.P.  petrolatum.  3 mg  of  candicidin  Is  con- 
tained In  5 gm.  of  ointment  or  one  appllcatorful. 
CANDEPTIN  Vaginal  Tablets  contain  candicidin 
powder  equivalent  to  3 mg.  (0.3%)  candicidin  ac- 
tivity dispersed  In  starch,  lactose  and  magnesium 
stearate. 

Indications:  Vaginal  moniliasis  due  to  Candida 
albicans  and  other  Candida  species. 
Contraindications:  Patient  sensitivity  to  any 
of  the  components.  During  pregnancy  manual 
tablet  Insertion  may  be  preferred  since  the  use  of 
the  ointment  applicator  or  tablet  Inserter  may  be 
contraindicated. 

Caution:  Clinical  reports  of  sensitization  or  tem- 
porary irritation  with  CANDEPTIN  Vaginal  Oint- 
ment or  Vaginal  Tablets  have  been  extremely 
rare.  To  avoid  reinfection.  It  Is  recommended  that 
the  patient  refrain  from  sexual  Intercourse  during 
treatment  or  the  husband  wear  a condom. 
Dosage:  One  vaginal  applicatorful  of  CAN- 
DEPTIN Ointment  or  one  Vaginal  Tablet  Is 
inserted  high  In  the  vagina,  twice  a day,  In  the 
morning  and  at  bedtime,  for  14  days.  Treatment 
may  be  repeated  If  symptoms  persist  or  reappear 
Dosage  forms:  CANDEPTIN  Vaginal  Ointment 
IS  supplied  in  75  gm.  tubes  with  applicator  (14- 
day  regimen  requires  2 tubes).  CANDEPTIN  Vag- 
inal Tablets  are  packaged  In  boxes  of  28,  in  foil, 
with  Inseder— enough  for  a full  course  of  treat- 
ment. Store  under  refrigeration. 

Federal  law  prohibits  dispensing  without  pre- 
scription. CANDEPTIN  Is  a registered  trade-mark 
of  Julius  Schmid,  Inc. 

References:  1.  Olsen,  J.  R : Journal-Lancet 
85  287  (July)  1965.  2.  Lechevalier,  H ; Antibiotics 
Annual  1959-1960.  New  York,  Antibiotica,  Inc.. 
1960.  pp.  614-618  3.  Glorlando,  S.  W„  Torres,  J.  F.. 
and  Muscillo,  G Am  J.  Obst  & Gynec.  90:370 
(Oct.  1)  1964.  4.  Friedel,  H.  J.:  Maryland  M.  J. 
75  36  (Feb.)  1966 


Julius  Schmid  Pharmaceuticals 
423  West  55th  Street 
New  York,  N.Y.  10019 


LEASING 

TAILORED  FOR 

Doctors! 

The  quickest,  easiest, 
most  economical  way  to 
acquire  a car. 

Conserve  your  precious  time 
and  keep  your  cash! 

Let  us  do  your 
Car  shopping  for  you! 

(Any  make  or  model) 


WE  ALSO  LEASE 
Medical  & Surgical  Equipment 
and  Office  Furnishings 


Why  Make  a Capital  Investment? 

General 

LEASING 


CORPORATION 

A DIVISION  OF  KOSTER-SWOPE,  INC. 

3712  FRANKFORT  AVENUE 
Louisville — St.  Matthews 


897-1641 


895-2451 


IN  THE  BOOKS 


FUNDAMENTALS  OF  INHALATION  THERAPY;  by  Donald 
F.  Egan,  M.D.;  Published  by  the  C.  V.  Mosby  Company, 
St.  Louis,  1969;  474  pages.  Price  $11.00. 

This  volume  was  written  as  a textbook  for  in- 
halation therapists,  and  it  is  a very  thorough  one 
which  also  contains  much  material  of  interest  to  the 
physician.  Only  a few  of  its  twelve  chapters,  such  as 
those  on  the  cardiovascular  system  and  on  clinical 
cardiopulmonary  pathology,  seem  to  have  been 
“written  down”  to  the  level  of  paramedical  personnel. 

Just  about  all  aspects  of  respiratory  physiology 
are  touched  upon,  from  the  gas  laws  to  the  me- 
chanics of  ventilation.  While  more  detailed  discus- 
sions of  this  material  are  available  elsewhere,  this 
volume  presents  the  clinically  important  heart  of  the 
subject  in  an  understandable  form. 

In  the  reviewer’s  opinion,  the  most  useful  portions 
of  this  volume  are  those  devoted  to  the  “how  to  do 
it”  aspects  of  inhalation  therapy.  The  inner  work- 
ings of  various  mechanical  ventilators,  nebulizers 
and  other  apparatus  are  described  in  some  detail, 
and  their  advantages  and  short-comings  discussed. 
This  type  of  information  is  not  usually  presented  in 
texts  directed  at  the  medical  profession,  despite  the 
fact  that  mechanical  failures  of  equipment  probably 
constitute  a major  hazard  to  patients  being  treated 
for  respiratory  failure. 

The  book  is  adequately  illustrated,  contains  a num- 
ber of  excellent  charts  and  tables,  and  has  a useful 
appendix.  It  should  be  in  every  hospital  library  as 
a reference  source,  and  every  physician  who  uses 
mechanical  ventilators  and  similar  devices  sould  be 
familiar  with  it. 

Donald  M.  Thomas,  M.D. 


CURRENT  CONCEPTS  IN  OPHTHALMOLOGY:  Vol.  2,  by 
Bernard  Becker,  M.D.  and  Ronald  M.  Burde,  M.D.  with 
17  contributors;  Published  by  the  C.  V.  Mosby  Company, 
St.  Louis,  1969;  267  pages;  Price  $21.00. 

Current  Concepts  of  Ophthalmology,  is  a compila- 
tion of  topics  selected  by  the  authors  for  clarification 
in  the  light  of  present-day  knowledge.  The  topics 
are  discussed  by  the  present  and  former  staff  of  the 
department  of  ophthalmology,  Washington  University 
School  of  Medicine,  St.  Louis.  The  two  authors 
have  attempted  to  present  an  analysis  of  interesting 
problems  in  ophthalmology  today. 

The  topics  are  rather  far  reaching  with  no  at- 
tempt at  continuity  from  subject  to  subject  through- 
out the  17  chapters.  The  subjects  range  from  tech- 
niques of  corneal  transplantation  to  cryosurgery. 


ophthalmic  plastic  surgery,  thyroid  ophthalmopathies, 
amblyopia  and  dyslexia. 

Most  of  the  individual  presentations  are  generally 
well  written  with  good  photographs  and  drawings. 
Most  are  written  in  a very  concise  manner;  some,  I 
believe,  too  much  so  that  no  real  value  is  obtained 
by  the  reader  from  the  presentation.  However,  all 
but  the  chapter  on  dyslexia  have  excellent  references 
for  the  reader  to  study.  Discussions  of  herpes  simplex 
keratitis,  vitreoretinal  pathology  and  cryosurgery  of 
cataract  are  especially  good  sections. 

This  book  is  written  primarily  for  the  practicing 
ophthalmologist  to  help  keep  him  current  and  supply 
an  excellent  reference  list  on  the  selected  subjects. 
Non-ophthalmic  practitioners  would  benefit  from 
reading  some  sections,  particularly  those  dealing 
with  fluorescein  angiography  and  thyroid  ophthal- 
mopathies. An  eye  resident  would  probably  be  seek- 
ing more  detailed  discussions  of  the  subjects  pre- 
sented. 

Peter  C.  Campbell,  M.D. 

GUIDE  TO  CLINICAL  LABORATORY  DIAGNOSIS;  by  John 
A.  Koepke;  Published  by  Appleton-Century-Crofts,  New 
York,  1969;  300  pages;  Price  $6.75. 

This  compact  symptom-oriented  book  is  300  pages 
of  easy  paperback  reading.  It  is  a skeleton  of  clinical 
thinking.  It  is  trimmed  of  theory  and  lengthy  dis- 
cussion. The  author,  intending  to  amplify  the  prin- 
ciples of  laboratory  testing,  has  succeeded  in  cor- 
relating basic  and  clinical  sciences  in  a fashion  mean- 
ingful to  diagnosis  and  treatment. 

The  23  chapters  offer  clinical  pathology  interpre- 
tations ranging  from  cough,  FUO,  renal  disease, 
jaundice,  bleeding  abnormalities,  and  chest  pain  to 
pregnancy.  The  presentation  is  direct  and  simple. 
There  are  ample  clinical  features  and  clinical  mani- 
festations presented.  Few  controversial  sections  and 
only  an  occasional  error  exists. 

The  book  is  recommended  as  a guide  to  orient 
interns  and  residents  in  the  field  of  clinical  path- 
ology, allowing  intelligent  selection  of  laboratory 
tests  with  subsequent  maximum  benefits. 

For  those  who  cannot  afford  the  luxury  of  more 
detailed  study,  a few  hours  with  this  book  will  give 
the  busy  physician  a thumbnail  review  and  clinical 
correlation  of  all  but  the  most  esoteric  tests.  Whether 
general  practitioner  or  specialist,  it  cannot  fail  to 
improve  utilization  of  laboratory  tests  and  to  in- 
crease the  diagnostic  skill  of  those  who  order  and  in- 
terpret them. 

Curtis  Lee  Songster,  M.D. 
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From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  10-68.  This  21-year-old  married  white 
housewife  was  admitted  to  the  hospital  April  13, 
1968,  with  the  chief  complaint  of  persistent  nose- 
bleeds. 

Previous  history  revealed  that  she  was  hospitalized 
three  years  before  for  an  enlarged  thyroid  gland.  The 
protein-bound  iodine  was  2.5  meg  percent  and 
sodium  levothyroxine  was  started.  She  did  well  until 
18  months  later;  when  further  enlargement  of  the 
thyroid  gland  was  noted.  She  was  hospitalized  for 
plural  effusion  and  a report  of  malignant  cells  was 
obtained  on  the  fluid.  At  another  hospital  repeat 
examination  failed  to  demonstrate  malignant  cells. 
Bronchoscopy,  mediastinoscopy,  scalene  node  biopsy 
were  performed  but  no  definite  diagnosis  could  be 
made.  Needle  biopsy  of  the  thyroid  revealed  Hashi- 
moto’s  thyroiditis.  At  thoracostomy,  a thymoma  in- 
volving the  left  upper  lobe,  the  pericardium  plus  the 
chest  wall  was  found.  Post-operatively,  she  received 
4,500  R to  the  mass,  and  responded  well.  She  was 
re-admitted  to  the  hospital  three  months  prior  to  the 
present  admission,  because  of  fullness  in  her  chest. 
Examination  revealed  Hemophilus  influenza  bron- 
chitis. She  responded  to  ampicillin. 

At  the  present  admission,  April  13,  1968,  she  was 
afebrile,  blood  pressure  was  96/60,  and  did  not 
appear  acutely  ill.  Purpuric  lesions  over  the  arms 
and  legs  were  noted.  The  optic  fundi  were  normal. 
The  thyroid  was  diffusely  enlarged,  firm  and  some- 
what tender.  The  trachea  was  in  the  midline.  De- 
creased chest  expansion,  dullness  over  the  entire 
left  hemithorax,  with  increased  tactile  fremitus  were 
observed.  The  liver  edge  was  felt  two  fingerbreadths 
below  the  right  costal  margin.  Hematocrit  was  31 
per  cent,  WBC  3,300  with  69  per  cent  lymphs.  The 
platelet  count  was  7,500.  Bone  marrow  examination 
was  hypoplastic.  The  urinalysis  was  negative. 

On  the  second  hospital  day,  April  14,  Prednisone 
was  started  100  mg  daily,  plus  6 mgs  Winstrol 
(heterocyclic  steroid)  daily  and  thyroid  extract  120 
mgs.  daily.  She  received  Codeine  for  her  cough. 

On  April  17,  the  fourth  hospital  day,  she  began 
to  have  lower  abdominal  cramping  and  some  vaginal 
bleeding.  She  passed  products  of  conception.  The 
last  menstrual  period  wasn’t  given.  She  had  a curet- 
tage of  the  uterus  and  received  syntocinon,  IV  fluids 
and  ampicillin  2 gms  daily.  She  received  two  units 
of  blood  following  the  abortion. 

On  the  13th  hospital  day,  she  developed  oral 
thrush  and  was  treated  with  nystatin.  She  ran  a 
high  fever  the  following  day  and  was  started  on 


sodium  cephalothin  and  kanamycin  sulfate  after 
blood  cultures  were  obtained.  These  subsequently 
grew  E.  Coli  which  was  the  organism  also  cultured 
from  the  endocervix  after  the  abortion. 

Her  platelet  and  white  blood  count  remained  low 
although  she  did  show  a response  to  both  fresh  blood 
and  fresh  plasma,  raising  her  platelet  count  from 
5,000  to  about  35,000.  This  was  interpreted  to  the 
thrombopoietic  effect  of  the  blood  and  plasma.  She 
continued  to  have  a leukopenia,  the  WBC  ranged 
between  250  and  2,000  with  100  per  cent  lympho- 
cytes. She  received  a repeat  course  of  irradiation  to 
the  left  hemithorax,  about  1500  R,  in  the  hope  that 
irradiation  of  the  thymoma  might  reverse  the  pancy- 
topenia. There  was  no  improvement.  She  continued 
to  have  a high  spiking  fever,  even  on  the  antibiotics. 
Blood  culture  May  9,  revealed  E.  Coli.  She  was 
started  on  polymyxin  B 2 mgs/kilo  per  day. 

In  spite  of  antibiotics,  consisting  of  polymyxin  B, 
ampicillin,  sodium  cephalothin  and  kanamycin  sul- 
fate, she  continued  to  have  high  spiking  fever,  chills 
and  her  blood  picture  remained  unchanged.  She  re- 
ceived blood  to  maintain  her  hematocrit  above  30 
per  cent,  plus  fresh  blood  and  fresh  plasma  in  an 
attempt  to  maintain  her  platelet  count.  On  the  36th 
hospital  day  she  died.  May  18,  1968.  Permission  for 
post  mortem  examination  was  not  obtained. 

The  final  diagnosis  was: 

1 ) Thymoma  involving  the  pericardium  and  pleura 
of  the  left  hemithorax. 

2)  Pancytopenia,  secondary  to  the  thymoma. 

3 ) Hashimoto’s  thyroiditis. 

4)  Complete  abortion,  with  post -abortion  en- 
dometritis, organism  E.  Coli. 

5)  E.  Coli  bacteremia,  secondary  to  endometritis, 
and  pancytopenia. 

Comment 

This  most  unusual  case  was  classified  by  the  Com- 
mittee as  an  indirect  obstetric  death.  In  a study  by 
Iverson*  most  of  the  cases  previously  diagnosed 
thymic  carcinoma  proved  to  be  seminomatous  tumors 
of  the  mediastinum.  According  to  this  report,  dif- 
ferentiation from  thymomas  can  be  made  by  the 
histologic  characteristics  of  the  type  cell,  by  a 
granulomatous  reaction,  by  their  radiosensitivity  and 
by  their  evident  malignancy.  The  question  then  is 
raised  as  to  whether  this  case  is  one  of  seminomatous 
tumor,  since  the  thymoma  is  regarded  as  a benign 
tumor. 

(Continued  on  Page  252) 
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IMPORTANT  NOTE:  INDOCIN  (Indomethacin,  MSO) 
cannot  be  considered  a simple  analgesic  and 
should  not  be  used  in  conditions  other  than  those 
recommended  under  Indications.  The  drug  should 
not  be  prescribed  for  children  because  safe  con- 
ditions for  use  have  not  been  established. 

General  Adverse  Effects:  Because  of  the  high 
potency  of  the  drug  and  the  variability  of  its 
potential  to  cause  adverse  reactions,  the  follow- 
ing are  strongly  recommended:  1)  the  lowest 
possible  effective  dose  for  the  individual  patient 
should  be  prescribed.  Increased  dosage  tends  to 
increase  adverse  effects,  particularly  in  doses 
over  150-200  mg/day,  without  corresponding 
clinical  benefits;  and  2)  careful  instructions  to, 
and  observations  of,  the  individual  patients  are 
essential  to  the  prevention  of  serious  and  irre- 
versible, including  fatal,  adverse  reactions, 
especially  in  the  aging  patient. 

Indications:  Symptomatic  relief  of  adult  rheuma- 
toid and  degenerative  joint  disease  unresponsive 
to  adequate  trial  of  salicylates  and  other  mea- 
sures of  established  value,  such  as  appropriate 
rest.  Has  been  found  effective  in  active  stages 
of:  1)  moderate  to  severe  rheumatoid  arthritis 
including  acute  flares  of  chronic  disease,  2)  mod- 
erate to  severe  rheumatoid  (ankylosing)  spondy- 
litis, and  3)  moderate  to  severe  degenerative 
joint  disease  of  the  hip  (osteoarthritis  of  the  hip). 
Has  been  found  effective  in  relieving  pain  and 
reducing  fever,  swelling,  and  tenderness  in  acute 
gouty  arthritis  in  selected  patients.  May  enable 
reduction  of  steroid  dosage  in  patients  receiving 
steroids  for  the  more  severe  forms  of  rheuma- 
toid arthritis;  in  such  instances  the  steroid  dos- 
age should  be  reduced  slowly  and  the  patients 
followed  very  closely  for  any  possible  adverse 
effects. 

Contraindications:  Children  14  years  of  age  and 
under;  pregnant  women  and  nursing  mothers; 
active  gastrointestinal  lesions  or  history  of  re- 
current gastrointestinal  lesions;  allergy  to  as- 
pirin and  indomethacin. 


REVISED  PRESCRIBING  INFORMATION 

Warnings:  Gastrointestinal  Effects:  Because  of 
the  occurrence  and,  at  times,  severity  of  gastro- 
intestinal reactions,  be  continuously  alert  for 
any  sign  or  symptom  signaling  a possible  gas- 
trointestinal reaction.  The  risks  of  continuing 
therapy  with  INDOCIN  in  the  face  of  such  symp- 
toms must  be  weighed  against  the  possible  bene- 
fits to  the  individual  patient.  Gastrointestinal 
effects  may  be  reduced  by  giving  the  drug  im- 
mediately after  meals,  with  food,  or  with  ant- 
acids. Use  greater  care  in  aging  patients. 

Ocular  Effects:  Corneal  deposits  and  retinal  dis- 
turbances, including  those  of  the  macula,  have 
been  observed  in  some  patients  on  prolonged 
therapy.  Discontinue  therapy  if  such  changes  are 
observed.  Ophthalmologic  examination  at  peri- 
odic intervals  is  desirable  in  patients  on  pro- 
longed therapy. 

Central  Nervous  System  Effects:  INDOCIN  (Indo- 
methacin, MSD)  may  aggravate  psychiatric  dis- 
turbances, epilepsy,  and  parkinsonism,  and 
should  be  used  with  considerable  caution  in 
patients  with  these  conditions.  If  severe  CNS 
reactions  develop,  discontinue  the  drug. 

Precautions:  Blurred  vision  may  be  a significant 
symptom  that  warrants  a thorough  ophthalmo- 
logic examination.  Patients  should  be  cautioned 
about  engaging  in  activities  requiring  mental 
alertness  and  motor  coordination,  as  driving  a 
car.  Headache  which  persists  despite  dosage  re- 
duction requires  complete  cessation  of  the  drug. 
May  mask  the  usual  signs  and  symptoms  of  in- 
fection; therefore,  the  physician  must  be  con- 
tinually on  the  alert  for  this  and  should  use  the 
drug  with  extra  care  in  the  presence  of  existing 
controlled  infection.  After  the  acute  phase  of 
the  disease  is  under  control,  an  attempt  to  re- 
duce the  daily  dose  should  be  made  repeatedly 
until  the  patient  is  off  entirely.  ^ 

Adverse  Reactions:  Gastrointestinal  Reactions: 
Single  or  multiple  ulcerations  of  the  esophagus, 
stomach,  duodenum,  or  small  intestine,  includ- 
ing perforation  and  hemorrhage,  with  fatalities 
in  some  instances;  gastrointestinal  bleeding 


without  obvious  ulcer  formation;  perforation  of 
preexisting  sigmoid  lesions  (diverticulum,  carci- 
noma, etc.);  rarely,  increased  abdominal  pain  in 
ulcerative  colitis  patients  or  development  of  ul- 
cerative colitis  and  regional  ileitis;  gastritis, 
which  may  persist  after  the  cessation  of  the 
drug;  nausea,  vomiting,  anorexia,  epigastric  dis- 
tress, abdominal  pain,  and  diarrhea. 

Eye  Reactions:  Corneal  deposits  and  retinal  dis- 
turbances, including  those  of  the  macula,  have 
been  observed  on  prolonged  therapy;  blurring  of 
vision. 

Hepatic  Reactions:  Rarely,  toxic  hepatitis  and 
jaundice,  including  some  fatal  cases. 
Hematologic  Reactions:  Aplastic  anemia,  hemo- 
lytic anemia,  bone  marrow  depression,  agranulo- 
cytosis, leukopenia,  and  thrombocytopenic  pur- 
pura. Since  some  patients  manifest  anemia  sec- 
ondary to  obvious  or  occult  gastrointestinal 
bleeding,  appropriate  blood  determinations  are 
recommended. 

Hypersensitivity  Reactions:  Acute  respiratory  dis- 
tress, including  dyspnea  and  asthma;  angiitis; 
pruritus;  urticaria;  angioedema;  skin  rashes. 

Ear  Reactions:  Hearing  disturbances,  deafness, 
tinnitus. 

Central  Nervous  System  Reactions.-  Psychotic  epi- 
sodes, depersonalization,  depression,  coma,  con- 
vulsions, peripheral  neuropathy,  drowsiness, 
mental  confusion,  lightheadedness,  dizziness, 
headache. 

Cardiovascular-Renal  Reactions:  Edema,  elevation 
of  blood  pressure,  hematuria. 

Dermatologic  Reactions:  Loss  of  hair,  erythema 
nodosum. 

Miscellaneous:  Rarely,  vaginal  bleeding,  hyper- 
glycemia, glycosuria,  ulcerative  stomatitis,  and 
epistaxis. 

Supplied:  Capsules  containing  25  mg  indometh- 
acin each,  in  bottles  of  100  and  1000;  capsules 
containing  50  mg  indomethacin  each,  in  bottles 
of  100. 

For  more  detailed  information,  consult  your  Merck 
Sharp  & Dohme  representative  or  see  the  package 
circular. 
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More  About  Peer  Review 


Peer  review  is  an  idea  whose  time  has  come. 
This  is  the  message  one  hears  from  speakers 
throughout  the  country  at  various  regional 
meetings. 

The  individual  physician  tends  to  become 
static  and  offer  mediocre  medical  care  if  he 
is  not  constantly  trying  to  update  his  records 
and  keep  supplying  the  best  possible  medical 
care  for  his  patients. 

James  H.  Sammons,  M.D.,  of  Baytown, 
Texas,  who  is  chairman  of  the  board  of  direc- 
tors of  the  American  Political  Action  Com- 
mittee, has  been  quoted  as  saying  that  peer 
review  should  be  concerned  with  the  quality 
of  care  rather  than  charges  for  service.  He 
further  stated  that  he  is  bothered  because  peer 
review  often  seems  to  be  punitive. 

The  writer  tends  to  agree  with  this  view.  It 
is  my  view  that  each  individual  physician 
should  attempt  to  document,  in  as  few  words 
as  possible,  that  he  is  rendering  quality  medi- 
cal care  to  his  patients.  The  best  way  that  I 
know  of  doing  this  is  recording  a carefully 
taken  history,  physical  examination  and  up-to- 
date  progress  notes.  When  a chart  that  is 
properly  recorded  is  reviewed,  it  is  apparent  to 
the  reviewer  that  the  patient  has  received 
quality  care  and  that  his  attending  physician 
is  entitled  to  the  charges  for  service. 

Hugh  A.  Edmondson,  M.D.,  who  is  a mem- 
ber of  the  utilization  review  committee  at 
Methodist  Hospital,  St.  Louis  Park,  Minn., 
has  been  quoted  as  saying  that  peer  review 
is  not  a police  function.  He  describes  his  hos- 
pital program  as  a “man-to-man  approach  with 
a great  deal  of  education  involved”.  When  this 
approach  is  followed,  the  vast  majority  of  hos- 
pital staff  members  have  come  to  accept  utili- 
zation review. 

James  B.  Hampton,  M.D.,  chairman  of  the 
utilization  review  committee  at  Portland, 


Oregon,  Good  Samaritan  Hospital,  was  quoted 
by  the  AM  A News  as  saying  that  the  quality 
of  medical  care  has  improved  in  his  hospital 
since  utilization  review  began.  “It  is  only 
natural  that  when  you  know  someone  is  watch- 
ing, you  will  be  more  careful.  The  documenta- 
tion certainly  has  improved.” 

Because  of  the  increased  comprehensiveness 
of  health  care  coverage,  and  its  increased  fi- 
nancial impact  on  medicine,  peer  review  is 
needed.  Donald  C.  Harrington,  M.D.,  president 
of  the  San  Joaquin  County  Foundation  for 
Medical  Care,  Stockton,  Calif.,  says  that  two 
basic  requirements  are  seen  for  peer  review. 
First  is  the  involvement  by  physicians  in 
“cleaning  our  own  house”  and  second  is  in- 
volvement of  physicians  in  programming  for 
electronic  data  processing  for  third  party  pro- 
grams. He  further  states  that  if  practicing 
physicians  do  not  become  involved  in  peer 
review  and  do  not  get  involved  now  to  control 
providers  of  health  care,  we  will  not  have  the 
right  to  be  included  in  any  national  health  in- 
surance that  may  be  adopted. 

At  a recent  conference  attended  by  several 
individual  physicians  who  are  involved  in  peer 
review,  informal  remarks  were  exchanged  be- 
tween the  members  concerning  some  of  the 
basic  difficulties  in  peer  review. 

It  was  generally  conceded  that  there  may  be 
a few  cases  of  down-right  over-utilization  and 
over-charging.  The  greatest  difficulty  appears 
to  be  that  physicians  are  not  in  the  habit  of 
documenting  their  medical  records.  Apparently 
many  of  us  spend  more  time  visiting  with  the 
nurses  than  we  do  writing  in  the  chart. 

As  a hospital  resident  many  years  ago,  the 
writer  recalls  that  some  of  his  colleagues  who 
had  worked  in  private  hospitals  remarked  that 
even  the  clinical  professors  at  the  medical 
school  made  very  poor  hospitals  records  in 
(Continued  on  Page  252) 
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A report  from  Kentucky  BLUE  SHIELD®  for  1969  . . . 


BLUE  SHIELD"'  Membership 

a.  December  31,  1968  995,533 

b.  December  31,  1969  1,043,481 

Net  Enrollment  Gain 47,948 

Percent  of  Net  Increase  Over  1968  4.81% 

Percent  of  Members  Upgrading 

to  Higher  Benefit  Programs 22.6% 

Number  of  Ne\w  Groups 951 

BLUE  SHIELD"'  Claims  Experience 
a.  Indemnity  Contracts 


Number  of  Claims  Paid 217,452 

Amount  Paid  to  Kentucky 

Physicians  for  Member  Services $8,592,907 

b.  Usual  and  Customary  Contracts 

Number  of  Claims  Paid 64,076 

(166,  two-tenths  of  1%  of  claims 
submitted,  required  Peer  Review) 

Amount  Paid  to  Kentucky 

Physicians  for  Member  Services $3,317,025 

Total  Number  of  Claims  Paid 281,528 


Amount  Paid  to  Kentucky  Physicians 

for  Blue  Shield  Member  Services $11,909,932 

Amount  Paid  to  Kentucky  Physicians 
for  Services  Covered  by  Extended 
Benefits,  Blue  Cross  and  Blue  Shield-65 

and  Major  Medical  Contracts $2,201,850 


Grand  Total  Paid  to  Kentucky  Physicians  $14,111,782 


Kentucky  BLUE  SHIELD'' 

KENTUCKY  PHYSICIANS  MUTUAL,  INC. 

3101  Bardstown  Road  • Louisville,  Ky.  40205  • (502)  452-1511 
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'All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same  train- 
ing; they  all  have  to  pass  the  same  tests;  they  all  have 
to  measure  up  to  the  same  standards;  they  all  are 
underpaid,  too.  Therefore,  all  interns  are  alike. 

That's  utter  nonsense,  of  course.  But  it's  no  more 
nonsensical  than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to  come 
up  to  certain  required  standards,  then  all  aspirin 
tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In  fact, 
there  are  at  least  nine  specific  differences  involving 
purity,  potency  and  speed  of  tablet  disintegration. 


These  Bayer®  standards  result  in  significant  product 
benefits  including  gentleness  to  the  stomach,  and 
product  stability  that  enables  Bayer  tablets  to  stay 
strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  it 
just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 

BAYER  " 
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WHAT'S  NEW 


in 

Medical  Progress 


Toxemia  of  Pregnancy 

Marvin  A.  Yussman,  M.D.* 


The  toxemias  of  pregnancy,  a heterogeneous 
group  of  hypertensive  disorders  which  com- 
plicate late  pregnancy,  continue  as  one  of  the 
three  leading  causes  of  maternal  and  fetal  mortality, 
sharing  this  ignominy  with  hemorrhage  and  infec- 
tion. In  the  United  States,  the  incidence  of  toxemia 
varies  from  six  per  cent  to  eight  per  cent  of  all 
pregnancies,  increasing  with  the  number  of  indigent 
primigravida  included  in  the  study.  Worldwide,  the 
incidence  of  eclampsia  varies  from  virtually  none  to 
three  per  cent  of  pregnancies,  resulting  in  a maternal 
mortality  ranging  from  2.2  per  cent  to  12.8  per  cent. 
In  the  preeclamptic  form  of  the  disease,  there  is  a 
two  to  threefold  increase  in  the  expected  perinatal 
loss,  while  the  fetal  mortality  in  eclampsia  ranges 
from  10  per  cent  to  33.5  per  cent.i 

The  commonly  accepted  classification  of  the  toxe- 
mias of  pregnancy,  as  redefined  by  the  American 
Committee  on  Maternal  Welfare  in  1958,2  is  re- 
produced in  Table  1.  The  ability  to  clinically  dif- 
ferentiate these  entities,  however,  has  long  been  sus- 
pect. Most  experienced  obstetricians  are  aware  that 
the  classic  triad  of  hypertension,  edema  and  pro- 
teinuria has  led  to  significant  overdiagnosis  of  pre- 
eclampsia, this  entity  being  mistaken  for  cases  of 
essential  hypertension  and  chronic  renal  disease. 

Based  on  the  assumption  that  glomerular  capillary 
endotheliosis  is  a pathognomonic  renal  lesion  in  pre- 
eclampsia, a series  of  renal  biopsies  was  performed 
by  McCartney^  in  an  effort  to  determine  the  actual 
incidence  of  preeclampsia  in  hypertensive  gravid 
women.  In  16  of  62  primigravidas,  chronic  renal 
disease  was  diagnosed  as  the  etiology  of  the  hyper- 
tension, edema  and  albuminuria.  Three  of  his  62 
primigravidas  demonstrated  no  lesions,  while  the  re- 
maining 43  had  the  characteristic  lesions  of  pre- 
eclampsia. What  was  more  revealing,  was  that  of 
152  multigravid  patients;  only  five  could  be  demon- 
strated to  have  pure  toxemic  lesions.  Sixte,en  had 
toxemia  superimposed  on  chronic  renal  disease,  while 
the  remaining  131  patients  were  considered  to  have 


* Assistant  professor,  department  of  obstetrics  and 
gynecology,  University  of  Louisville  School  of  Medi- 
cine. 


variations  of  essential  hypertension  and  chronic  renal 
disease  without  preeclampsia.  This  led  to  the  division 
of  the  toxemias  into  three  major  categories,  based  on 
renal  histology: 

I.  Preeclampsia-eclampsia,  characterized  by  several 
profound  biologic  changes,  among  which  is  a path- 
ognomonic renal  lesion — glomerular  capillary  en- 
dotheliosis. These  abnormalities  tend  to  regress  fol- 
lowing delivery.  Residual  damage  and  recurrence  of 
the  entity  are  infrequent. 

II.  Essential  hypertension  and  chronic  renal  dis- 
ease. This  is  the  dominant  group  in  multiparous 
patients  and  patients  over  age  30.  Pregnancy  exacer- 
bates essential  hypertension,  and  tends  to  activate 
the  hypertensive  component  of  chronic  renal  dis- 
ease, but  does  not  initiate  these  entities.  They  per- 
sist following  delivery  and  re-exacerbate  in  subse- 
quent pregnancies. 

III.  Chronic  hypertensive  vascular  disease  with 
superimposed  preeclampsia.  This  is  the  smallest  cate- 
gory of  patients.  The  course  usually  follows  that  of 
the  essential  hypertensive. 

Relentless  investigative  efforts  remain  unsuccessful 
in  defining  the  etiology  of  this  disease.  The  patho- 

TABLE  1 

Classification  of  Toxemia  of  Pregnancy* 

I Acute  toxemia  of  pregnancy  (onset  after  the  24th 

week) 

A.  Preeclampsia 

1.  Mild 

2.  Severe 

B.  Eclampsia  (convulsions  or  coma,  usually  both, 

when  associated  with  hypertension,  proteinuria 

or  edema) 

II  Chronic  hypertensive  (vascular)  disease  with  preg- 

nancy 

A.  With  superimposed  toxemia  (no  exacerbation  of 

hypertension  or  development  of  proteinuria) 

1.  Hypertension  known  to  have  antedated 
pregnancy 

2.  Hypertension  discovered  in  pregnancy  (be- 
fore the  24th  week  and  with  postpartum 
persistence) 

B.  With  superimposed  acute  toxemia 

III  Unclassified  toxemia  (data  insufficient  to  differentiate 

the  diagnosis) 

* American  Committee  on  Maternal  Welfare 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


()uinamm 

(quinine  suifate  260  mg.,  aminophyiline  195  mg.) 


Prescribing  Information — Composition:  Each  white,  beveied,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophyiline,  195 
mg.  Indications:  For  the  prevention  ond  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps.  Including  those  associated  with  ar- 
thritis, diabetes,  voricose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  Is  contralndl- 
coted  In  pregnancy  becouse  of  Its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophyiline  moy  produce  Intestinal  cramps  In 
some  Instonces,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbonce.  Discon- 
tinue use  If  ringing  In  the  ears,  deafness,  skin  rash,  or  visual  dlstur- 
bonces  occur.  Dosage;  One  toblet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  ond  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 

Specific  therapy  for  night  leg  cramps 
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Trichomonads...  Monilia. ..Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 


Monilia  emerging  as  a major  therapeutic  problem- 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives,’  '*  broad-spectrum  antibiotics^  ’ and  prolonged  use  of  corticosteroids.^ 
recent  evidence  establishes  high  rate  af  microbiological  and  clinical  cure  with  AVC.’"’ 


Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/ cervicitis  and  vaginal  surgery. 


Easy  as  AVC 

Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topical  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
travaginally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L.r  J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  S.:  Arch. 
Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196:731,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S.:  Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L.:  Am.' J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V. : 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 
proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
11.  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 
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^DCAAA  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
m L,KCA/V\  15.0%,  allantoin  2.0%) 

vV  ^1  idD/^CIT/^DICC  (aminacrine  hydrochloride  0.014  Gm.,  sulfanilamide 

* * w OUrrL^Ol  I \JK\ZO  1.05  Gm.,  allantoin  0.014  Gm.) 


physiology  of  preeclampsia,  however,  is  presumed  to 
revolve  around  sodium  retention,  generalized  vaso- 
spasm and  the  resulting  generalized  ischemia.  Though 
it  is  unknown  whether  these  changes  are  primary 
or  secondary,  the  early  treatment  of  these  clinical 
manifestations  prevents  the  expected  progression 
from  mild  to  severe  preeclampsia,  and  reverses  the 
course  of  the  disease.  Clinical  observation  attests 
that  sodium  retention  usually  preceeds  generalized 
vasoconstriction.  Its  prompt  recognition,  based  on 
the  observation  of  weight  gain  and  edema  allows 
for  treatment  of  this  early  stage  by  thiazide  diu- 
retics. Such  treatment  has  been  demonstrated  to  be 
relatively  ineffective  once  the  state  of  generalized 
vasoconstriction  has  occurred. 

Severe  preeclampsia  may  be  expected  to  follow 
rapidly  if  the  milder  form  of  the  disease  remains 
untreated.  The  severe  form  may  be  diagnosed  when 
the  blood  pressure  is  greater  than  160  systolic,  the 
diastolic  pressure  is  greater  than  110,  when  there 
is  proteinuria  greater  than  5 Gm/24  hours  (3+-4+), 
when  there  is  oliguria  (less  than  400  ml/24  hours), 
when  there  are  cerebral  or  visual  disturbances,  pul- 
monary edema  or  cyanosis.  All  patients  with  the 
diagnosis  of  severe  preeclampsia  must  be  hospitalized. 
The  therapy  is  as  varied  as  the  number  of  institutions 
reporting  them.  A sampling  of  various  treatment 
schedules,  as  gathered  by  Zuspan,-*  is  given  in  Table 
2. 

Eclampsia  is  treated  similarly,  following  the 
initial  control  of  convulsions.  For  this  purpose,  a va- 
riety of  anticonvulsant  drugs  have  been  used. 
Particular  attention  is  called  to  the  fact  that  amytal 
sodium,  a commonly  used  and  effective  anticonvul- 
sant, can  have  deleterious  effects  when  used  in  the 
eclamptic  patient.  Since  this  drug  does  not  relieve, 
and  may  worsen  vasoconstriction,  it  may  increase 
cerebral  anoxia  and  prolong  coma.  It  may  also 


precipitate  acute  pulmonary  edema  by  further  reduc- 
ing compromised  pulmonary  function.  At  the  Uni- 
versity of  Louisville,  morphine  sulfate  intravenously 
has  been  used  advantageously  to  control  eclamptic 
convulsions  (0.015  mg.  is  given  intravenously,  fol- 
lowed by  0.015  mg.  intramuscularly  as  often  as  neces- 
sary to  control  convulsions,  providing  respirations  are 
maintained  above  12  per  minute).  This  is  augmented 
by  the  use  of  intramuscular  magnesium  sulfate,  as 
10  cc  of  a 50  per  cent  solution.  An  alternate  regimen 
is  the  sole  use  of  a continuously  monitored  intra- 
venous infusion  of  high  dosage  of  magnesium  sulfate. 
In  this  regimen,  the  initial  loading  dose  of  MgSO^ 
varies  from  eight  to  20  gm,  depending  on  the  weight 
and  clinical  response  of  the  patient.  Maintenance 
dosage  is  provided  by  controlled  infusion  of  a solu- 
tion of  20  gm  of  MgSO^  in  1000  cc  of  D-W.  The 
infusion  is  monitored  by  serum  magnesium  determi- 
nations, maintaining  the  serum  level  at  or  around 
six  mg  per  cent.  In  lieu  of  serum  determinations  of 
magnesium,  an  infusion  rate  which  will  provide  1-1.5 
gm/hour  may  be  used  empirically,  providing  there 
is  adequate  urinary  output  and  that  patellar  reflexes 
can  be  obtained. 

Other  adjunctive  measures  are  absolute  quiet  and 
accurate  monitoring  of  urinary  output  and  vital 
signs.  Monitoring  of  central  venous  pressure  by 
percutaneous  catheterization  of  a subclavian  vein  al- 
lows adequate  fluid  replacement  without  danger  of 
precipitating  cardiac  failure.  Serial  hematocrits  serve 
as  a measure  of  dehydration.  Hypotensive  agents  are 
used  only  if  there  is  reasonable  concern  that  a 
cerebral  vascular  accident  may  occur  as  a direct  re- 
sult of  the  hypertension.  Hydralazine,  which  in- 
creases renal  plasma  flow,  is  a particularly  suitable 
antihypertensive  for  toxemic  patients. 

Since  empiric  treatment  is  necessary  where  etiology 


TABLE  2 

Eclamptic  Treatment  Regimens  (after  Zuspan^) 


Drug  Used  to  Stop 


Institution 

Convulsions 

Emory  University 

Amobarbital,  iv 
MgSO,,  iv 

Med. 

Coll.  Georgia 

MgSOi,  iv 

Med 

Coll.  S.  Carolina 

MgS04,  im 
Morphine,  iv  or  im 

Univ. 

Alabama 

Morphine,  iv 
Amobarbital,  iv 
MgS04,  iv  or  im 

Univ. 

Arkansas 

Barbiturates,  iv 

Univ. 

Miami 

Amobarbital,  iv 

Univ. 

Mississippi 

Amobarbital,  iv 

Univ. 

N.  Carolina 

MgS04,  iv  or  im 

State 

Univ.  of  N.Y. 

MgS04,  iv 
Pentobarbital,  iv 

Anticonvulsant  Used 
After  Convulsions 

Sedatives 

MgS04,  im 

Phenobarbital, 
Morphine,  im 

MgS04,  iv 

None 

MgS04,  im 
Morphine,  im 

Barbiturates 

MgS04,  im  and  iv 

Phenobarbital 

Morphine,  iv 
Barbiturates,  iv 

Phenobarbital 

MgS04,  iv 

Amobarbital 

Morphine 

MgSOi,  iv  or  im 

Phenobarbital 

MgSOi,  iv  or  im 

Phenobarbital 

MgS04,  im 

None 
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is  undefined,  a variety  of  ancillary  drugs  have  been 
used  by  various  institutions  in  the  treatment  of  this 
disease.  Most  treatments,  conscientiously  applied, 
give  comparable  maternal  survival.  Fetal  survival, 
however,  varies.  Zuspan<  reports  that  the  exclusion 
of  all  additional  sedative  medications  from  their  in- 
travenous magnesium  sulfate  regimen  raised  the 
fetal  salvage  at  the  Medical  College  of  Georgia  from 
65  to  89  per  cent.  This  increase  was  in  neonatal 
survival,  rather  than  in  the  stillborn  rate,  indicating 
the  deleterious  effect  of  overtreatment. 

The  question  arises  as  to  when  to  deliver  the  in- 
fant of  a toxemic  mother.  In  the  mild  preeclamptic, 
a variety  of  techniques  are  available  for  the  evalu- 
ation of  the  intrauterine  condition  of  the  fetus.  Moni- 
toring of  changes  in  fetal  heart  rate,  fetal  electro- 
cardiogram and  fetal  acid-base  status  have  been 
clinically  applied  with  a resulting  increase  in  fetal 
survival.  The  determination  of  urinary  estriol  ex- 
cretion has  not  been  so  useful  in  this  condition  as 
in  diabetes,  but  remains  a valuable  adjunct.  One  of 
the  most  promising  techniques  is  the  use  of  diag- 
nostic ultrasound  to  determine  the  growth  rate  of  the 
fetal  skull.  It  was  noted  by  Thompsoi,  et  al.,°  that 
when  the  usual  rate  of  growth  of  1.8  mm/ week  de- 
creased, little  additional  maturation  could  be  expect- 
ed. Delivery  at  this  time  prevented  increasing  fetal 
malnutrition  due  to  placental  insufficiency. 

In  the  eclamptic  or  severe  preeclamptic,  delivery 
should  be  avoided  until  the  disease  is  well  con- 
trolled. If  the  infant  is  beyond  34  weeks,  delivery 
may  be  accomplished  from  12  hours  to  48  hours 


after  control  of  seizures.  After  48  hours,  the  infant 
mortality  rises,  reaching  a rate  of  40  per  cent  after 
four  days.  It  should  be  recognized  that  a deviation 
from  normal  growth  occurs  in  the  fetus  of  a toxemic 
mother.  This  is  probably  related  to  the  demonstrable 
reduction  in  vascular  flow  and  to  villus  avascularity 
in  the  toxemic  placenta.  The  resulting  fetal  mal- 
nutrition affects  bone  growth  as  well  as  soft  tissue 
growth.  Therefore,  the  fetus  has  a low  weight  and 
height  relative  to  its  gestational  age.  There  is  also 
delay  in  the  appearance  of  ossification  centers  at  the 
knee  and  retardation  in  their  subsequent  growth.  In 
an  infant  of  a toxemic  mother,  little  additional 
growth  can  be  anticipated  in  the  compromised  in- 
trauterine environment,  and  early  delivery,  based  on 
gestational  age  rather  than  fetal  size  or  epiphyseal 
ossification,  is  advisable.  Amniocentesis  allows  fetal 
maturity  to  be  confirmed  by  examination  of  the 
amniotic  fluid  for  fetal  fat  cells,  creatinine  and  op- 
tical density. 
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A Battle  Lost  - A Victory  Won 

When  the  trumpets  of  KMA  Legislative  Committee  sounded  the  battle  sounds  of 
cultism — the  affray  took  shape;  the  Auxiliary  was  very  anxious  to  be  of  service  to 
our  Association.  (In  other  words,  the  reason  for  our  true  existence  took  tangible 
form  and  substance.)  Over  250  persons,  mostly,  auxiliarians  and  800  plus  hours 
were  committed  . . . husbands  and  wives  working  together  clearly  trying  to  make 
a positive  health  dedication  come  true. 

For  15  days,  husbands  and  wives  drove  car  pools  over  the  roads  of  Kentucky 
to  make  house  calls  on  the  legislators  to  deliver  packets  of  information  as  gin- 
gerly as  newborns;  they  made  phone  calls,  sent  wires  and  wrote  letters  and  the 
midnight  oil  burned  brightly  both  day  and  night. 

Disastrously  on  Friday,  March  13,  the  battle  was  brutally  smashed  by  a power 
play  from  the  Senate  floor.  Was  it  lost  on  the  floor  of  the  Senate?  No,  it  was 
really  lost  back  home  in  the  May  primaries  and  the  November  election.  This  is 
where  the  political  muscles  are  flexed  and  most  victories  are  won. 

In  the  future,  with  grass  root  victories,  more  visits  to  Frankfort,  more  home 
phone  calls,  more  dollars,  more  dedication  of  the  physicians  and  Auxiliary  to 
the  organization  we  will  see  a difference  and  a victory. 

Now  let  us  stop  to  thank  our  friends  who  stood  by  us  shoulder  to  shoulder  in 
the  battle: 

Senator  C.  Gibson  Downing  (D),  Lexington 
Senator  Bobby  Flynn  (R),  Lexington 
Senator  Tom  Garrett  (D),  Paducah 
Senator  William  Gentry  (D),  Bardstown 
Senator  James  A.  Hicks  (R),  Albany 
Senator  Clifford  B.  Latta  (D),  Prestonsburg 
Senator  William  A.  Logan  (D),  Madisonville 
Senator  Scott  Miller,  Jr.  (R),  Louisville 
Senator  Delbert  S.  Murphy  (D),  Owensboro 
Senator  Charles  Upton  (R),  Williamsburg 
Senator  Wendell  Van  Hoose  (R),  Tutor  Key 

A letter  today  to  thank  these  men  for  their  past  support  and  a promise  of  your 
future  assistance  will  be  very  effective  if  pursued. 

When  the  battles  of  the  future  are  planned  we  in  the  Auxiliary  hope  we  can 
again  serve  you  as  your  foot  soldiers.  Let  our  battle  cry  be  quality  medical  care 
for  everyone  in  Kentucky  and  not  first  class  care  and  second  class  care  as  we 
now  have  with  the  current  chiropractic  laws. 

To  have  better  laws  we  must  have  better  qualified  legislators. 

Mrs.  Hoyt  D.  Gardner,  President 
Woman’s  Auxiliary  To  KMA 
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Blindness  in  Kentucky;  Emphasis  on 
Heredo-Familial  Factors ‘f 

William  C.  Edwards,  M.D. 

Louisville,  Kentucky 


One  hundred  blind  Kentucky  children 
are  analysed  for  ophthalmic  diagnoses 
and  underlying  causes  of  blindness. 
Comments  are  made  regarding  the  sig- 
nificance of  retrolental  fibroplasia  and 
ectopia-lentis.  The  conclusion  is  pre- 
sented that  heredo-familial  disease  is  a 
prominent  factor  in  visual  disability  in 
this  study. 

The  present  study  reports  the  results  of  an 
ophthalmological  survey  performed  at  the 
Kentucky  School  for  the  Blind  in  Louis- 
ville. The  material  presented  describes  the 
ophthalmic  conditions  and  the  causes  of  blind- 
ness in  Kentucky.  Of  particular  interest  to 
Kentucky  physicians  is  the  emerging  theme  of 
hereditary  and  environmental  influences  in 
congenital  and  infantile  visual  disability.  In- 
deed, the  prevalence  of  inbreeding  and  con- 
sanguinity in  certain  regions  of  Kentucky  has 
long  been  noted  in  the  spectrum  of  ophthalmic 
problems  that  are  evaluated  at  the  Louisville 

f From  the  department  of  ophthalmology.  Univer- 
sity of  Louisville  School  of  Medicine.  This  study  was 
supported  by  USPHS  Grant  NB-05193  and  HEW 
Grant  % ROl  EY  00432-02. 

Reprint  Requests  to  William  C.  Edwards,  M.D., 
Department  of  Ophthalmology  University  of  Louis- 
ville, School  of  Medicine,  301  East  Walnut  Street, 
Louisville,  Kentucky  40202. 


Children’s  Hospital  Eye  Clinic  by  referral  from 
organizations  such  as  the  Kentucky  Commis- 
sion for  Handicapped  Children.  This  experi- 
ence has  served  as  a stimulus  for  continued 
research  in  this  field. 

Although  the  number  of  congenitally  blind 
children  is  small  relative  to  the  total  popula- 
tion, they  present  major  problems  in  rehabili- 
tation and  education.  These  children  receive 
major  supportive  effort  from  a concerned  so- 
ciety, as  witnessed  by  the  activities  of  numer- 
ous organizations.  The  Kentucky  School  for 
the  Blind,  The  Kentucky  Printing  House  for 
the  Blind,  The  Kentucky  Lions  Club,  The 
Commission  for  Handicapped  Children  and 
many  private  citizens  and  civic  organizations 
all  contribute  to  the  education  and  cultural 
enhancement  of  blind  children. 


Methods  and  Procedures 

The  department  of  ophthalmology'  of  the 
University  of  Louisville  School  of  Medicine 
performed  complete  ophthalmological  exami- 
nations on  100  consecutive  children  admitted 
to  the  Kentucky  School  for  the  Blind.  Particu- 
lar emphasis  was  placed  on  recording  and  in- 
vestigating the  family  history  in  regard  to 
visual  problems.  Information  was  also  noted 
on  the  prenatal  history,  delivery,  birth  weights 
and  neonatal  history  whenever  possible.  All 
cases  were  examined  by  the  principal  inves- 
tigator as  well  as  residents  and  medical  stu- 
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dents  working  on  the  pediatric  ophthalmology 
service.  All  100  ophthalmic  disorders  were 
documented  photographically.  Interesting  and/ 
or  controversial  cases  were  presented  to  the 
ophthalmology  department  for  review.  The 
following  legal  parameters  as  defined  in  Ken- 
tucky statutes  were  employed  to  define  legal 
blindness: 

(A)  A visual  acuity  of  20/200  or  less  in 
the  better  eye  after  correction. 

(B)  A visual  field  reduced  to  10°  or  less 

on  either  side  of  fixation  regardless  of 
visual  acuity. 

Ninety-nine  of  the  100  cases  were  found  to 
fit  this  definition.  The  one  exception  was  a 
child  who  had  partial  restoration  of  her  vision 
by  cataract  surgery  following  several  years  of 
education  in  the  Blind  School.  Interestingly, 
this  child  was  having  difficulty  returning  to 
visual  education  methods  and  it  was  found 
necessary  to  continue  at  least  part  of  her 
training  by  the  tactile  system  she  had  already 
learned. 

All  cases  were  given  a medical  ophthalmic 
diagnosis.  Following  this,  all  cases  were  ana- 
lyzed again  regarding  the  underlying  etiology 
such  as  heredity,  injury,  or  prematurity. 
Five  categories  were  selected  which  encom- 
passed all  of  the  underlying  causes  of  blind- 
ness satisfactorily.  ( 1 ) Retinopathy  of  prema- 

TABLE  I 

Ophthalmic  Diagncses  (100  Cases)  of  Blindness 

No. 


Retinopathy  Of  Prematurity  42 

Retinal  And  Pigment  Epithelial  Defects  16 


Tapeto-retinal  and  “Congenital  Amaurosis”  (7) 
Macular  Degeneration  13) 

Cerebroretinal  Degeneration  (3) 

Ocular  or  Partial  Albinism  (2) 

Generalized  Albinism  ( 1 ) 

Optic  Atrophy  9 

Cause  Unknown  (several  cases  could  be  classified 


under  Retina:  Congenital  Amaurosis)  (6) 
(Hydrocephalus  ( 1 ) 

Craniopharyngioma  (1) 

Optic  Chiasm  Glioma  (1) 

Congenital  Cataracts  8 

Anophthalmos-Microphthalmos  4 

Uveitis  4 

Aniridia  Syndrome  4 

Congenital  Glaucoma  3 

Phthisis,  Etiology  Unknown  3 

Retinoblastoma  2 

Congenital  High  Myopia  with  Retinal  Detachment  ....  2 

Trauma  2 

Stevens  Johnson  Syndrome  1 

TOTAL  100 


FIG.  1.  Advanced  case  of  blindness  due  to  RLF. 


tnrity  and  (2)  acquired  (such  as  infection  or 
injury),  are  self  explanatory.  Another  cate- 
gory (3)  was  termed  “familial”.  Cases  placed 
in  this  category  had  an  ophthalmic  diagnosis 
of  a recognized  hereditary  eye  disease  in  which 
there  were  other  members  of  the  family  with 
the  same  disease. 

The  fourth  (4)  designation,  “genetic”, 
was  reserved  for  cases  with  a known  heredi- 
tary ophthalmic  diagnosis,  in  which  there  were 
no  other  similar  cases  in  the  immediate  family. 
The  final  group  (5)  “unknown”  includes  cases 
such  as  congenital  cataract  or  optic  atrophy 
which  could  possibly  be  either  familial  or  ge- 
netic but  evidence  was  lacking  to  define  the 
basic  cause. 

Results 

Table  I lists  the  ophthalmic  diagnoses  for 
the  100  cases  of  blindness.  The  leading  cate- 
gory was  retinopathy  of  prematurity  (RLF) 
(Fig.  1)  and  this  was  followed  by  congenital 
retinal  disorders,  (Fig.  2),  optic  atrophy,  and 
congenital  cataracts  (Fig.  3).  There  were 
several  cases  of  aniridia  and  various  albinism 
syndromes.  Other  diagnoses  included  con- 
genital chorioretinitis,  “phthisis”,  microphthal- 
mos, anophthalmos,  retinoblastoma  and  trau- 
ma. 

When  these  ophthalmic  diagnoses  were 
separated  into  the  basic  underlying  causes  of 
blindness  (Fig.  4)  it  was  found  that  20  per 
cent  of  the  cases  were  “genetic”  diseases  and 
nine  cases  were  “familial”.  Only  12  per  cent 
of  the  children  were  admitted  with  conditions 
that  were  acquired  following  birth  such  as  in- 
fections, central  nervous  system  disease,  and 
trauma.  A slightly  larger  group  of  16  per  cent 
were  classified  as  “unknown”  in  regard  to  the 
underlying  etiology  if  there  were  no  family 
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history  of  a similar  disease  even  though  the 
condition  could  conceivably  have  arisen 
through  genetic  mechanisms.  This  group  of 
“unknowns”,  includes  some  cases  of  congenital 
cataracts,  optic  atrophy,  and  “phthisis”  which 
if  hereditary  in  nature  might  increase  the  per- 
centage of  cases  in  that  category. 

Fig.  5 analyzes  42  cases  of  retrolental 
fibroplasia  by  birthdate  and  percentage  of  ad- 
missions born  that  same  year.  Thirty-three  of 
these  cases  occurred  in  children  born  from 
1951  to  1956. 


FIG.  2.  Retinitis  pigmentosa. 


Fig.  6 shows  the  admissions  of  children  with 
heredo-familial  diseases  by  birthdates.  The 
percentage  of  admissions  due  to  heredo-  fa- 
milial causes  is  reduced  during  the  years  when 
the  occurrence  of  retrolental  fibroplasia  was  at 
its  highest,  however,  numerical  analysis  shows 
that  yearly  admissions  for  heredo-familial  di- 
sease occur  at  a very  steady  rate  over  the 
15  year  period  under  study.  Twelve  cases  were 
born  in  the  period  from  1951-1956  and  a like 
number  from  1957-1962. 

Discussion 

In  regard  to  the  ocular  lesions  causing  blind- 
ness in  children  our  study  shows  many  simi- 
larities to  larger  surveys  performed  in  the 
United  States,  the  United  Kingdom,  and  Can- 
ada^’  -■  In  all  of  these  surveys  the  most  com- 
mon ocular  lesions  were  retinopathy  of  pre- 
maturity, cataracts,  chorio-retinal  degenera- 
tions, optic  atrophy,  anirida,  retinoblastoma, 
retinal  detachment  and  most  of  the  others 
listed  in  Table  I of  our  study.  In  regard  to 
the  basic  underlying  causes  of  blindness  our 
figures  show  a somewhat  increased  incidence 
of  heredo-familial  disease.  The  report  of  Rob- 
inson, et.  aP.  shows  an  incidence  of  genetic 
causes  of  blindness  in  children  ranging  from 


FIG.  3.  Congenital  cataracts,  unsuccessfully  operated. 


five  to  1 1 per  cent.  In  our  study  it  was  29 
per  cent.  This  would  tend  to  support  the  con- 
clusion that  Kentucky  has  a high  incidence  of 
heredo-familial  eye  problems  and  the  in- 
breeding  and  consanquinity  in  certain  areas  in 
Kentucky  are  contributory  factors. 

In  neither  this  study  of  100  patients  nor  the 
study  of  Robinson  et.  al.  (233  patients)  were 
there  any  cases  of  legal  blindness  due  to  dis- 
located lenses.  This  is  of  particular  interest 
since  this  is  not  an  uncommon  entity  in  Ken- 
tucky. There  are  presently  16  photographical- 
ly documented  cases  on  record  in  our  depart- 
mental files  and  presumably  many  times  that 
number  exist  elsewhere  in  the  state.  This  in- 
clines us  toward  the  view  that  although  this 
condition  results  in  considerable  visual  dis- 
ability, most  people  with  ectopia  lentis  are  edu- 
cated by  ordinary  means  or  by  large  print. 
This  has  resulted  in  an  extremely  conservative 


UNDERLYING  CAUSES  OF  BLINDNESS 
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FIG.  4.  Underlying  causes  of  blindness  in  Kentucky  (100 
cases) 
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RETROLENTAL  FIBROPLASIA  (RLF) 
Number  of  Coses  ond  Percent  of  Total  Admissions 


FIG.  5.  Blindness  due  to  RLF. 


compared  to  the  period  of  1955-1959.  Both 
the  studies  of  Robinson  and  the  figures  pre- 
sented here  show  a slight  increase  in  the  in- 
cidence of  RLF  in  recent  years  which  may 
reflect  the  new  awareness  of  the  necessity  for 
using  high  concentrations  of  oxygen  in  the 
treatment  of  the  “respiratory  distress  syn- 
drome”. Of  particular  interest  to  ophthalmol- 
ogists is  the  recent  recognition  of  milder  forms 
of  retrolental  fibroplasia  such  as  the  “dragged 
disc”  (Fig.  7).  These  are  being  seen  more 
frequently.  Fortunately  some  cases  are  not 
legally  blind.  These  milder  forms  of  RLF  could 
be  the  result  of  better  knowledge  and  tech- 
niques in  regulating  arterial  oxygen  saturation 
in  prematures. 


approach  to  surgery  of  dislocated  lenses  be- 
cause of  the  unwarranted  hazards  involved^. 
In  the  text  by  Frazier  et.  al-  concerning  the 
causes  of  blindness  in  childhood  in  the  United 
Kingdom,  an  analysis  of  the  ocular  lesions  in 
776  children  listed  only  one  case  due  to  dis- 
location of  the  lenses. 

Our  chart  of  the  incidence  of  retrolental 
fibroplasia  (Fig.  5)  illustrates  the  history  of 
this  illness  quite  welF.  The  peak  occurrence  of 
cases  coincides  with  the  years  during  which 
premature  infants  were  treated  with  high  con- 
centrations of  oxygen  without  full  knowledge 
of  the  toxic  effects  of  this  regime.  The  sharp 
drop  in  cases  from  1956  to  1959  reflects  more 
restriction  in  the  use  of  oxygen  for  premature 
infants  and  improved  monitoring  practice.  The 
study  of  Robinson  et.  al,^  shows  a similar 
drop  in  cases  for  the  period  of  1950-1954  as 

HEREDO- FAMILIAL  CAUSES  OF  BLINDNESS 

Numper  of  Coses  ond  Percent  of  Total  Admissions 


No  of 
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FIG.  6.  Heredo-Fomilial  cases  of  blindness. 
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FIG.  7.  The  “dragged  disc"  of  abortive  or  mild  retrolental 
fibroplasis  (RLF). 


Summary 

One  hundred  consecutive  admissions  to 
Kentucky  School  for  the  Blind  were  analyzed 
in  regard  to  environmental  and  etiological 
factors.  The  primary  ocular  lesions  are  listed. 

A basic  etiological  classification  is  also  pre- 
sented. 

During  the  15  year  period  studied  retro- 
lental fibroplasia  was  identified  as  a leading 
cause  of  blindness.  The  study  placed  special 
emphasis  on  the  role  of  heredo-familial  disease 
in  blindness  of  Kentucky  children. 
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Tonsillectomy  and  Adenoidectomy  in  a 
Small  Community  Hospital 

R.  S.  Berardk 
McDoicell,  Kentucky 


This  paper  reports  on  the  results  of  ton- 
sillectomy and  adenoidectomy  in  a small 
community  hospital.  Data  is  presented 
from  larger  hospitals  in  order  to  com- 
pare results.  Minimal  complications,  with 
no  postoperative  bleeding  or  deaths,  are 
reported. 

Among  the  50  most  frequent  operations 
performed  in  general  hospitals  of  various 
sizes,  tonsillectomy  and  adenoidectomy 
consistently  led  the  list^-  In  our  hospital,  it 
presently  ranks  third  coming  after  cholecystec- 
tomy and  inguinal  herniorrhapy,  respectively. 

In  a recent  computer  analysis  study'*,  95 
per  cent  of  patients  hospitalized  and  operated 
upon  for  hypertrophy  of  the  tonsils  and  ade- 
noids revealed  a stay  of  three  days  or  less. 
Although  the  greater  number  of  T & A’s  are 
performed  under  general  anesthesia,  one  study 
demonstrated  that  23.9  per  cent  were  done 
under  local  anesthesia  for  tonsillectomy  alone^. 
In  a study^  of  14  large  hospitals,  a compara- 
tive analysis  of  the  T & A’s  performed  by  the 
“busiest”  surgeon  (that  is,  busiest  in  terms  of 
doing  the  most  T & A’s)  with  those  of  all 
other  surgeons  doing  T & A’s  in  the  same  hos- 
pital revealed  the  following:  The  busiest  sur- 
geon performed  34  per  cent  of  the  total  with 
an  average  patient  age  of  6.4  years.  He  em- 
ployed antibiotics  in  34  per  cent  of  the  cases 
and  had  a postoperative  hemorrhage  rate  of 
one  per  cent.  The  other  surgeons’  category 
performed  66  per  cent  of  the  total,  with  an 
average  patient  age  of  6.9  years,  administer- 
ing antibiotics  in  52  per  cent  of  the  cases  and 
having  a postoperative  hemorrhage  rate  of 
1 .3  per  cent. 

Since  the  above  statistical  data  are  indeed 
interesting,  it  was  decided  to  study  the  T & A’s 


*Chief  of  surgery,  Regional  Medical  Clinic,  Mc- 

Dowell, Kentucky 


performed  in  this  hospital,  during  a five-year 
period,  1964-69. 

General  Data 

During  this  study  period,  a total  of  92 
T & A’s  were  performed  with  a sex  distribution 
of  47  females  and  45  males,  having  an  average 
age  of  8.5  years,  with  the  youngest  being  two 
years  and  the  oldest  30  years.  Twenty-seven 
patients  were  over  the  age  of  10;  26  being  be- 
tween the  ages  of  11  to  18.  Two  patients 
were  less  than  three  years  old. 

The  average  hospital  stay  was  2.3  days.  All 
cases  were  performed  under  endotracheal 
anesthesia.  With  the  exception  of  four  cases 
(4.3  per  cent),  no  antibiotics  were  employed. 
In  these  four  cases  an  injection  of  1,200,000 
units  of  bicillin  was  given  in  two  and  longer 
term  antibiotics  were  administered  in  the  re- 
maining two  cases.  There  were  neither  any 
early  nor  late  post-operative  bleeding  epi- 
sodes. No  deaths  were  recorded.  In  a study** 
of  294  hospitals  in  which  over  1 15,000  T & A’s 
were  performed,  only  five  deaths  were  re- 
corded. 

Discussion  and  Conclusions 

Surgery  of  tonsils  and  adenoids  is  one  of  the 
safest  procedures  performed  today.  Compli- 
cations do  occur,  however,  most  of  which  en- 
sue during  the  healing  phase.  Among  the 
complications  most  dreaded  are  postoperative 
bleeding,  early  or  late,  and  anesthetic.  It 
would  seem  that  the  first  could  be  greatly 
minimized,  if  not  practically  eliminated,  if  one 
only  adopts  the  philosophy  that  no  patient 
leaves  the  operating  room  until  absolute  hemo- 
stasis is  secured.  In  the  authors’  opinion,  this 
can  only  be  accomplished  with  a certain  de- 
gree of  security  by  the  more  liberal  use  of 
ligature  sutures.  This  policy  would  also  greatly 
lessen  any  chance  of  late  (4th  to  10th  day) 
bleeding.  In  our  series,  no  bleeding  of  any 
magnitude  was  encountered,  hemostasis  hav- 
ing been  secured  with  the  use  of  ligature  su- 
tures in  all  cases. 
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Although  the  mortality  rate  of  T & A is 
indeed  low,  this  could  probably  be  further  de- 
creased if  competency  in  anesthesia  is  insisted 
upon.  In  one  study",  40  per  cent  of  the  deaths 
were  attributed  to  difficulties  in  anesthesia.  It 
would  seem  that  student  anesthetists  who  are 
frequently  assigned  to  such  operations  should 
be  adequately  supervised.  In  our  series  no 
deaths  resulted,  but  two  cases  had  to  be  aban- 
doned because  of  difficulties  encountered  dur- 
ing intubation. 

Endotracheal  anesthesia  was  used  in  all 
cases  in  this  study.  Although  this  might  not 
guarantee  adequate  pulmonary  ventilation  or 
prevent  tracheal  aspiration®,  chances  of  either 
adverse  effect  occurring  would  seem  much  less 
than  with  any  other  mode  of  delivering  anes- 
thesia. 

The  most  significant  complications  occur- 
ring in  this  series  were  related  to  the  lungs. 
Four  cases  of  pneumonitis  resulted,  two  re- 
quiring further  hospitalization  than  the  usual 
two  days.  The  two  abandoned  cases  cited 
above  both  developed  pneumonia. 

Although  some  authors®’  " have  advocat- 
ed immediate  tonsillectomy  for  quinsy,  we  have 
continued  to  first  provide  adequate  drainage 
and  then  remove  the  tonsils  electively.  Dis- 
section may  be  somewhat  more  tedious  be- 
cause of  scarring,  but  healing  would  seem  to 
be  less  complicated  than  operating  in  the  pres- 
ence of  an  abscess. 

The  low  incidence  (4.3  per  cent)  of  anti- 
biotic usage  in  this  study  is  a striking  contrast 
to  the  34  per  cent  and  52  per  cent  cited  above. 
We  certainly  have  not  found  any  higher  inci- 
dence of  complications.  Patients  are  usually 
seen  four  days  and  three  weeks  after  discharge 


from  the  hospital.  One  patient  developed  an 
acute  mastoiditis  two  months  post  T & A and 
required  surgical  drainage. 

Without  getting  involved  in  any  lengthy  dis- 
cussion of  the  indications  for  T & A,  suffice 
it  to  say  that  the  more  commonly  accepted 
ones  predominated  in  this  study.  However, 
because  of  a policy  adopted  by  the  United 
Miners  Welfare  Medical  Board  some  few 
years  ago,  many  in  this  study  had  some  ad- 
ditional indication (s)  along  with  chronic  re- 
current tonsillitis.  Authorization  for  operation 
in  any  UMW  patient  with  only  a history  of 
chronic  recurrent  tonsillitis  is  usually  not  grant- 
ed. This  is  neither  the  place  nor  the  moment 
to  discuss  such  a policy,  but  we  have  not  seen 
any  ill  effects  to  date  following  it. 

In  conclusion,  surgery  of  tonsils  and  ade- 
noids can  result  in  a rather  pleasant  perform- 
ance, devoid  of  serious  complications,  if  exe- 
cuted with  the  same  expertise  expected  in  any 
other  operation. 
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The  Characteristics  of  Court  Referrals  for 
Psychiatric  Admissions 

Pang  L.  Man, 

Lexington,  Kentucky 


The  typical  offender  would  be  an  urban 
white,  age  between  30  and  40,  with  edu- 
cation of  less  than  nine  years,  charged  of 
violent  non-acquisitive  crime;  diagnosis, 
either  sociopathic  personality,  person- 
ality trait  disturbance  or  alcoholism  with 
occupation  ranging  from  semi-skilled, 
unskilled  to  unemployed. 

The  association  of  criminality  and  psychi- 
atric disorders  is  always  difficult  to  deter- 
mine and  measure.  Some  aspects  of  the 
problem  remain  in  controversy.  The  law  and 
psychiatry  are  both  interested  in  human  be- 
havior, with  the  former  primarily  dealing 
with  the  responsibility  of  the  act  committed. 
However,  the  latter  attempts  to  determine 
whether  or  not  the  offender  is  psychiatrically 
sane.  The  contest  between  the  lawyers  and  the 
psychiatrists  is  waged  in  court  to  find  out  who 
is  mentally  deranged  or  criminally  responsible. 
The  task  is  not  always  an  easy  one.  A judge 
is  empowered  to  order  an  offender  to  take  a 
psychiatric  evaluation,  which  is  a wide  prac- 
tice across  the  nation. 

Presented  herein  is  a survey  of  120  offend- 
ers, admitted  to  a state  psychiatric  institution 
for  evaluation  over  a period  of  two  years 
from  May,  1967  to  April  30,  1969.  There 
were  actually  134  offenders  referred  from  the 
courts  during  this  period,  but  we  find  only  120 
of  them  with  sufficient  data  to  be  included 
in  the  study.  All  the  court  cases  were  carefully 
evaluated  through  psychiatric  interviews,  so- 
cial history,  psychological  testing  and  electro- 
encephalographic  studies.  Our  objectives  were 
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to  find  out  the  characteristics  of  this  group  of 
offenders  and  the  value  of  the  evaluation. 

Classification  of  Crimes 

We  receive  all  kinds  of  referrals  through  the 
courts  ranging  from  the  simple  offense  of  writ- 
ing “cold  checks”  to  the  serious  charge  of 
murder.  In  order  to  study  the  nature  of  the  of- 
fenses in  this  group  of  offenders,  we  classify 
them  in  the  following  categories: 

1.  Violent  non-acquisitive:  violent  act  but 
not  getting  anything,  e.g.  assault  and  battery, 
murder,  malicious  cutting  and  wounding,  etc. 

2.  Violent  acquisitive:  violent  act  against 
another  for  possession  of  something,  e.g.  rob- 
bery with  attempt  to  kill 

3.  Non-violent  acquisitive:  e.g.,  writing 

“cold  checks”  and  forgery 

4.  Non-violent,  non-acquisitive:  e.g.  sexual 
deviation,  exhibitionism,  etc. 

Diagnostic  Category 

We  used  the  official  psychiatric  nomencla- 
ture of  the  American  Psychiatric  Association’s 
Diagnostic  and  Statistical  Manual  1952.  The 
patients  primarily  fell  into  the  following  cate- 
gories: chronic  brain  syndrome,  sociopath, 
personality  trait  disturbance,  alcoholism,  psy- 
chosis, neurosis,  mental  retardation  and  ado- 
lescent reaction. 

Results 

Eastern  State  Hospital  covers  a district  of 
40  counties  which  stretch  from  Central  Ken- 
tucky to  the  Appalachian  Mountains  with  a 
population  of  over  one  million.  Lexington,  a 
city  of  180,000  people  accounted  for  59  court 
cases,  about  50  per  cent  of  the  total  number. 
Clark,  Franklin  and  Kenton  counties  each  sent 
seven  cases  and  Scott  County  accounts  for  six 
cases.  The  above  five  counties  had  71.6  per 
cent  of  all  the  court  referred  cases. 

From  Table  I,  we  notice  that  sociopathic 
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Table  I 


Number  of 

Average 

Average 

Average  days 

offenders 

age 

schooling 

in  hospital 

Chronic  Brain  Syndrome 

12 

10% 

51 

7.6 

83 

Sociopathic  Personality 

48 

40% 

30 

9.7 

36.7 

Personality  Trait  Disturbance 

21 

17.5% 

30.3 

9.6 

18.5 

Alcoholism 

17 

14.2% 

41 

6.7 

39.2 

Psychotic 

13 

10.8% 

48 

9.7 

21 1.2 

Neurotic 

4 

3.3% 

39 

10 

50  5 

Mental  Retardation 

4 

3.3% 

32 

6 

78 

Adolescent  Reaction 

1 

0.8% 

17 

10 

16 

Average  schooling  of  the  group  8.7  years 


personality,  personality  trait  disturbance  and 
alcoholism  accounted  for  71.7  per  cent  of  all 
the  offenses  whereas  psychosis  accounted  for 
only  10.8  per  cent.  Sociopathic  personality 
and  personality  trait  disturbances  patients’ 
average  age  was  30  years  but  the  alcohol  group 
was  about  10  years  older  on  the  average.  The 
chronic  brain  syndrome,  psychosis  and  mental 
retardation  groups,  as  we  can  expect,  were 
hospitalized  much  longer  than  the  rest  of  the 
patients,  with  the  psychosis  being  the  longest 
(211.2  days  in  the  hospital),  but  the  mental 
retardation  and  chronic  brain  syndrome  group 
were  hospitalized  about  80  days.  The  alco- 
holic patients  stayed  about  39.2  days  mainly 
because  the  minimal  stay  in  the  Alcoholic 
Treatment  Program  is  four  weeks.  The  average 
schooling  of  the  offenders  was  8.7  years 
which  is  exactly  the  same  for  Kentuckians  25 
years  and  older  in  the  1960  census.^ 

From  Table  II,  according  to  our  classifica- 
tion of  crimes,  violent  non-acquisitive  con- 
stitutes the  majority  of  all  the  crimes  (65  per 
cent),  but  violent  acquisitive  and  non-violent 
acquisitive  were  14.1  per  cent  and  16.6  per 
cent  respectively. 

Table  III  indicates  that  46.5  per  cent  were 
married,  25  were  single,  and  divorced  and 


separated  comprised  21.6  per  cent.  During 
the  same  period  of  1967  the  in-patient  popu- 
lation marital  status  in  this  institution  was; 
married,  26.2  per  cent;  single,  48.2  per  cent, 
and  divorced  and  separated,  13.3  per  cent.^ 
The  married  people  in  the  general  population 
in  Kentucky  comprise  66.1  per  cent,  single 
22.3  per  cent,  separated  and  divorced  together 
were  9.2  per  cent  (all  14  years  old  and  older). ^ 
There  is  a significant  difference  between  the 
offenders  and  the  general  population  and 
again  a marked  difference  between  the  of- 
fenders and  the  in-patients.  The  reason  is  that 
the  state  hospital  receives  all  psychotics,  who 
are  usually  single,  especially  schizophrenics. 

From  Table  IV,  we  leam  that  the  occupa- 
tions of  the  majority  of  the  offenders  were  in 
the  semi-skilled,  unskilled  and  unemployed 
groups.  The  figure  of  unemployment  is  very 
striking  at  28.3  per  cent  with  the  national 
figure  of  unemployment  as  of  November, 
1969,  only  3.4  per  cent.^ 

The  majority  were  white  (95  persons)  or 
79  per  cent  of  the  total  versus  the  Negro  (25 
persons)  or  21  per  cent.  In  the  same  period 
the  percentage  of  in-patient  population  of  the 
white  and  Negro  are  88.4  per  cent  and  11.6 
per  cent  respectively.^  Comparatively  speak- 
ing, there  were  more  Negroes  violating  the 


Table  II 

CRIME  CLASSIFICATION 


Violent 

Violent  non- 

Non-violent 

Non-violent 

acquisitive 

acquisitive 

acquisitive 

non-acquisitive 

Chronic  Brain  Syndrome 

8% 

66.6% 

Sociopathic  Personality 

17.4% 

54.2  % 

21  % 

8.4  % 

Personality  Trait  Disturbance 

14% 

52% 

28% 

5% 

Alcoholism 

6% 

94% 

Psychotic 

90% 

Neurotic 

75% 

Mental  Reaction 

75% 

17  14.1% 

78  65  % 

20  16.6% 

5 4.2% 
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Table  III 


Married 

Single 

Divorced 

Separated 

Widowed 

Chronic  Brain  Syndrome 

7 

1 

1 

3 

Sociopathic  Personality 

19 

17 

10 

2 

Personality  Trait  Disturbance 

14 

5 

2 

Alcoholism 

8 

2 

4 

1 

1 

Psychotic 

6 

2 

2 

2 

2 

Neurotic 

2 

1 

1 

Mental  Retardation 

1 

3 

Adolescent  Reaction 

1 

Total 

57  (46.5%) 

30  (25%) 

20  (16.6%) 

7 (5%) 

6 

law  than  the  whites  on  a percentage  basis  in 
this  study. 

Discussion 

From  the  above  findings,  a typical  offender 
would  be  an  urban  white,  age  between  30  and 
40,  with  education  of  less  than  nine  years, 
with  a charge  of  violent  non-acquisitive  crime; 
the  diagnosis  being  either  sociopathic  person- 
ality, personality  trait  disturbance,  or  alcohol- 
ism; with  occupation  ranging  from  semi-skilled 
or  unskilled,  to  unemployed. 

Only  10.8  per  cent  of  the  total  cases  were 
psychotic,  therefore  theoretically  90  per  cent 
of  the  cases  should  be  responsible  for  the 
crimes  committed.  However,  even  in  this  small 
group  of  10.8  per  cent,  some  of  them  may  be 
responsible  for  the  crime  committed.  When 
some  of  these  psychotic  patients  were  sent  to 
this  institution  for  psychiatric  evaluation,  they 
had  been  in  jail  for  months  or  weeks.  It  is 
extremely  difficult  to  say  whether  or  not  a 
patient  was  mentally  ill  a few  months  ago, 
although  he  may  be  on  admission.  A normal 
person  can  become  temporarily  psychotic  after 
prolonged  confinement  in  isolation  with  sen- 
sory deprivation.^  The  patient  also  may  have 
been  psychotic  at  the  time  of  committing  the 
crime,  but  is  no  longer  so  when  currently 
seen,  e.g.,  a toxic  psychotic  or  a person  under 
extreme  stress  for  a few  days.  Schizophrenia 

Table  IV 


OCCUPATION 


Housewife 

3.3  % 

4 

Unemployed 

28.3% 

34 

Unskilled 

23.3% 

28 

Semi-skilled 

21.7% 

26 

Clerical 

4.2% 

5 

Professional 

3.3% 

4 

Student 

0.8% 

1 

Retired 

4.2% 

5 

Skilled 

10.8% 

13 
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may  clear  up  in  a relatively  short  time,  also. 
Then,  the  question  of  timing  is  very  important 
in  order  to  determine  the  individual’s  respon- 
sibility for  a crime.  The  solution,  we  think,  is 
for  the  court  to  appoint  psychiatrists  to  exam- 
ine any  persons  who  commit  serious  crimes 
immediately,  rather  than  waiting  for  referral. 

Lexington  and  Fayette  County  have  less  than 
one  fifth  of  the  population  covered  by  this  in- 
situation and  yet  they  have  50  per  cent  of  the 
referrals  in  this  district.  We  speculate  that  ( 1 ) 
the  hospital,  being  in  the  city,  was  more  ac- 
cessible for  psychiatric  service  for  Fayette 
rather  than  the  rural  counties  of  which  16  did 
not  refer  a single  case  for  psychiatric  evalu- 
ation over  a period  of  two  years  and  (2)  the 
public  and  law  enforcement  agencies  were 
more  aware  of  mental  illness  related  to  crimes 
in  Lexington. 

The  sociopathic  personality,  personality 
trait  disturbance  and  alcoholic  constituted 
71.7  per  cent  of  the  crimes  in  our  series.  We 
concur  with  Guze  et  aF  that  this  group  of 
offenders  are  the  principal  psychiatric  dis- 
orders found  in  association  with  criminality. 
However,  our  psychotic  group  (10.8  per  cent) 
is  somewhat  higher  than  Guzes’s  (seven  per 
cent)  and  Bromberg’s  (1.5  per  cent).**  It  is 
logical  and  reasonable  to  say  that  over  90 
per  cent  of  the  offenders  would  be  responsible 
for  the  crime  committed. 

It  is  interesting  to  note  that  65  per  cent 
of  the  offenders  are  violent  non-acquisitive. 
It  seems  that  the  majority  of  offenders  have 
been  aggressive  and  impulsive  but  without 
planning  it.  Our  figure  is  higher  than  Silver- 
man’s.'^ 

During  the  study  period  the  percentage  of 
in-patient  Negro  population  in  this  institution 
and  in  the  whole  state  was  only  I 1.6  per  cent,- 
but  the  Negroes  who  commit  crimes  were  21 
per  cent  in  this  study. 
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The  public  usually  views  a violent  person, 
in  this  case  an  offender,  to  be  dangerous.  The 
only  well-accepted  rationale  for  confining  this 
“dangerous  person”  is  to  declare  that  he  is  a 
“mental  case”  and  have  him  treated  or  cor- 
rected. We  agree  with  Bromberg^  who  states: 
“Each  member  of  society  is  unconsciously 
identified  with  aggressive,  rebellious  or  social 
impulses  released  overtly  by  the  psychopath. 
Each  ‘normal’  member  of  society  defends  him- 
self against  the  encroachment  of  his  own  un- 
conscious aggressive  impulses  by  projection  to 
the  person  already  in  trouble  with  society. 


Hence,  the  psychopath  bears  the  full  weight  of 
social  reaction  formation.” 
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Manuscript  Memos 


Manuscripts  should  be  submitted  in  duplicate  to 
The  Journal  of  KM  A,  an  original  copy  and  one  car- 
bon and  typed  with  double  spacing.  Maximum  length 
of  an  article  should  not  exceed  4500  words;  the  Board 
of  Consultants  on  Scientific  Articles  prefers  that  they 
be  briefer  than  this  when  possible. 

In  submitting  a manuscript,  the  author  is  requested 
to  include  a concise  summary,  not  to  exceed  35  words, 
to  be  used  as  a sub-title  when  the  article  is  published 
in  the  Journal.  The  purpose  of  the  summary  is  to 
create  additional  interest  and  encourage  greater 
readership. 

Footnotes  and  bibliographies  should  conform  to 
the  style  of  the  Quarterly  Cumulative  Index  Medicus 
published  by  the  American  Medical  Association.  This 
requires  in  the  order  given  name  of  author,  title  of 
article,  name  of  periodical,  with  volume,  page,  month 
— day  of  month  if  weekly — and  year.  The  Journal  of 
the  KMA  does  not  assume  responsibility  for  the 
accuracy  of  references  used  with  scientific  articles. 


All  scientific  material  appearing  in  The  Journal  is 
reviewed  by  the  Board  of  Consultants  on  Scientific 
Articles.  The  editors  may  use  up  to  six  illustrations, 
with  the  essayist  bearing  the  cost  of  all  over  three 
one-column  halftones. 

Arrangements  for  reprints  of  an  article  should  be 
made  directly  with  the  publisher  of  The  Journal, 
Gibbs-lnman  Printing  Company,  817  W.  Market  St., 
Louisville,  Ky. 

The  bylaws  of  the  Kentucky  Medical  Association 
provide  that  all  scientific  discussions  and  papers  read 
before  the  KMA  Annual  Meeting  shall  be  referred 
to  the  KMA  Journal  for  consideration  for  publication. 
The  bylaws  further  state  that  the  editor  or  the  as- 
sociate editor  may  accept  or  reject  these  papers  as  it 
appears  advisable  and  return  them  to  the  author  if  not 
considered  suitable  for  publication. 

Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Ephraim 
McDowell  Drive,  Louisville,  Kentucky  40205. 
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There’s  a soup 

for  almost  every  patient  and  diet 
..for  every  meal 
and,  it’s  made  by 


Green  Pea  with  Ham  (Frozen)  7.6 


Hot  Dog  Bean  8.4 

Pepper  Pot  6.1 

Split  Pea  with  Ham  10.2 

Vegetable  Beef  5.0 


Vegetable  with  Beef  (Frozen)  5.4 


6.8 

8.0 

5.5 

5.8 
6.2 

6.9 


When  protein  is  the  focal  point  in  your  patients’ 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 


• From  “Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


Bean  with  Bacon 
Beet 

Chicken  Broth 
Chicken  'N  Dumplings 
Chili  Beef 
Green  Pea 


Pro-Banthine  Helps... 

propantheline  bromide 


...REVEAL  the  ulcer  , 

...HEAL  the  ulcer  | 

The  efficiency  of  Pro-Banthine — its  favorable  balance  of  therapeutic  and  j 
secondary  actions — has  been  thoroughly  tested  and  observed.  This  qual- 
ity has  been  demonstrated  surgically,  roentgenographically,  cinegastros-  j 
copically  and,  above  all,  clinically.  | 

When  physicians  needed  to  relax  the  restless  duodenum  for  the  re-  | 
cently  refined  technic  of  hypotonic  duodenography  they  logically  turned  I 
to  Pro-Banthine.  ' 

For  years  Pro-Banthine  has  been  the  most  widely  used  anticholinergic 
medication  for  calming  the  gastrointestinal  tract — for  suppressing  secre- 
tion, prolonging  the  action  of  antacids  and  providing  the  proper  environ- 
ment for  healing  peptic  ulcers.  j 

These  established  therapeutic  actions  make  Pro-Banthine  particularly  I 
useful  in:  | 

• peptic  ulcer  • irritable  colon 

• gastritis  • biliary  dyskinesia 

• diverticulitis  • functional  hypermotility 

We  wish  to  thank  Drs.  Marcia  K.  Bilbao,  Louis  H. 
Frische,  Josef  Rosch  and  Charles  T.  Dotter  for  this  excep- 
tionally graphic  example  of  hypotonic  duodenography. 


Contraindications:  Glaucoma,  severe  car- 
diac disease. 

Precautions:  Since  varying  degrees  of  uri- 
nary hesitancy  may  occur  in  elderly  men 
with  prostatic  hypertrophy,  this  should  be 
watched  for  in  such  patients  until  they  have 
gained  some  experience  with  the  drug.  Al- 
though never  reported,  theoretically  a cu- 
rare-like  action  may  occur  with  possible  loss 
of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  arti- 
ficial respiration  until  the  drug  efFect  has 
been  exhausted. 

Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  my- 
driasis, hesitancy  of  urination  and  gastric 
fullness. 


Dosage:  The  maximal  dosage  tolerated  with- 
out excessive  side  effects  is  usually  the  most 
effective.  For  most  adult  patients  this  will  be 
four  to  six  15-mg.  tablets  daily  in  divided 
doses.  In  severe  conditions  as  many  as  two 
1 5-mg.  tablets  four  to  six  times  daily  may  be 
required.  Pro-Banthine  (brand  of  propan- 
theline bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum-type 
vials  of  30  mg.  The  parenteral  dose  should 
be  adjusted  to  the  patient’s  requirement  and 
may  be  up  to  30  mg.  or  more  every  six  hours, 
intramuscularly  or  intravenously. 


SEARLE 


Research  in  the 

Service  of  Medicine  II 


solved  with  Pro-Banthine 


With  hypotonic  duodeno- 
graphy duodenal  calm  induced 
by  Pro-BanthTne  permits  clear 
anatomic  appraisal.  In  this  ex- 
ample the  duodenum  was  in- 
tubated. Pro-BanthTne,  60  mg. 
intramuscularly,  produced 
prompt  aperistalsis.  Double 
contrast  visualization  was  ob- 
tained with  barium  and  air. 


Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


FOR  UPPER  RESPIRATORY  ALLERGIES  AND  INFECTIONS 

Dimetapp  Extentabs’ 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg. 

UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 

Precautions:  Until  patient’s  response  has  been  de-  , 

termined,  he  should  be  cautioned  against  engag-  |l 

ing  in  operations  requiring  alertness.  Administer  ' 

with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions.  J 

Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or  V 

excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 

Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY  /I'H'DOBINS 

RICHMOND,  VA.  23220 


DOCTOR! 


YOU  ARE  INVITED  TO  ATTEND 
the 

ANNUAL  SPRING  SCIENTIFIC  SESSION 
of  the 

KENTUCKY  THORACIC  SOCIETY 
FRIDAY,  MAY  8 

KENTUCKY  HOTEL  — LOUISVILLE 
Morning  Session 

“TB  TREATMENT  — HOW,  WHEN,  WHERE?” 


9:00  - 10:30  a.m.  Treatment  of  TB  Patients  in  General  Hospitals 


9:00  a.m.  Pro 

Robert  J.  Anderson,  M.D.,  Medical  Director 
American  Thoracic  Society 
New  York  City 

9:20  a.m.  Con 

H.  Stuart  Willis,  M.D. 

North  Carolina  Sanatorium  System 
Chapel  Hill 

9:40  a.m.  Audience  Participation  and  Wrap  Up 


11:00  a.m.  Tuberculosis  Treatment — How? 

Norma  Jean  Coldiron,  R.N. 

Tuberculosis  Project  Nurse 
State  Department  of  Health 

11:20  a.m.  Tuberculosis  Treatment — When? 

William  H.  Anderson,  M.D. 

Professor  of  Medicine 

Director,  Pulmonary  Disease  Section 

University  of  Louisville  School  of  Medicine 


Afternoon  Session 
“RESPIRATORY  DISEASE” 


2:00  p.m.  Rehabilitation  of  the  Respiratory  Cripple 

Judah  L.  Skolnick,  M.D.,  Pulmonary  Fellow 
University  of  Louisville  School  of  Medicine 

2:25  p.m.  Respiratory  Effects  of  Metabolic  Alkalosis 

Thomas  M.  Jarboe,  M.D.,  Pulmonary  Fellow 
University  of  Kentucky  School  of  Medicine 

2:50  p.m.  The  Bag  Problem 

Roger  Collins,  Chief  Inhalation  Therapist 
University  of  Kentucky  School  of  Medicine 


3:45  p.m.  Inhalation  Therapy — How,  When,  Where? 

Thomas  V.  Stephenson,  M.D.,  Pulmonary  Laboratory  Director 
St.  Joseph  Infirmary 


4:15  p.m.  What  Does  Inhalation  Therapy  Do? 

Walter  Rosenbalm,  Chief  Inhalation  Therapist 
Jewish  Hospital 

6:30  p.m.  Dinner 

Speaker  to  be  announced 


Continuing  Educational 


From  The 


Opportunities 


KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

APRIL 

15  PANMED  television  series.  “Family  Pre- 

scription Records,”  KETV-TV  9:30  p.m. 
EST  (8:30  p.m.  CST) 

17-18  Postgraduate  course,  “111  Winds,”  on  current 
progress  in  respiratory  therapy;  Fee:  $25; 
University  of  Kentucky  Medical  Center, 
Lexington 

20  PANMED  television  series,  “Family  Pre- 
scription Records,”  in  Louisville,  WKPC-TV 

10  p.m. 

20-23  41st  Annual  Convention,  Kentucky  Hospital 
Association,  Kentucky  Hotel,  Louisville 

21  Annual  Southern  Medical  Association 

lectureship,  “Trends  in  Malpractice  Litiga- 
tion” by  Vincent  Collins,  M.D.,  L.L.B., 
8 p.m..  University  of  Kentucky  Medical 
Center,  Lexington 

22  Respiratory  Disease  Conference,  Seelbach 

Hotel,  Louisville 

23  Annual  Rheumatic  Disease  Symposium,  Lou- 
isville General  Hospital’s  Rankin  Amphi- 
theater, Louisville 

29  PANMED  television  series,  “Exercise  and  the 
Heart,”  KETV-TV  9:30  p.m.  EST  (8:30  p.m. 
CST) 

MAY 

4 PANMED  television  series,  “Exercise  and  the 
Heart,”  in  Louisville,  WKPC-TV  10  p.m. 

5-8  Annual  Meeting,  Kentucky  Academy  of 

General  Practice,  Convention  Center,  Louis- 

ville 

6 PANMED  television  series,  “Molar  Upright- 
ing  in  Preparation  for  Fixed  Prosthodontics,” 
KETV-TV  9:30  p.m.  EST  (8:30  p.m.  CST) 

7-8  Postgraduate  symposium  on  choroidal  and 

retinal  diseases.  University  of  Louisville 

School  of  Medicine,  Louisville 

8 Spring  Meeting,  Kentucky  Thoracic  Society, 
Kentucky  Hotel,  Louisville 

8-9  Symposium  on  gastrointestinal  disease, 

“Bring  Your  Own  Lesion,”  University  of 

Kentucky  Medical  Center,  Lexington 


1 1 PANMED  television  series,  “Molar  Upright- 
ing  in  Preparation  for  Fixed  Prosthodontics,” 
in  Louisville  WKPC-TV  10  p.m. 

12- 14  Spring  Meeting,  Kentucky  Chapter,  American 

Academy  of  Pediatrics,  Lookout  House, 
Covington 

13  PANMED  television  series,  “Drug  Informa- 
tion,” KETV-TV  9:30  p.m.  EST  (8:30  p.m. 
CST) 

15-17  Annual  Convention,  Kentucky  State  Associa- 
tion of  Medical  Assistants,  Stouffers  Inn, 
Louisville 

15-16  Annual  Meeting,  Kentucky  Obstetrical  and 
Gynecological  Society,  Brown  Hotel,  Louis- 
ville 

15-16  Annual  Meeting,  Kentucky  Surgical  Society, 
Kentucky  Dam  Village  State  Park,  Gilberts- 
ville 

18  PANMED  television  series,  “Drug  Informa- 
tion,” in  Louisville  WKPC-TV  10  p.m. 

20  PANMED  television  series,  “Fractures  in 

Children,”  KETV-TV  9:30  p.m.  EST  (8:30 
p.m.  CST) 

23  Spring  meeting,  Kentucky  Society  of  Anes- 
thesiologists, Lexington 

25  PANMED  television  series,  “Fractures  in 

Children,”  in  Louisville  WKPC-TV  10  p.m. 

IN  SURROUNDING  STATES 

APRIL 

13- 16  Annual  spring  session,  American  Academy 

of  Pediatrics,  Washington,  D.C. 

13-17  Annual  session,  American  College  of  Phy- 
sicians, Philadelphia,  Pa. 

MAY 

6- 7  Postgraduate  course,  “Progress  in  Cardiovas- 

cular Disease,”  Cleveland  Clinic,  Cleveland 

7- 8  National  Conference  on  Voluntary  Health 

Agencies,  Statler-Hilton  Hotel,  Washington, 
D.C. 

21-22  Postgraduate  course,  “Advances  in  Derma- 

tology,” Cleveland  Clinic,  Cleveland 
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The  Doctors  Feud: 

An  Account  of  the  Hill-Evans  Affairt 

David  W.  Kinnaird,  M.D. 


The  Commonwealth  of  Kentucky  has  long 
been  famous,  a dubious  honor,  for  its 
bloody  feuds.  At  least  10  of  these  have 
been  recorded  and,  some  which  occurred  in 
the  Eastern  Kentucky  mountains,  are  legend- 
ary'. Surprisingly,  one  of  the  most  bloody  and 
lengthy  feuds  involved  two  Garrard  County 
physicians,  Oliver  Perry  Hill,  M.D.  and  Heze- 
kiah  Evans,  M.D.,  their  families,  and  allies  for 
almost  a generation. 

In  the  latter  part  of  the  18th  century  the 
forebears  of  both  Doctor  Hill  and  Doctor 
Evans  settled  in  the  hilly  northern  part  of 
Garrard  County,  through  which  flows  Sugar 
Creek  to  enter  the  Kentucky  River.  Lancaster, 
the  county  seat,  founded  in  1797  was  six  miles 
from  the  site  of  these  settlers.  In  spite  of  the 
hilly  terrain,  the  region  became  famous  for  its 
production  of  white  burley  tobacco  and,  until 
the  advent  of  the  railroads,  an  important  ship- 
ping port,  Quantico,  was  located  on  the  Ken- 
tucky River  at  the  mouth  of  Sugar  Creek.  Into 
this  rustic  pioneer  life.  Doctor  Evans  was  born 
in  1801,  and  Doctor  Hill  in  1814.  The  Hill 
and  Evans  families,  Uving  in  close  proximity 
on  small  farms,  were  apparently  on  the  same 
social  and  economic  levels,  even  though  other 
writers  have  questioned  this  conclusion^. 

It  must  be  kept  in  mind  that  Kentucky,  dur- 
ing the  late  18th  and  early  19th  century,  was 
still  frontierland  with  few  roads,  schools,  or 
public  institutions.  As  a consequence,  there  was 
a tendency  for  each  man  or  family  to  take  the 
law  in  his  or  its  own  hands  and  dispense 
justice  accordingly.  Most  families  relied  on 
pistols  and  rifles  for  security  and  for  meting 
out  justice.  It  is  recalled  that  whiskey  was 
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readily  available  to  anycne  and,  historians 
agree,  this  led  to  many  fights  and  disputes 
resulting  in  killings^. 

Doctor  Evans  was  the  eldest  of  many  chil- 
dren, and  following  the  death  of  his  father,  he 
assumed  leadership  of  his  family  and  was  a 
successful  farmer  until  crippled  by  a fall  from 
a horse  in  1829.  Thereafter,  he  studied  medi- 
cine under  his  younger  brother  and  after  a 
lengthy  apprenticeship  began  practice  in  the 
Sugar  Creek  area  of  Garrard  County.  He  was 
described  as  being  a genuine  son  of  Erin,  a fair 
specimen  of  durability,  combativeness  and  in- 
telligence^. 

The  younger  Doctor  Hill  was  a son  of  John 
Hill,  Sr.,  who  not  only  farmed,  but  also  worked 
as  a blacksmith.  It  was  John  Hill,  Sr.  who 
originally  became  involved  in  the  Evans  feud 
and  for  many  years  until  his  death  in  1851 
was  the  leader  of  the  Hill  faction.  O.  P.  Hill, 
M.D.  graduated  from  Transylvania  Medical 
College  in  1838  and  began  practice  in  the 
Sugar  Creek  area  of  Garrard  County  shortly 
thereafter.  Though  there  is  disagreement,  most 
authorities  consider  Doctor  Hill  to  have  been 
an  outstanding,  learned  and  able  physician^.  It 
was  only  natural  that  there  would  exist  rivalry 
with  the  older  apprentice-trained  Doctor  Evans 
whom  Hill  often  referred  to  as  a “steam  doctor”, 
a derogatory  term  implying  the  application  of 
steam  packs  for  many  diseases,  a legacy  of 
Indian  medicine. 

The  troubles  between  the  Hills  and  Evans 
began  rather  abruptly  in  1829  and  involved 
a negro  female  slave  owned  by  the  senior  Hill 
and  leased  to  Doctor  Evans.  This  woman  ran 
away  from  Doctor  Evans  and  returned  to  the 
Hills’  home,  and  it  was  claimed  by  the  Hills, 
but  denied  by  others,  that  she  was  mistreated 
by  Doctor  Evans  and  she  would  never  under 
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any  circumstances  return  to  the  Evans’  home. 
When  Doctor  Evans  appeared  and  requested 
her  return,  an  argument  with  John  Hill  fol- 
lowed, and  Hill  with  a stave  of  hiekory  struck 
and  knocked  Doctor  Evans  from  his  horse. 
Mr.  Hill  was  fined  one  eent  in  court  on  charges 
of  assault  pressed  by  Doctor  Evans,  and 
nothing  further  was  heard  regarding  the  slave 
woman.  As  a eonsequenee  of  this  affair,  ill 
feelings  between  the  two  families  were  dis- 
played openly.  The  removal  of  Doctor  Evans 
in  favor  of  Doctor  O.  P.  Hill  as  public  phy- 
sician for  the  county  poorhouse  fanned  the 
fires  of  professional  jealousy. 

Approximately  10  years  after  the  above  epi- 
sode, Doctor  Evans  pressed  a suit,  considered 
rather  unusual  in  those  days,  for  an  unpaid 
account  against  a prominent  citizen  who 
claimed  Doctor  Evans’  services  were  not 
worthy  of  the  professional  fee.  Doctor  Hill 
became  aligned  with  the  defendant  and  testi- 
fied in  court  that  Doctor  Evans  had  no  diploma 
and  was  not  competent.  This  flamed  the  smol- 
dering fires  further,  and  even  though  Doctor 
Evans  won  the  suit,  the  animosity  between  the 
doctors  and  their  families  had  entered  the  ma- 
lignant phase!  For  reasons  unknown  at  that 
time  Doctor  Hill  moved  his  practice  to  Lan- 
caster, the  county  seat  of  Garrard  County. 

In  1849,  when  emancipation  of  the  slaves 
and  rewriting  of  the  Kentucky  Constitution 
were  hot  political  issues.  Doctor  Evans  made 
the  mistake  of  attending  a political  rally  and 
barbeque  at  the  home  of  some  Hills  who  were 
distant  cousins  of  the  John  Hill  family.  After 
considerable  imbibing  of  whiskey  by  all  parties, 
an  argument  ensued  and  Jesse  Hill  struck 
Doctor  Evans  with  a piece  of  iron.  The  injured 
doctor  was  then  stoned  by  the  Hills  and  their 
friends.  He  managed  to  escape  and  sought 
refuge  in  a nearby  house  of  a friend.  The  end 
result  of  this  assault  was  a fracture  of  Doctor 
Evans’  jaw,  requiring  several  months  for  his 
convalescence. 

Thereafter,  this  section  of  the  county  was 
divided  into  armed  camps,  with  each  family 
enlisting  allies  in  their  cause.  The  number  of 
people  and  amount  of  arms  is  difficult  to  de- 
termine accurately,  but  it  is  believed  that  each 
family  could  marshal  a force  of  20  to  25  armed 
men.  There  were  too  many  minor  skirmishes 
and  sieges  to  relate  in  detail;  however,  the  fol- 
lowing major  battles  are  recounted  briefly  so 


as  to  portray  the  ferocity  and  magnitude  of  this 
feud. 

On  a court  day  in  Lancaster  in  1850,  Doctor 
Evans  and  his  sons  were  under  surveillance 
by  the  Hill  clan  who  were  apparently  spoiling 
for  a fight.  After  a number  of  threats  Jesse  Hill 
advanced  on  Doctor  Evans,  as  he  was  leaving 
the  court  house,  and  raising  his  gun  threatened 
to  kill  him.  Doctor  Evans  in  self  defense  shot 
him  two  times,  the  last  bullet  piercing  his  heart. 
The  Evans  group  escaped  town  before  the 
authorities  (who  apparently  were  not  too  eager 
to  become  involved)  could  apprehend  the 
killer.  Doctor  Evans  refused  later  to  surrender 
to  the  sheriff  and,  while  the  militia  was  being 
alerted,  he  fled  to  Indiana  the  home  of  his 
wife  Nancy  Cole.  Several  months  later  when 
things  were  quieter,  he  returned  to  stand  trial 
and  was  acquitted. 

Not  quite  two  years  had  passed  before  the 
next  confrontation  of  the  feuding  parties.  The 
public  square  in  Lancaster  was  the  setting  and 
the  participants  were  two  young  Evans’  sons, 
Tom  and  Sam,  and  several  of  the  Hills.  The 
precipitating  facts  are  not  clear.  Actually,  at 
this  stage  little  provocation  on  the  part  of  either 
the  Hills  or  the  Evans  was  needed  to  start  a 
fight.  At  any  rate,  Tom  Evans  was  cut  severely 
in  the  face  and  hands  by  the  Hills  and  was 
rescued  by  Sam  Evans  who  shot,  wounded  and 
dispersed  three  Hills.  For  this  deed,  Sam  Evans 
was  acquitted.  Though  Tom  Evans  recovered, 
scars  of  his  face  and  hands  thereafter  bore 
mute  testimony  to  the  severity  of  the  attack. 

During  this  same  year,  the  most  bloody  bat- 
tle occurred  when  two  Evans’  henchmen,  John 
Sellers  and  William  Chrismon,  were  ambushed 
while  removing  tobacco  from  a barn  near 
Sugar  Creek.  Chrismon  early  sustained  a fatal 
abdominal  wound  thus  leaving  Sellers  to  fight 
a party  of  five  to  eight  Hills  directed  by  Doctor 
Hill.  Using  a “Mississippi”  rifle  belonging  to 
Doctor  Evans,  Sellers  killed  three  Hills  before 
suffering  a fatal  wound  from  the  gun  of  young 
Sam  Hill. 

All  the  rules  of  decent,  honorable  combat 
were  shelved  when  the  bodies  of  Chrismon  and 
Sellers  were  mutilated  by  their  adversaries.  The 
Hill  boy  was  acquitted,  thus  continuing  the  pat- 
tern of  legal  impotency.  The  aroused  citizenry 
of  Lancaster  called  a public  meeting,  and  a 
cease  fire  agreement  was  formulated  only  to 
be  broken  shortly  thereafter  when  an  Evans 
boy  killed  Nelson  Sutherland,  a Hill  supporter. 
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The  Hills  did  not  wait  long  to  retaliate  and 
ambushed  the  Evans  clan  near  Lancaster,  fatal- 
ly wounding  Jesse  May.  The  fatal  shots  re- 
portedly were  fired  by  Joseph  Murphy,  an  ally 
of  the  Hills.  This  was  a tragic  occurrence  as  it 
was  well  known  that  this  same  Murphy,  while 
badly  wounded  at  Buena  Vista  in  the  Mexican 
War,  was  saved  by  Jesse  May  who  risked  his 
life  to  accomplish  the  deed^. 

Joseph  Murphy  fled  the  country  only  to 
return  several  years  later  setting  the  stage  for 
the  final  violence  in  the  feud.  This  deed  took 
place  when  Murphy  drinking  in  a Lancaster 
tavern,  was  surprised  by  two  May  brothers, 
one  of  whom  calmly  walked  up  and  shot  Mur- 
phy through  the  temple. 

Doctor  Hill,  fearing  for  his  life,  refused  to 
arrange  for  removal  of  Murphy’s  body  and 
hastily  left  Lancaster  proceeding  to  the  West. 
Thus  the  feud  came  to  a halt,  almost  as  ab- 
ruptly as  it  had  begun. 

Sensing  defeat  and  the  futility  of  the  con- 
tinued strife,  most  of  the  Hills  departed  to 
Washington  County,  Kentucky,  and  tradition 
has  it  that  the  many  orphaned  children  and 
widows  had  difficult  times  for  generations 
thereafter. 

Several  years  later  in  1855,  Doctor  Hill  re- 
turned to  Lancaster  and  re-established  his 
practice.  There  is  no  factual  account  of  any 
further  troubles  between  the  two  families  and 
one  wonders  if  the  beginning  rumblings  of  the 
great  conflict,  the  War  Between  the  States, 
may  have  taken  precedence  over  simple  feud- 
ing matters.  It  is  interesting  to  note  that  the 
Evans  family  were  known  to  be  Southern  in 
sentiment  and  the  Hills  were  Northern  sym- 
pathizers. 

The  old  adage  that  those  who  live  by  vio- 
lence die  by  violence  certainly  holds  true  in  this 
horror  tale,  as  old  Doctor  Evans  was  robbed 
and  assassinated  while  returning  from  a trip 


out  of  the  county.  There  are  conflicting  reports 
as  to  who  performed  this  final  deed  of  the 
Evans-Hill  saga,  but  most  seem  to  agree,  this 
act  was  unrelated  to  the  feud.  One  reference 
relates  the  confession  of  a man  named  Ray  on 
his  death  bed  years  later.  A much  more  ex- 
citing version  is  the  reported  confession  by  a 
Confederate  soldier  of  the  robbery  and  murder 
of  the  Doctor  Evans  during  the  time  of  the 
Kentucky  retreat  of  Bragg’s  defeated  army. 

At  any  rate,  the  feud  wounds  healed  and 
peace  returned  to  Garrard  County  with  only 
the  usual  but  less  violent  animosities  between 
its  practicing  physicians. 

Feuds  never  resolve  any  controversies,  and 
there  are  never  any  victors,  only  losers.  In  this 
feud  the  Hill  family  lost  four  members  and 
two  close  allies.  Three  of  the  Evans  allies  died 
but  no  member  of  the  Evans  family  was  killed 
during  the  feuding. 

A survey  of  the  recorded  court  indictments 
growing  out  of  the  feud  reveals  only  one  con- 
viction, this  being  a judgement  against  the  Hills 
who  were  fined  one  cent  for  assault.  This  is 
truly  a startling  indictment  of  the  law  enforce- 
ment agencies  of  that  era. 

One  cannot  judge  the  people  of  this  time 
and  locale  too  harshly.  It  is  recalled  that  the 
citizens  of  this  county  did  produce  many  out- 
standing leaders,  including  three  governors  of 
Kentucky.  It  would  seem  prudent  to  judge  these 
terrible  events  as  an  end  product  of  the  rugged 
life  of  pioneers  with  slight  disposition  to  heed 
the  ineffectual  law  enforcement  agencies  of  the 
times. 
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A valuable  hospital  antibiotic 
—when  there  is  no  time 

in  severe  systemic  infections— postoperative  bacteremia.  Gram-negative/staph  pneu- 
monias or  neonatal  sepsis— Kantrex^  (kanamycin  sulfate)  is  often  indicated  before  results 
of  customary  sensitivity  tests  can  be  reported.  Clinical  response  is  often  seen  within  24- 
48  hours  in  susceptible  infections,  with  remission  soon  after. 


1 0 years  of  experience  confirm  the  continuing  effectiveness  of  Kantrex®against  many 
Gram-negative  bacilli  (most  Pseudomonas  are  resistant)  and  staph. 


Because  of  potential  ototoxicity,  foHo 
official  package  circular. 


carefully  as  outlined  in  the 


Brief  Summary  of  Prescribing 
Information:  6-9/1 5/69.  For  com- 
plete information,  consult  Official 
Package  Circular. 

Indications:  Infections  of  the  urinary,  res- 
piratory and  gastrointestinal  tracts  and  of 
skin,  soft  tissues,  bone,  periosteum  and  blood 
due  to  sensitive  organisms.  Culture  and  sensitivity 
studies  should  be  performed. 

Contraindications:  A history  of  hypersensitivity  to  the  drug. 

Prior  auditory  damage  by  kanamycin  or  other  agents  may  be  a contrain- 
dication if  effective  alternative  therapy  is  available. 

Warnings:  Since  the  drug  is  excreted  almost  entirely  by  glomerular 
filtration,  renal  malfunction  can  cause  abnormally  high  serum  levels  of 
kanamycin  which  may  prove  ototoxic.  Assess  renal  function  periodi- 
cally, both  before  and  during  therapy.  Renal  dysfunction  or  pre-renal 
azotemia  sharply  increase  the  risk  of  ototoxicity  and  permanent  deaf- 
ness. In  such  cases  decrease  the  size  and  frequency  of  doses.  Discontinue 
kanamycin  and  check  hearing  if  azotemia  increases.  In  older  patients 
and  patients  receiving  a total  dose  in  excess  of  15  Grams,  watch  care- 
fully for  signs  of  ototoxicity. 

Precautions:  If  mycotic  or  bacterial  superinfection  occurs,  discontinue 
kanamycin  and  initiate  appropriate  therapy.  Cumulative  ototoxic  effects 
may  be  produced  by  concurrent  or  consecutive  use  of  other  ototoxic 
drugs.  High  doses  may  cause  irritation  at  injection  sites.  The  6vuQshou!d 
not  be  physically  mixed  with  other  antimicrobials. 

Adverse  Reactions:  Severe  irreversible  hearing  loss  may  occur.  Stop 
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Division  of  Bristol-Myers  Company 
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therapy  if  tinnitus,  subjective  hear- 
ing loss  or  high  frequency  loss  de- 
velop. Signs  of  renal  irritation  may 
appear  (casts,  ceils,  proteinuria).  If  renal 
function  is  normal,  such  irritation  is  revers- 
ible and  IS  not  necessarily  an  indication  for  stop- 
ping therapy.  Skin  eruptions  have  been  noted 
rarely.  To  avoid  neuromuscular  paralysis  with  respira- 
tory depression,  postpone  intraperitoneal  instillation  in  post- 
operative patients  until  recovery  from  anesthesia  and  muscle  relaxants 
IS  complete. 

Dosage  and  Administration:  The  usual  dose  is  7.5  mg./Kg./12  hours 
I.M.  The  average  adult  dose  is  1 Gram  daily  and  should  not  exceed  1 .5  | 
Gram  even  in  the  heaviest  patients.  Uncomplicated  infections  due  to 
sensitive  organisms  should  respond  in  24  to  48  hours.  If  no  response 
occurs  in  5 days,  stop  therapy  and  recheck  the  bacterial  sensitivities. 
Hydrate  patients  well  to  minimize  renal  irritation.  Inject  deeply  into  the 
upper  outer  quadrant  of  the  gluteal  muscle.  Discard  partially  used  vials 
after  48  hours. 

Supplied:  Rubber  capped  vials  as  a ready-to-use  sterile  aqueous  solu-  j 
tion  in  two  concentrations:  0.5  Gm.  in  2 ml.  1 .0  Gm.  in  3 ml.  ' 

Also  available— Pediatric  Injection  75  mg.  in  2 ml. 

A.H.F.S.  Category  8: 12.28 
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Actions  of  the  General  Assembly 


Friday  evening,  March  20,  marked  the 
end  of  the  1970  Kentucky  General  As- 
sembly. It  was  a busy  session  with  over 
1,000  bills  and  resolutions  introduced,  more 
than  too  of  which  had  to  do  with  health  mat- 
ters. 

Preceding  this  particular  session,  the  Ken- 
tucky Medical  Association  developed  its  own 
legislative  program.  This  was  done  in  large 
extent  by  the  Committee  on  Legislative  Activi- 
ties of  the  KMA,  of  which  Fred  C.  Rainey, 
M.D.,  Elizabethtown,  is  Chairman  for  State 
Affairs.  All  of  the  legislative  program  was 
discussed  and  eoordinated  by  the  Board  of 
Trustees.  In  a very  large  degree,  it  was  a 
positive  approach  and  did  not  simply  represent 
reaction  to  programs  that  had  been  innovated 
by  others. 

Some  of  the  legislation  passed  which  KMA 
requested  included  the  Uniform  Anatomical 
Gift  Act,  which  we  would  anticipate  to  be  of 
great  value  in  the  field  of  organ  transplants. 

The  KMA-endorsed  Venereal  Disease  bill, 
which  would  permit  treatment  of  minors  with- 
out parental  consent,  was  passed  and  is  felt  to 
be  a desirable  improvement  of  the  law  in  that 
area. 

The  bill  to  merge  under  the  State  Dep.,rt- 
ment  of  Health  the  Tubereulosis  Hospital 
Commission  and  the  present  Tuberculosis  Con- 
trol Section  of  the  Department  also  received 
favorable  action. 

KMA  endorsed  in  principle  a bill  which  re- 
classifies marijuana  from  a narcotic  drug  to  a 
dangerous  drug.  This  is  a desirable  change  in 
the  law  as  it  gives  the  courts  an  opportunity  to 
carry  out  rehabilitative  services  for  young 
people  who  may  be  using  the  drug  for  the  first 
time  and  who  obviously  should  not  be  treated 
as  criminals. 

The  University  of  Louisville  requested  funds 
to  continue  the  University’s  Kidney  Dialysis 
Center  at  General  Hospital,  which  received 
KMA  support.  This  state  money  will  permit 


the  center  to  continue  operation  after  July  1 
when  the  major  portion  of  its  federal  funds 
will  no  longer  be  available.  A companion  bill 
creates  a state  Kidney  Disease  Institute  at  the 
University  of  Louisville.  As  a part  of  the  plans 
of  this  institute  there  will  be  carried  out  serv- 
ices and  detection  programs  for  kidney  disease 
throughout  Kentucky  .This  should  be  a valu- 
able contribution  to  the  health  program  of  the 
state. 

Although  there  are  less  than  500  chiro- 
practors in  the  Commonwealth  of  Kentucky, 
their  political  strength  and  demands  continue 
to  be  a source  of  amazement.  During  this  most 
recent  legislative  session,  three  identical  pieces 
of  chiropractic  legislation  were  introduced  into 
each  house.  These  bills  would  have  permitted 
payment  for  chiropractic  services  under  ( 1 ) 
the  Kentucky  Workmen’s  Compensation  Laws; 
(2)  Medicaid;  and  (3)  health,  disability,  and 
comprehensive  insurance  policies.  None  of 
these  proposals  received  positive  action. 

KMA  had  three  separate  bills  that  would 
have  had  an  effect  on  the  practice  of  chiro- 
practic. One  of  these  would  have  required  all 
practitioners  of  the  healing  arts  to  be  graduates 
of  accredited  professional  schools.  Such  a bill 
would  seem  to  be  logical  and  responsible  in 
this  day  of  enlightenment;  but  for  reasons 
which  are  not  apparent,  it  failed  to  receive  suf- 
ficient favorable  action  by  the  Legislators. 

A bill  which  attracted  considerable  atten- 
tion would  have  required  that  physieians  be  on 
duty  and  immediately  accessible  on  a 24-hour- 
a-day  basis  in  hospitals  with  100  beds  or  more. 
Initially  this  bill  passed  the  Senate  and  was 
reported  favorably  by  the  House,  but  never 
came  to  a final  vote.  It  is  obvious  that  with  the 
existing  shortage  of  physicians,  it  would  be 
virtually  impossible  to  carry  out  the  intent  of 
this  bill.  However,  the  introduction  of  such 
legislation  does  point  up  the  problem  of  hos- 
pital coverage  and  particularly  emergency 
room  coverage  in  hospitals  by  physicians. 
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Every  hospitiil  should  periodically  review  the 
operation  of  its  emergency  room  and  its 
emergency  care  system  as  it  does  all  phases  of 
hospital  operation. 

Another  bill  which  received  a great  deal  of 
attention  in  the  public  press  was  the  one  having 
to  do  with  prescribing  by  generic  equivalent.  A 
good  many  people,  including  certain  members 
of  the  press,  grasp  only  the  cost  difference 
which  may  exist  between  a brand  name  and  a 
generic  equivalent.  It  is  most  difficult  to  con- 
vey to  the  public  the  problems  of  quality  con- 
trol and  the  fact  that  at  the  present  time  a 
physician  cannot  always  be  absolutely  sure  that 
all  generic  equivalents  are  going  to  have  equal 
therapeutic  potency. 

Members  of  the  KMA  Committee  on  Legis- 
lative Activities  put  in  many  hours  of  their 
time  during  this  past  session  of  the  legislature 
and  represented  KMA  effectively.  The  Presi- 


dent of  KMA,  the  President-Elect,  and  the 
Chairman  of  the  Board  of  Trustees,  who  com- 
prise a policy-making  “Quick  Action  Commit- 
tee,” functions  during  the  Legislative  session 
and  allows  the  KMA  to  react  immediately  to 
changing  situations.  These  officers  gave  a great 
deal  of  their  time  during  the  60  legislative  days 
of  the  General  Assembly. 

If  the  Kentucky  Medical  Association  is  to 
be  an  effective  organization  insofar  as  health 
matters  in  the  state  are  concerned,  much  de- 
pends upon  the  physicians  in  the  local  com- 
munities. This  year  saw  many  physicians  tak- 
ing an  interest  in  health  legislation  and 
demonstrating  a willingness  to  advise  and  in- 
form their  Senators  and  Representatives.  This 
kind  of  interest  and  effort  on  the  local  level 
proved  of  great  benefit,  and  all  Kentuckians 
will  profit  as  a result. 

Walter  S.  Coe,  M.D. 
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music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treat- 
ment program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs 
of  each  patient  may  be  realized. 
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grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and 
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■you  can  hang  on  for  a few  more  minutes,  Doctor, 
m sure  Fll  sneeze  again  ” 


■ sneeze.  And  sneeze  some  more.  But  with  Novahis- 
LP,  most  patients  get  prompt  and  long-lasting 
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Vi  continues  to  provide  relief  for  hours.  Even  when 
1)1  congestion  is  due  to  repeated  allergic  episodes, 
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most  patients  breathe  freely  all  day  and  all  night.  Use 
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drowsiness  may  result.  (Each  tablet  contains  25  mg.  of  phenylephnne 

hydrochloride  and  4 mg.  of  chlorpheniramine 
maleate.) 
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For  the  patient  who  has  been 
through  an  accident,  the  worry 
and  anxiety  following  the 
mishap  may  actually  heighten 
the  perception  of  pain.  This  is 
why  there’s  a classic  Va  grain 
sedative  dose  of  phenobarbital 
in  Phenaphen  with  Codeine— 
to  take  the  nervous  “edge”  off, 
so  the  rest  of  the  formula  can 
control  the  pain  more  effectively. 

A.H. Robins  Company,  ^ LI.riODIMC 
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Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital  {Va  gr.).16.2 
mg.  (warning:  may  be  habit  forming):  Aspirin  (2V2  gr.),  162.0  mg.;  Phenacetin 
(3  gr.),  194.0  mg.;  Hyoscyamine  sulfate.  0.031  mg.;  Codeine  Phosphate,  Va 
gr.  (No.  2),  V2  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may  be  habit  forming). 

The  compound  analgesic  that  calms  instead  of  caffeinates 

Indications:  Phenaphen  with  Codeine  provides  relief  in  severer  grades  of 
pain,  on  low  codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics.  Contraindica- 
tions: Hypersensitivity  to  any  of  the  components.  Precautions:  As  with  all 
phenacetin-containing  products  excessive  or  prolonged  use  should  be 
avoided.  Side  effects:  Side  effects  are  uncommon,  although  nausea,  con- 
stipation and  drowsiness  may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 
1 or  2 oapsules  every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule 
every  3 to  4 hours  as  needed.  For  further  details  see  product  literature. 
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OSCAR  O.  Miller,  M.D.,  was  born  in  Sydney,  Australia  in  1884.  He  came 
to  America  in  January  of  1908,  and  entered  the  University  of  Louisville 
School  of  Medicine.  He  graduated  from  medical  school  in  1911,  and 
became  the  physician  in  charge  of  Hazelwood  Sanatorium,  Louisville.  He  later 
became  Medical  Director  of  the  Waverly  Hills  Sanatorium  and  the  Waverly  Hills 
Clinic,  Louisville.  In  1942  he  entered  private  practice. 

Outside  of  the  medical  profession  Doctor  Miller  was  active  in  the  First  Christian 
Church  of  Louisville  where  he  taught  for  many  years  a Sunday  School  class  of 
young  married  people.  He  was  a trustee  of  the  University  of  Louisville  from 
1950  until  his  death. 

In  his  profession  he  served  as  President  of  the  Jefferson  County  Medical 
Society  in  1939  and  President  of  the  Kentucky  Medical  Association  in  1944-1945. 
Doctor  Miller  was  a professor  of  medicine  at  the  University  of  Louisville.  He 
was  a founder  of  the  Pre-Paid  Plan,  Blue  Shield — in  Kentucky,  and  was  the 
recipient  of  the  Kentucky  State  Medical  Association  Distinguished  Service  Award 
as  well  as  the  Distinguished  Alumni  Award  of  the  University  of  Louisville. 

Oscar  Miller  was  a gentleman  and  a scholar — an  articulate  and  eloquent 
speaker,  a warm  and  friendly  personality — who  was  held  in  deep  affection  and 
who  was  much  respected  by  his  patients,  friends  and  colleagues. 
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Ky.  Anesthesiologists  To  Hear 
ASA  President  On  May  23 

The  President  of  the  American  Society  of  Anes- 
thesiologists, John  Steinhaiis,  M.D.,  will  be  a fea- 
tured speaker  at  the 
spring  meeting  of  the 
Kentucky  Society  of  An- 
esthesiologists, May  23 
in  Lexington. 

A 1945  graduate  of 
the  University  of  Wis- 
consin, Doctor  Steinhaus 
will  speak  at  8 p.m.  on 
“Anesthesiology  1970 — 
Where  Do  We  Go  From 
Here”.  The  ASA  Presi- 
dent is  professor  and 
chairman  of  the  department  of  anesthesiology,  Emory 
University  School  of  Medicine  and  has  been  chief  of 
anesthesiology  at  Grady  Memorial  Hospital,  Atlanta 
since  1958. 

The  scientific  program  of  the  annual  meeting  will 
begin  at  1 p.m.  at  the  Imperial  House  Motel,  Lex- 
ington. Lexington  physicians  participating  in  the 
session  are  Donald  Knapp,  D.D.S.,  Ph.D.,  Robert 
Boettner,  M.D.,  Preston  Dilts,  M.D.,  Marion  A. 
Carnes,  M.D.  and  Richard  O’Neill,  M.D. 

Two  general  topics  will  be  discussed  in  detail  by 
the  program  participants:  local  anesthetics  and  their 
application  in  anesthetic  practice,  and  the  practical 
aspects  of  respiratory  care.  Two  participants  in  the 
Student  Research  Day  at  the  University  of  Kentucky 
College  of  Medicine,  B.  A.  Bivins  and  Roger  More- 
house, will  also  take  part  in  the  afternoon  meeting. 

Kentucky  Hospital  Association 
To  Meet  April  20-23 

The  Kentucky  Hospital  Association  will  hold  its 
41st  Annual  Convention  April  20-23  at  the  Kentucky 
Hotel,  Louisville.  In  conjunction  with  the  Conven- 
tion theme  “Scanning  the  Seventies”,  Jack  A.  L.  Hahn, 
president-elect  of  the  American  Hospital  Association, 
will  speak  at  the  opening  session  on  “A  Decade  for 
Daring”.  Mr.  Hahn  is  President  of  the  Methodist 
Hospital  of  Indiana  in  Indianapolis. 

Brian  J.  Shea,  M.D.,  director-general  of  medical 
services  for  South  Australia,  will  be  the  featured 
speaker  at  the  annual  President’s  Luncheon.  Doctor 
Shea  will  discuss  pertinent  aspects  of  health  care 
delivery  in  Australia. 

The  four-day  meeting  will  also  feature  educational 


sessions,  the  annual  banquet,  exhibits  and  meetings 
of  allied  groups.  Chalmer  H.  Frazier,  Prestonsburg, 
will  be  installed  as  President  of  KHA  and  Elmer  L. 
Crozier,  past  president,  and  other  1969-70  officers 
will  be  honored  at  the  annual  banquet. 


Vance  Packard  To  Address 
19th  KAGP  Annual  Mtg. 

Vance  Packard,  internationally  recognized  author 
and  social  critic,  will  be  the  luncheon  speaker  for  the 

19th  Annual  Meeting 
and  Scientific  Assembly 
of  the  Kentucky  Acade- 
my of  General  Practice 
held  May  5-8  at  Con- 
vention Center  and  the 
Seelbach  Hotel,  Louis- 
ville. 

The  author  of  many 
best-isellers,  including 
“The  Hidden  Persuad- 
ers” and  “The  Status 
Seekers”,  Mr.  Packard 
will  deliver  the  luncheon  address,  Wednesday,  May 
6.  His  topic  will  be  “The  Bewildered  Sexes”. 

Included  among  the  other  prominent  guest  speak- 
ers for  the  three-day  scientific  assembly  will  be 
Donn  L.  Smith,  M.D.,  Tampa,  Ela.,  a former  dean 
of  the  University  of  Louisville  School  of  Medicine. 
Doctor  Smith,  who  is  now  dean  of  a medical  school 
being  built  at  the  University  of  South  Florida,  will 
discuss  the  family  practice  programs  and  their  sig- 
nificance to  modern  medical  education. 

Participants  on  various  panels  will  deal  with  such 
topics  as  treatment  of  acute  strokes,  continuing  edu- 
cation and  obesity.  Guest  speakers  from  Kentucky 
and  throughout  the  country  will  address  the  Acade- 
my on  hypertension  and  hypokalemia,  coronary  care, 
rubella-vaccine  and  poisonous  snakes. 

The  session  will  also  include  a meeting  of  the 
Congress  of  Delegates  of  KAGP  and  the  installa- 
tion of  officers  on  Wednesday  evening,  May  6. 


KMA  INTERIM  MEETING 

Since  fhe  1970  KMA  Interim  Meeting  took  place  at 
press  time,  The  Journal  was  unable  to  carry  details  in 
this  issue.  Complete  information,  including  pictorial 
coverage,  will  appear  in  the  May  issue. 


Doctor  Steinhaus 
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John  H.  Leland,  M.D.,  Crestwood,  is  shown  presenting 
the  Kentucky  Medical  Association  Safety  Award  to  Chief 
Milton  C.  Stoess  of  the  South  Oldham  Fire  Department 
Rescue  Squad  at  the  Crestwood  Fire  Station.  The  award 
was  in  recognition  of  the  group's  leadership,  thoughtful 
planning  and  their  example  of  active  concern  for  the 
safety  of  the  people. 

So.  Oldham  County  Rescue  Squad 
Receive  1st  KMA  Safety  Award 

The  first  KMA  Safety  Award  was  presented  to 
the  South  Oldham  Fire  Department  and  Rescue 
Squad  on  February  2.  The  new  award,  established 
in  1969,  was  designed  for  presentation  to  individuals 
or  organizations  who  have  rendered  outstanding  lead- 
ership and  planning  toward  the  safety  and  protection 
of  the  citizens  of  Kentucky. 

A volunteer  organization,  the  South  Oldham  Fire 
Department  has  an  effective  and  fully  equipped  res- 
cue squad,  due  in  part  to  the  efforts  of  the  South 
Oldham  Lions  Club.  The  Fire  Department  and  Res- 
cue Squad  have  rendered  life  saving  aid  in  hundreds 
of  emergencies  of  every  description.  New  modern 
equipment  was  just  recently  purchased  to  increase  the 
squad’s  capabilities. 

KMA  members  are  urged  to  forward  nominations 
for  this  award  for  organiztaions  in  their  community 
to  the  KMA  Fleadquarters  Office. 

New  AMA  Department  Established 
To  Strengthen  Specialty  Ties 

The  Department  of  Specialty  Society  Services  was 
established  on  January  22  by  the  American  Medical 
Association  to  strengthen  liaison  and  services  to  re- 
lated medical  organizations.  Theodore  R.  Chil- 
coat,  Jr.,  former  assistant  director  of  the  AMA  De- 
partment of  Governmental  Relations,  is  director  of 
the  new  department,  which  will  report  directly  to 
Richard  S.  Wilbur,  M.D.,  assistant  executive  vice- 
president. 

The  responsibilities  of  the  Department  will  be  to 
serve  and  implement  the  directives  of  the  Interspe- 


cialty Committee  which  was  created  in  1966.  Ernest 
B.  Howard,  M.D.,  AMA  executive  vice-president,  an- 
nounced on  January  22  that  Doctor  Wilbur  was  ap- 
pointed secretary  of  the  Committee. 

Doctor  Howard  said,  “The  establishment  of  this 
special  department  is  an  important  step  in  strength- 
ening AMA’s  relationship  with  the  specialty  societies, 
and  it  is  the  culmination  of  a long  range  program 
undertaken  to  upgrade  the  services  of  the  AMA  to 
the  specialty  societies.” 

TB  Treatment  To  Be  Discussed  At 
Thoracic  Society  Mtg.,  May  8 

“Tuberculosis  Treatment  — How,  When,  Where?” 
will  be  one  of  the  various  topics  discussed  at  the 
spring  meeting  of  the  Kentucky  Thoracic  Society 
set  for  Friday,  May  8,  at  the  Kentucky  Hotel,  Louis- 
ville, according  to  Richard  B.  McElvein,  M.D.,  Lex- 
ington, program  chairman. 

Discussing  the  “pro’s”  and  “con’s”  of  treating  TB 
in  general  hospitals  will  be  Robert  J.  Anderson, 
M.D.,  medical  director  of  the  American  Thoracic 
Society,  and  H.  Stuart  Willis  of  the  North  Carolina 
Sanatorium  system. 

These  and  other  discussions  on  TB  and  its  treat- 
ment are  scheduled  from  9 to  12  noon.  The  after- 
noon sessions,  beginning  at  2 p.m.,  will  deal  with 
“Rehabilitation  of  the  Respiratory  Cripple”  and  the 
“Respiratory  Effects  of  Metabolic  Alkalosis.”  Dis- 
cussions of  inhalation  therapy  also  are  scheduled  for 
the  afternoon  session.  Complete  details  of  the  pro- 
gram are  on  page  235. 

Respiratory  Disease  Conference  Set 

A Respiratory  Disease  Conference  for  Health  Pro- 
fessionals has  been  scheduled  in  conjunction  with  the 
annual  meeting  of  the  Kentucky  Hospital  Association. 
The  Conference  will  begin  at  8:30  a.m.  April  22 
at  the  Seelbach  Hotel,  Louisville. 

Participants  in  the  one-day  program  include  Miss 
Virginia  Bloch,  R.N.,  Visiting  Nurses  Association, 
Richmond,  Thomas  V.  Stephenson,  M.D.,  Gerald  E. 
Vallee,  M.D.,  Emery  E.  Lane,  M.D.,  and  William  H. 
Anderson,  M.D.,  all  of  Louisville.  Following  the 
presentations  a movie  on  “Care  and  Feeding  of  IPPB 
Apparatus”  will  be  shown. 

Med.  Students  Want  Summer  Jobs 

Medical  students  at  the  University  of  Louisville 
have  related  to  the  editors  of  The  Journal  their 
interest  in  obtaining  health-related  work  during  sum- 
mer vacation.  Anyone  knowing  of  any  opportunities 
along  these  lines  should  contact  the  Jefferson  County 
Medical  Society.  Medical  Arts  Building,  Louisville, 
40217. 

Alberto  Mazzoleni,  M.D.,  Lexington,  and  Donald  H. 
Mosley,  M.D.,  Louisville,  were  recently  granted  a 
Fellowship  in  the  American  College  of  Cardiology. 
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Ky.  Pediatricians  Schedule 
Spring  Meeting  May  12-14 

The  12th  Annual  Spring  Meeting  of  the  Kentucky 
Chapter,  American  Academy  of  Pediatrics  will  be 
held  May  12-14  in  the  Northern  Kentucky  area,  ac- 
cording to  Frederick  A.  Stine,  M.D.,  Ft.  Thomas, 
program  chairman. 

The  scientific  sessions  of  the  three-day  session 
will  be  held  at  the  Lookout  House,  Covington.  Guest 
speakers  on  the  program  include  Sylvia  Richardson, 
M.D.,  University  of  Cincinnati,  speaking  on  “Learn- 
ing Disorders  in  the  Normal  Child”  and  Harold 
Fogelson,  M.D.,  University  of  Cincinnati,  dealing 
with  the  management  and  treatment  of  convulsive 
disorders. 

David  B.  Clark,  M.D.,  chairman,  department  of 
neurology.  University  of  Kentucky  Medical  Center, 
will  address  the  group  on  “Subtle  Neurologic  Con- 
vulsive Disorders”. 


dress  the  members,  their  guests  and  wives  on  the 
subject  “Emperor  Smith.”  Other  papers  will  be 
presented  by  members  of  the  Society. 


KSAMA  Annual  Mtg.  Is  May  15-17 

The  Kentucky  State  Association  of  Medical  As- 
sistants have  scheduled  their  Eighth  Annual  Con- 
vention May  15-17  at  Stouffer's  Inn,  Louisville,  ac- 
cording to  Miss  Dorothy  Downs,  and  Mrs.  Virginia 
Applegate,  both  of  Louisville,  who  are  co-chairmen 
of  the  program  committee. 

“Progress  Through  Education”  is  the  theme  for  the 
three-day  session,  which  will  begin  on  Friday  evening 
with  a hospitality  welcome,  continue  with  the  edu- 
cation program  on  Saturday  and  conclude  with  a 
business  session  on  Sunday.  Details  of  the  meeting 
will  be  sent  to  all  members. 


Ky.  OB-GYN,  Cancer  Society  Plan 
Mtg.,  Symposium  May  15-16 


Blindness  in  Kentucky 

(Continued  from  Page  224) 
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The  22nd  Annual  Meeting  of  the  Kentucky  Ob- 
stetrical and  Gynecological  Society  will  be  held  May 
15-16  at  the  Brown  Hotel,  Louisville.  The  Kentucky 
Division  of  the  American  Cancer  Society  will  also 
sponsor  this  meeting. 

A symposium  on  gynecological  cancer,  which  will 
compose  the  May  15  program,  will  feature  four 
nationally-known  speakers.  The  four  participants  are 
Donald  J.  Woodruff,  M.D.,  professor  of  gynecology 
and  obstetrics  at  Johns  Hopkins  University,  Balti- 
more, Md.;  Professor  Stanley  Way,  Newcastle-on- 
Tyne,  England;  James  Krieger,  M.D.,  chief  of  gyne- 
cologic service,  Cleveland  Clinic,  Cleveland;  and 
John  L.  Lewis,  Jr.,  M.D.,  chief  of  gynecologic  serv- 
ice, Memorial  Hospital,  New  York  City. 

Topics  for  discussion  include  the  field  theory  of 
squamous  carcinomas  in  the  female,  trophoblastic 
and  ovarian  tumors  and  chemotheraphy  in  gyne- 
cologic malignancies. 


Ky.  Surgical  Society  Schedules 
Annual  Meeting  May  15-16 

The  Kentucky  Surgical  Society  will  hold  its  annual 
meeting  May  15-16  at  Kentucky  Dam  Village  State 
Park,  Gilbertsville.  Participating  in  the  two-day  ses- 
sion will  be  Kenneth  W.  Warren,  M.D.,  chairman 
of  the  department  of  general  surgery  of  the  Lahey 
Clinic  Foundation,  Boston,  and  Harry  C.  Hull,  M.D., 
professor  of  Clinical  surgery.  University  of  Maryland 
School  of  Medicine. 

Doctor  Warren  will  be  discussing  “The  Surgical 
Management  of  Chronic  Relapsing  Pancreatitis  and 
Periampullary  Tumors”  and  “A  Long-Range  View 
of  the  Surgical  Repair  of  Common  Duct  Strictures.” 

On  the  evening  of  May  15,  Doctor  Hull  will  ad- 
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ANTACID 


Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  1 2 rolls. 


ARCH  LABORATORIES 
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Doxidan  is  a gentle  laxative  designed  to  free  your 
patient  from  the  hemodynamic  consequences  of 
straining  at  stool.  With  a fecal  softening  agent  to 
keep  the  stool  soft  and  easy  to  evacuate,  and  with 
just  enough  peristaltic  stimulation  to  urge  the 
sluggish  bowel,  Doxidan  reduces  the  hemody- 
namic “bind”  of  constipation. 

Composition:  Each  capsule  contains  50  mg.  dan- 
thron  N.F.  and  60  mg.  dioctyl  calcium  sulfosuc- 
cinate. 

Dosage:  Adults  and  children  over  12 — one  or  two 
capsules  daily.  Children  6 to  12 — one  capsule 
daily.  Give  at  bedtime  for  two  or  three  days  or 
until  bowel  movements  are  normal. 

Supplied:  Bottles  of  30,  100  (FSN  6505-074-3169) 
and  1000  (FSN  6505-890-1247). 


Constipation  in  the  chronic  heart  failure  patient 
carries  with  it  the  ever-present  threat  of  acute 
cardiac  decompensation  while  straining  at  stool. 
In  the  already  weakened,  distended  heart,  a sud- 
den influx  of  blood  on  termination  of  the  Valsalva 
maneuver  is  considered  to  be  the  mechanism  of 
some  of  the  deaths  occurring  in  these  cardiac 
patients  during  straining  efforts.* 


..to  reduce 

the  hemodynamic  “bind” 
of  constipation 
in  congestive  heart  failure 


L 


‘Best,  C.  H.  and  Taylor,  N.  B.:  The  Physiolog- 
ical Basis  ol  Medical  Practice,  7th  edition, 
Williams  and  Wilkins,  Baltimore,  1961,  p.  480. 


DOXIDIN' 


HOECHST 

PHARMACEUTICAL  CO. 
Div.  American  Hoechst  Corp. 
Cincinnati,  Ohio  45229  U.S.A. 
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KMA  Lists  1970  Officers 
Of  County  Societies 

In  addition  to  the  officers  listed  in  the  March 
Journal,  the  following  list  of  county  medical  society 
officers  had  been  received  by  KMA  as  of  March  19, 
according  to  the  records  of  the  membership  depart- 
ment. 

Allen 

President:  Owen  L.  Davis,  M.D.,  Scottsville 
Vice  President:  Francis  H.  Halcomb,  M.D., 

Scottsville 

Secretary-Treasurer:  John  M.  Hall,  M.D.,  Scotts- 
ville 

Delegate  to  KMA;  Earl  P.  Oliver,  M.D.,  Scotts- 
ville 

Alternate:  John  M.  Hall,  M.D.,  Scottsville 
Cumberland 

President;  James  W.  Morris,  M.D.,  Burkesville 
Secretary:  Joseph  Schickel,  M.D.,  Burkesville 
Delegate  to  KMA:  James  W.  Morris,  M.D., 

Burkesville 

Alternate:  Joseph  Schickel,  M.D.,  Burkesville 
Fayette 

President:  Richard  B.  McElvein,  M.D.,  Lexington 
Vice  President;  Peter  P.  Bosomworth,  M.D.,  Lex- 
ington 

President-Elect;  Leslie  W.  Blakey,  M.D.,  Lexington 
Secretary -Treasurer:  Porter  Mayo,  M.D.,  Lexing- 
ton 

Delegates  to  KMA:  Richard  D.  Floyd,  M.D.,  Lex- 
ington 

Richard  F.  Hench,  M.D.,  Lex- 
ington 

David  A.  Hull,  M.D.,  Lexing- 
ton 

Bush  A.  Hunter,  M.D.,  Lex- 
ington 

Carl  H.  Scott,  M.D.,  Lexing- 
ton 

Ben  C.  Stigall,  M.D.,  Lexing- 
ton 

John  F.  Berry,  Jr.,  M.D.,  Lex- 
ington 

Peter  P.  Bosomworth,  M.D., 
Lexington 

N.  Lewis  Bosworth,  M.D., 
Lexington 

T.  R.  Bryant,  M.D.,  Lexing- 
ton 

W.  L.  Burke,  M.D.,  Lexington 
Donald  E.  Edger,  M.D.,  Lex- 
ington 

Richard  B.  McElvein,  M.D., 
Lexington 

Leslie  W.  Blakey,  M.D.,  Lex- 
ington 

Alternates:  L.  Chase  Allen,  M.D..  Lexington 
Ted  D.  Ballard,  M.D.,  Lexington 
Robert  C.  Burkhart,  M.D.,  Lexington 
Porter  Mayo,  M.D.,  Lexington 
Charles  Nicholson,  M.D.,  Lexington 

Franklin 

President:  Thomas  H.  Baker,  Jr.,  M.D.,  Frankfort 
Secretary -Treasurer:  William  H.  Keller,  M.D., 

Frankfort 

Delegate  to  KMA:  S.  L.  Weiler,  M.D.,  Frankfort 
Alternate:  William  H.  Keller,  M.D.,  Frankfort 

Garrard 

President;  O.  S.  Playforth,  M.D.,  Lancaster 
Vice  President:  Paul  J.  Sides,  M.D.,  Lancaster 
Secretary-Treasurer:  Paul  J.  Sides,  M.D.,  Lan- 
caster 


Delegate  to  KMA;  Paul  J.  Sides,  M.D.,  Lancaster 
Alternate:  O.  S.  Playforth,  M.D.,  Lancaster 

Graves 

President:  J.  Steele  Robbins,  M.D.,  Mayfield 
Vice  President:  Donald  C.  Haugh,  M.D.,  Mayfield 
Secretary-Treasurer:  C.  E.  Howard,  M.D.,  May- 
field 

Delegate  to  KMA:  C.  Douglas  LeNeave,  M.D., 
Mayfield 

Alternate:  Larry  L.  Hall,  M.D.,  Mayfield 
Grayson 

President:  A.  L.  Embry,  M.D.,  Millwood 
Vice  President:  Ray  A.  Cave,  M.D.,  Leitchfield 
Secretary-Treasurer:  Ralph  G.  Thomas,  M.D., 

Leitchfield 

Delegate  to  KMA;  Charles  L.  Bland,  M.D., 
Leitchfield 

Alternate:  J.  R.  Buckles,  M.D.,  Caneyville 
Hardin 

President:  Wreno  M.  Hall.  M.D.,  Elizabethtown 
Vice  President:  Bernard  Greenwell,  M.D.,  Eliza- 
bethtown 

Secretary-Treasurer:  William  Handley,  M.D.,  Eliza- 
bethtown 

Delegates  to  KMA:  Robert  E.  Robbins,  M.D., 
Elizabethtown 

Fred  C.  Rainey,  M.D., 

Elizabethtown 

Alternates:  Clyde  M.  Brassfield,  M.D.,  Elizabeth- 
town 

William  A.  Barnard,  M.D.,  Elizabeth- 
town 

Harrison 

President:  H.  Tod  Smiser,  M.D.,  Cynthiana 
Vice  President:  Joe  A.  Nichols,  M.D.,  Cynthiana 
Secretary -Treasurer;  Wilbur  H.  Wilson,  M.D., 
Cynthiana 

Delegate  to  KMA:  Don  R.  Stephens,  M.D., 
Cynthiana 

Alternate:  Wilbur  H.  Wilson,  M.D.,  Cynthiana 
Knott 

President:  D.  G.  Barker,  M.D.,  Hindman 
Vice  President:  Gene  T.  Watts,  M.D.,  Hindman 
President-Elect:  Gene  T.  Watts,  M.D.,  Hindman 
Secretary-Treasurer:  Gene  T.  Watts,  M.D.,  Hind- 
man 

Delegate  to  KMA;  D.  G.  Barker,  M.D.,  Hindman 
Alternate;  Gene  T.  Watts,  M.D.,  Hindman 

Leslie 

President;  Gene  D.  Bowling,  M.D.,  Hyden 
Vice  President;  R.  E.  Dodge,  Jr.,  M.D.,  Hyden 
Secretary:  W.  B.  R.  Beasley,  M.D.,  Hyden 
Delegate  to  KMA;  W.  B.  R.  Beasley,  M.D.,  Hyden 
Alternate:  R.  E.  Dodge,  Jr.,  M.D.,  Hyden 


University  Student  Health  Phy- 
sician — Older  G.P.  surgically 
oriented.  Outpatient  only  — 40 
hours  per  week.  10,000  students. 
Send  credentials  to  W.  R.  Hous- 
ton, M.D.,  Director,  Student 
Health  Center,  Eastern  Kentucky 
University,  Richmond,  Kentucky 
40475 
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Lincoln 

President:  T.  Julian  Wright,  M.D.,  Stanford 

Secretary-Treasurer:  Giles  L.  Stephens,  M.D.,  Stan- 
ford 

Delegate  to  KM  A;  Edward  C.  Bowling,  M.D., 
Stanford 

Madison 

President:  Robert  J.  Long,  M.D.,  Berea 

Vice  President:  Charles  Harris,  M.D.,  Berea 

Secretary-Treasurer:  Linda  S.  Fagan,  M.D.,  Rich- 
mond 

Delegate  to  KMA:  Robert  L.  Rice,  M.D.,  Rich- 
mond 

Alternate:  Glynn  Reynolds,  M.D.,  Richmond 
Metcalfe 

Secretary:  L.  P.  Emberton,  M.D.,  Edmonton 

Delegate  to  KMA:  L.  P.  Emberton,  M.D.,  Ed- 
monton 

Morgan 

President:  Morris  L.  Peyton,  M.D.,  West  Liberty 

Vice  President:  George  Bellamy,  M.D.,  West  Liber- 
ty 

Secretary:  Alec  Spencer,  M.D.,  West  Liberty 

Delegate  to  KMA:  Morris  L.  Peyton,  M.D.,  West 
Liberty 

Alternate:  Alex  Spencer,  M.D.,  West  Liberty 

Community  Health  Week 
In  Kentucky,  May  3-9 

Community  Health  Week  in  Kentucky  will  be  ob- 
served May  3-9,  according  to  John  M.  Baird,  M.D., 
Danville,  chairman  of  the  KMA  Committee  on  Com- 
munity and  Rural  Health.  The  committee  has  com- 
pleted its  plans  for  Community  Health  Week,  which 
includes  a request  for  an  official  proclamation  by 
Governor  Louie  B.  Nunn.  Other  state  organizations 
will  be  asked  to  join  KMA  in  urging  all  Kentuckians 
to  become  involved  in  activities  to  promote  their 
physical  well  being  through  comprehensive  physical 
fitness  programs. 

Doctor  Baird  urges  all  KMA  members  and  allied 
groups  to  take  an  active  part  in  Community  Health 
Week  by  displaying  special  posters  promoting  this 
event  and  by  explaining  the  benefits  of  fitness  for 
adult  health. 

“Personal  fitness”  he  noted,  “will  aid  in  the  good 
health  of  all  citizens,  especially  the  middle-aged,  out- 
of-condition  persons  who  are  ‘too  busy  to  exercise.’  ” 
He  stressed  that  physical  fitness  must  be  a year- 
round  program,  and  that  not  only  school-age  chil- 
dren, but  adults  as  well,  should  become  involved  in 
programs  to  better  their  physical  condition. 

Doctor  Baird  also  pointed  out  that  Community 
Health  Week  is  being  promoted  this  year  in  place 
of  Immunization  Week  to  focus  public  awareness  of 
the  efforts  of  all  members  of  the  health  team  striving 
to  better  the  health  of  the  Commonwealth’s  citizens. 


Correction 

A correction  is  indicated  for  the  “Answers  to  Your 
Questions  About  Blue  Shield”  which  appeared  in  the 
February  issue  of  The  Journal.  The  identification 
numbers  for  Blue  Cross  and  Blue  Shield  members  hav- 
ing the  Extended  Benefits  Endorsement  are  as  follows: 
the  “40”  code  indicates  Extended  Benefits  Endorsement 
on  a Single  Basis;  the  “50”  code  indicates  Extended 
Benefits  Endorsement  on  a Family  Basis. 


Maternal  Mortality 

(Continued  from  Page  205) 

The  association  of  thymic  tumor  and 
blood  dyscrasia  has  been  documented.  This  rare 
combination  has  been  of  great  interest  to  several 
investigators.  Havard  and  Scott^  have  reported  three 
patients  in  whom  erythroblastic  aplasia  of  the  bone 
marrow  accompanied  a thymoma.  In  their  review  of 
the  literature  29  instances  were  found. 

Josse  and  Zacks-T  report  a case  of  thymoma  and 
pancytopenia.  In  their  review  of  the  literature  15 
cases  were  found  to  represent  the  coexistence  of 
primary  thymic  tumor  and  blood  dyscrasia. 

The  antibiotic  therapy  was  reviewed  by  the  Com- 
mittee (possibly  other  agents  would  have  been  more 
effective),  however  the  ultimate  prognosis  for  this 
patient  appeared  hopeless. 
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(Continued  from  Page  209) 

the  private  hospitals.  This  implied  that  good 
records  are  not  necessarily  the  mark  of  a good 
physician.  The  young  resident  further  stated 
that  he  did  not  plan  to  waste  any  time  writing 
records  when  he  got  into  private  practice.  This 
may  be  one  of  the  key  faults  in  the  system.  The 
respected  leaders  in  the  profession  do  not  set 
the  best  example  for  the  younger  generation. 

Lewis  Dickinson,  M.D. 

J.  Murray  Kinsman,  M.D.,  Louisville,  will  be 
elevated  to  Master  in  the  American  College  of 
Physicians  during  the  College’s  Annual  Convocation, 
April  12-17  in  Philadelphia. 


Private  Practice  Opportunity  in 
Lexington,  Kentucky 

Drawing  from  700,000  population.  Five 
modern  hospitals  with  open  staff  priv- 
ileges including  University  of  Ken- 
tucky Hospital.  We  need  2 Family 
Physicians,  1 Radiologist,  2 Internists, 
and  1 General  Surgeon  to  furnish  the 
required  services.  Write  Box  7264, 
Lexington,  Kentucky  40502. 


Remember  how  great 
milk  of  magnesia  tasted  ? 


Almost  as  good  as  castor  oil. 

But  now  you  can  spare  the 
taste  buds  and  spoil  the  patient  with  a 
modern  Dulcolax  tablet  or  suppository. 

And  Dulcolax  works  so  pre- 
dictably that  the  time  of  bowel  move- 
ment can  often  be  predicted.  Tablets 
taken  at  night  usually  produce  a bowel 
movement  the  following  morning. 
Suppositories  generally  work  in  15 
minutes  to  an  hour. 


For  preoperative  preparation , 
a combination  of  tablets  at  night  and  a 
suppository  the  next  morning  usually 
cleans  the  bowel  thoroughly. 

Dulcolax  suppositories  may 
be  particularly  helpful  when  straining 
should  be  avoided,  as  in  postoperative 
care.  Keep  in  mind,  however,  that  the 
drug  is  contraindicated  in  the  acute  sur- 
gical abdomen. 

Dulcolax! . . it’s  predictable 

bisacodyl 


r license  from  Boehringer  Ingelheim  G.m.b.H 


Geigy  Pharmaceuticals,  Division  of  Geigy  Chemical  Corporation,  Ardsley.  Nevy  York  10502 


DU-7015 


A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


A realistic 
approach 

to  pain 
relief 


Tmpirin’* 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 


Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1/2. 

keeps  the  promise 
of  pain  relief 


'B.W.  & Co.'  narcotic  products  are 

Class  "B",  and  as  such  are  available  on  oral 

prescription,  where  State  law  permits. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
T\ickahoe,  N.Y. 


IN  ASTHMA 
IN  EMPHYSEMA 


optional 

therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming) ; 16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  isone  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophyUine.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use  • 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


MAYBE  hazardous 
TO  YOUR  health. 


According  to  the  Framingham  Heart  Study 
the  obese  face: 

86%  greater  risk  of  angina  pectoris, 

82%  greater  risk  of  diabetes,  ^ 

71  % greater  risk  of  coronary  heart  disease. 

Obesity  may  also  aggravate  osteoarthritis, 
flat  feet,  intertriginous  dermatitis,  varicose 
veins,  and  ventral  or  diaphragmatic  hernia 
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If  you  are  considering  weight  reduction,  consider 

phenmetrazine  hydrochloride 
Endurets* 

prolonged-action  tablets 

Often  effective 

Controlled  studies  in  a general  patient  popu- 
lation have  shown  that  when  Preludin  is  used 
with  diet,  the  rate  of  weight  loss  exceeds 
that  obtained  by  placebo  and  diet. 

Long  acting 

Slow,  even  release  of  the  active  principle 
usually  suppresses  appetite  continuously  for 
about  12  hours. 

Once-a-day  dosage 

One  Endurets  tablet  after  breakfast.  It  helps 
reduce  weight  and  costs,  conveniently. 

For  contraindications,  warning,  precautions, 
and  adverse  reactions,  please  see  the  full 
prescribing  information. 

It  is  summarized  on  this  page. 

Where  there’s  no  will  there’s  a therapeutic  way. 


•Among  persons  2OV0  or  more 
overweight  as  compared  with 
median  weight  for  persons  of 
like  height  and  sex. 

1.  Kannel,  W.B.,  et  al.:  Circula- 
tion 35:734,  1967. 

2.  Thomas,  H.E.,  Jr.,  el  al.:  Med. 
Times  95:1099,  1967. 

3.  Albrink,  M.J.,  in:  Beeson, 

P.B.  & McDermott,  W.  (eds.): 
Cecll-Loeb  Textbook  of  Medicine. 
ed.  12,  Phila.:  W.B.  Saunders 
Co.,  1967. 

Preiudin® 

phenmetrazine  hydrochloride 

Preludin  is  indicated  oniy  as  an 
anorexigenic  agent  in  the  treat- 
ment of  obesity.  It  may  be  used  in 
simple  obesity  and  in  obesity 
complicated  by  diabetes,  mod- 
erate hypertension  (see  Pre- 
cautions), or  pregnancy  (see 
Warning). 

Contraindications:  Severe 
coronary  artery  disease,  hyper- 
thyroidism, severe  hypertension, 
nervous  instability,  and  agitated 
prepsychotic  states.  Do  not  use 
with  other  CNS  stimulants, 
including  MAO  inhibitors. 
Warning:  Do  not  use  during  the 
first  trimester  of  pregnancy  un- 
less potential  benefits  outweigh 
possible  risks.  There  have  been 
clinical  reports  of  congenital  mal- 
formation, but  causal  relation- 
ship has  not  been  proved.  Animal 
teratogenic  studies  have  been 
inconclusive. 

Precautions:  Use  with  caution  in 
moderate  hypertension  and 
cardiac  decompensation.  Cases 


involving  abuse  of  or  depend- 
ence on  phenmetrazine  hydro- 
chloride have  been  reported.  In 
general,  these  cases  were 
characterized  by  excessive 
consumption  of  the  drug  for  its 
central  stimulant  effect,  and  have 
resulted  in  a psychotic  illness 
manifested  by  restlessness,  mood 
or  behavior  changes,  hallucina- 
tions or  delusions.  Do  not  exceed 
recommended  dosage. 

Adverse  Reactions:  Dryness  or 
unpleasant  taste  in  the  mouth, 
urticaria,  overstimulation, 
insomnia,  urinary  frequency  or 
nocturia,  dizziness,  nausea,  or 
headache. 

Dosage:  One  25  mg.  tablet  b.i.d. 
or  t.i.d.  Or  one  75  mg.  Endurets 
tablet  a day,  taken  by  mid- 
morning. 

Availability:  Pink,  square,  scored 
tablets  of  25  mg.  for  b.i.d.  or 
t.i.d.  administration,  in  bottles  ol 
100  and  1000. 

Pink,  round  Endurets®  prolonged- 
action  tablets  of  75  mg.  for 
once-a-day  administration,  in 
bottles  of  100  and  1000. 
(B)R3-46-560-B 

For  complete  details,  please  see 
full  prescribing  Information. 

Under  license  from 
Boehringer  Ingelhelm  G.m.b.H. 


Geigy  Pharmaceuticals  0 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
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EIGHTY-FIRST 
ANNUAL  MEETING 

of  the 

MID-SOUTH 

MEDICAL  ASSOCIATION 

(Formerly  Mid-South  Postgraduate  Medical  Assembly) 

MAY  27,  28,  29,  1970 

at  the 

HOLIDAY  INN-RIVERMONT  MEMPHIS,  TENNESSEE 

Outstanding  speakers  will  present  half-hour  lectures  on  subjects  of  interest  to  both 
general  practitioner  and  specialist.  A well  balanced  program  is  scheduled.  Make 
your  plans  to  attend  NOW!! 

CLASS  REUNIONS:  Class  of  1930;  Class  of  1935  — March,  June,  September, 
December;  Class  of  1939  — December;  Class  of  1940  — March,  June,  September, 
December;  Class  of  1945  — March,  June,  September,  December;  Class  of  1950  — 
March,  June,  September,  December;  Class  of  1955  — March,  June,  September; 
Class  of  1956  — June;  Class  of  1960  — March,  June,  September,  December; 
Class  of  1965  — March,  June,  September,  December. 

MAKE  YOUR  PLANS  NOW  TO  ATTEND  THE 
MID-SOUTH  MEDICAL  ASSOCIATION 
MAY  27,  28,  29,  1970 

MEMPHIS  TENNESSEE 
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Opportunities  Available  to  General  Practitioners 
Through  KMA  Physicians  Placement  Service 


The  Physicians  Placement  Service  of  the  Kentucky 

This  list  includes  three  breakdowns:  one  indicating 

Medical  Association. 

, in  an  effort  to  obtain  a better 

communities  where  local 

citizens  are  hoping  to 

distribution  of  physicians  in  our  state,  is  listing 

encourage  a doctor  to  establish  a practice  in  their 

below  the  many  practice  opportunities  available  for 

area;  general  practitioners 

in  the  rural  area  in  need 

general  practitioners,  and  would  encourage  any 

of  replacements;  and  physicians  desiring  association. 

physician  desiring  to 

1 relocate  his  practice  to  contact 

This  last  section  includes 

opportunities  for  partner- 

KMA’s  Physicians 

Placement  Service  for  detailed 

ship,  or  in  group  practices,  quite  often  with  no  in- 

information on  any  opportunity  listed  below. 

vestment  necessary  and  offering  a specified  minimum 

We  do  our  best 

to  provide  a two-way  flow  of 

salary  in  the  beginning. 

information  between 

interested  parties  without  actual- 

If  you  are  interested  in 

any  particular  area,  please 

ly  recommending  or  becoming  involved  in  any 

let  us  know,  and  we  will  be  happy  to  provide 

negotiations. 

additional  details. 

COMMUNITIES  SEEKING  PHYSICIANS 

General 

Practitioners 

County 

City 

County 

City 

Clinton 

Albany 

Logan 

Auburn 

Greenup 

Raceland 

McCracken 

Reidland 

Greenup 

Russell 

Marshall 

Hardin 

Harlan 

Evarfs 

Ohio 

Fordsvllle 

Hart 

Horse  Cave 

Owen 

Owenton 

Knox 

Barbourvllle 

Pendleton 

Falmouth 

Larue 

Hodgenville 

Shelby 

Shelbyville 

Logan 

Adairvllle 

Webster 

Sebree 

PHYSICIANS  DESIRING  REPLACEMENTS 

General 

Practitioners 

County 

City 

County 

City 

Garrard 

Lancaster 

Muhlenberg 

Central  City 

Graves 

Mayfield 

Nelson 

Bloomfield 

Jessamine 

Nicholasville 

Pendleton 

Falmouth 

Lincoln 

Stanford 

Shelby 

Shelbyville 

Mason 

Maysville 

Trigg 

Cadiz 

PHYSICIANS  DESIRING  ASSOCIATES 

General 

Practitioners 

County 

City 

County 

City 

Adair 

Columbia 

Hopkins 

Madisonvllle 

Barren 

Glasgow 

Laurel 

London 

Bell 

Middlesboro 

Letcher 

Whltesburg 

Bourbon 

Paris 

Livingston 

Salem 

Bullitt 

Shepherdsville 

McLean 

Calhoun 

Caldwell 

Princeton 

Madison 

Berea 

Calloway 

Christian 

Daviess 

Murray 

Hopkinsville 

Owensboro 

Madison 

Muhlenberg 

Richmond 

Greenville 

Edmonson 

Brownsville 

Oldham 

LaGrange 

Floyd 

AAcDowell 

Perry 

Hazard 

Greenup 

South  Shore 

Pike 

Pikeville 

Hardin 

El'zabethtown 

Pulaski 

Somerset 

Harlan 

Harlan 

Russell 

Jamestown 

Henderson 

Henderson 

Webster 

Providence 

Roy  Suyemoto,  M.D.,  a pathologist,  is  now  practic- 
ing with  George  Tanner,  M.D.,  Ft.  Thomas.  Doctor 
Suyemoto  graduated  from  the  University  of  Cincin- 
nati in  1962  and  then  took  his  internship  and  resi- 
dency at  Cincinnati  General  Hospital.  An  instructor 
at  the  University  of  Cincinnati  Medical  Center,  Doc- 
tor Suyemoto  is  a Fellow  of  the  American  Society  of 
Clinical  Pathologists. 


Lincoln  Mario  de  Souza,  M.D.,  a urologist,  is 
practicing  at  the  Daniel  Boone  Clinic.  Harlan.  A 
1954  graduate  of  the  University  of  Minas  Gerais, 
Brazil,  Doctor  de  Souza  completed  his  internship  at 
Deaconess  Hospital,  St.  Louis  and  took  his  residency 
in  urology  at  Wilkes-Barre  General  Hospital,  Penn- 
sylvania. Before  coming  to  America,  Doctor  de 
Souza  practiced  medicine  in  Brazil  from  1955-1963. 
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HERBERT  GRAHAM  DAVIS,  M.D. 

Marrowbone 

1874-1969 

Herbert  Graham  Davis,  M.D.,  95,  died  December 
31.  An  emeritus  member  of  KMA,  Doctor  Davis 
retired  in  1960  after  more  than  50  years  of  general 
practice  at  Marrowbone.  A 1903  graduate  of  Louis- 
ville Hospital  College  of  Medicine,  Doctor  Davis  was 
a member  of  the  Southern  Medical  Association,  as 
well  as  the  American,  Kentucky,  and  Cumberland 
County  medical  associations. 

THOMAS  B.  COLEMAN,  M.D. 

Louisville 

1907-1970 

Thomas  Benton  Coleman,  M.D.,  62,  who  prac- 
ticed general  medicine  in  Louisville  for  more  than 
30  years,  died  February  13.  A 1932  graduate  of 
the  University  of  Louisville  School  of  Medicine. 
Doctor  Coleman  served  as  a battalion  surgeon  for 
the  776th  Tank  Battalion  through  the  invasion  of 
Okinawa. 

JOHN  W.  PRICE,  JR.,  M.D. 

Louisville 

1882-1970 

John  W.  Price,  Jr.,  M.D.,  88,  a retired  Louisville 
surgeon,  died  February  25  in  Delray  Beach,  Florida. 
A graduate  of  the  University  of  Pennsylvania  Medi- 
cal School,  Doctor  Price  became  a pioneer  in  sur- 
gical research  after  joining  the  University  of  Louis- 
ville School  of  Medicine  in  1908. 

He  founded  the  Surgical  Research  Laboratory  at 
U of  L and  established  a trust  fund  there  in  1957. 
Doctor  Price  performed  the  first  operation  in  Ken- 
tucky on  the  pituitary  gland  in  1912,  and  invented  a 
tube  for  use  in  end-to-end  sewing  of  blood  vessels. 


PHYSICIAN  NEEDED 
in 

Hodgenville,  Kentucky 

Office  Space  Available 
Placement  on  Hospital  Staff 
can  be  arranged 
Income  generated  by  116  bed 
Nursing  Home 
(enough  to  sustain  physician 
for  the  first  year) 

IF  INTERESTED  WRITE  OR  CALL: 

Dr.  J.  D.  Handley  — 358-3829 
or 

Mr.  Carl  Howell,  Jr.  — 358-3626 


LAWRENCE  U.  GILLIAM,  M.D. 

Corbin 

1920-1970 

Lawrence  Ullis  Gilliam,  M.D.,  51,  died  February 
25,  in  Corbin.  A 1950  graduate  of  the  University 
of  Louisville  School  of  Medicine,  Doctor  Gilliam 
specialized  in  pediatrics.  An  active  member  of  KMA, 
Doctor  Gilliam  was  a member  of  the  Technical  Ad- 
visory Committee  on  Physician  Services  (Title  XIX). 

EUGENE  TODD,  JR.,  M.D. 

Lexington 

1916-1970 

Eugene  Todd,  Jr.,  M.D.,  died  February  22  at  the 
age  of  54.  A 1942  graduate  of  the  University  of 
Louisville  School  of  Medicine,  Doctor  Todd  prac- 
ticed surgery  in  Lexington.  He  was  a member  of  the 
Kentucky  and  American  medical  associations. 


KMA  Committee  Reports 


KMA  Committee  on  School  Health,  Physical 
Education  and  the  Medical  Aspects  of  Sports 

O.  B.  Murphy,  M.D.,  Lexington,  Chairman 

KMA  Headquarters  Office  February  12,  1970 

The  KMA  Committee  on  School  Health,  Physical 
Education  and  the  Medical  Aspects  of  Sports  held 
their  first  meeting  of  the  Associational  year  recently. 
One  of  the  main  items  of  discussion  concerned  the 
preparation  of  an  exhibit  which  is  presented  by  the 
committee  each  year  at  the  Annual  Meeting  of  the 
Kentucky  Education  Association. 

Other  agenda  items  included  methods  of  strength- 
ening liaison  between  physicians  and  health  educators 
and  the  status  of  drug  abuse  in  Kentucky.  Future 
plans  of  the  committee  include  the  presentation  of 
the  pre-season  medical  aspects  of  sports  seminars 
next  fall. 

KMA  Health  Careers  Committee 

Joseph  Hamburg,  M.D.,  Lexington,  Chairman 

KMA  Headquarters  Office  February  26,  1970 

The  KMA  Health  Careers  Committee  met  recent- 
ly at  the  Headquarters  Office.  One  of  the  major 
items  of  discussion  centered  on  the  implementation 
of  the  new  additional  duties  of  the  committee  which 
are  to  evaluate,  assist  and  bring  before  the  Board 
any  paramedical  program  that  is  proposed  in  the 
State  and  to  recommend  action  to  the  Board. 

Other  agenda  items  included  a status  report  on 
Health  Careers  in  Kentucky,  Inc.  and  a discussion 
on  the  feasibility  of  the  committee  designing  an  ex- 
hibit for  use  at  Health  Career  Programs  in  Kentucky. 

Robert  M.  Runge,  M.D,,  Covington,  was  recently 
elected  as  a Fellow  in  the  American  Academy  of 
Orthopaedic  Surgeons.  Induction  into  the  Academy 
took  place  January  19  during  the  37th  Annual 
Meeting  of  the  Academy  in  Chicago. 


260 


HERE  ARE 

THE  COLD  EACTS: 


ISOCLOR  promptly  and  effectively  combats 
symptomatic  miseries  of  the  common 
cold  and  influenza 


ISOCLOR  helps  patients  face  the  cold  facts 

ISOCLOR* 


Isoclor  provides  quick,  long  lasting  relief  of  respiratory 
congestion  and  discomfort  brought  on  by  common 
colds,  influenza,  and  allergies.  Isoclor  contains  chlor- 
pheniramine maleate  — one  of  the  most  potent  and 
safest  antihistamines.  And  pseudoephedrine  HCI  — a 
decongestant  bronchodilator  providing  effective  and 
long  lasting  relief  for  the  entire  respiratory  tract.  Both 
work  to  extend  the  range  of  relief. 

COMPOSITION:  Each  tablet  or  2 teaspoonfuls  of  liquid  contains: 


Chlorpheniramine  Maleate 4 mg. 

Pseudoephedrine  HCI 25  mg. 

Each  ISOCLOR  Timesule  contains: 

Chlorpheniramine  Maleate 10  mg. 

Pseudoephedrine  HCI 65  mg. 


In  a special  pellet  form  providing  both  prompt  and  sustained  effect. 
INDICATIONS:  For  symptomatic  relief  of  colds,  hay  fever,  allergic 
conjunctivitis,  perennial  rhinitis  of  allergic  origin  and  sinusitis. 
Opens  nasal,  sinus  and  bronchial  passages  orally. 


CONTRAINDICATIONS:  Sensitivity  to  antihistamines  or  sympatho- 
mimetic agents.  Severe  hypertension  or  severe  cardiac  disease. 
PRECAUTIONS:  Use  with  caution  in  patients  suffering  with  hy- 
perthyroidism. Patients  susceptible  to  the  soporific  effects  of 
chlorpheniramine  should  be  warned  against  driving  or  operating 
machinery  should  drowsiness  occur. 


CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
SUPPLIED:  Tablets:  Bottles  of  100  and  1000.  Liquid:  4 oz.  bottles, 
pints,  and  gallons;  Timesules:  Bottles  of  50,  250,  and  1000. 


DOSAGE  AND  ADMINISTRATION 

Tablets 

Liquid 

Timesule 

Adults 

1 q.4  h. 

2 tsp.  q.  34  h. 

1 q.  12  h. 

Children  6-12  years 

1 tsp.  q.  34  h. 

40-50  pounds 

%-l  tsp.  q.  3-4  h. 

30-40  pounds 

V2-%  tsp.  q.  34  h. 

20-30  pounds 

1/4 -Vi  tsp.  q.  3-4  h. 

15-20  pounds 

Vb-V*  tsp.  q.  34  h. 

ARNAR-STONE  LABORATORIES,  INC. 

— ^ QUALITY-RESEARCH-SERVICE 

SUBSIDIARY  OF  AMERICAN  HOSPITAL  SUPPLY  CORPORATION 
Mount  Prospect,  Illinois  60056 


L 


ilzed 


eruice 


PROFESSIONAL  LIABILITY  INSURANCE 

i6  a marL  of  didtinction 


Professional  Protecfion  Exclusively  since  1899 


LOUISVILLE  OFFICE:  Riley  Lassiter,  Representative 
Suite  260 

Shelbyville  Raad  Mall  Office  Center 
400  Sherburn  Lane 

Telephone:  (Area  Code  502)  895-5501 
Mailing  Address;  P.O.  Box  20065,  Louisville,  Kentucky  40220 
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Application 

FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBIT  SECTION 

1970  Annual  Meeting  Kentucky  Medical  Association 

Convention  Center  Louisville,  Kentucky  September  22,  23,  24 

Fill  Out  and  Mail  to: 

T.  R.  MARSHALL,  M.D.,  Chairman 

Committee  on  Scientific  Exhibits 
Kentucky  Medical  Association 
3532  Ephraim  McDowell  Drive 
Louisville,  Kentucky  40205 

Applications  for  space  should  be  received 
before  July  1,  1970 

Dimensions  and  structure  of  KMA  Scientific 
booth  are  shown  in  accompanying  illustration 

1.  Title  of  Exhibit: 

2.  Name  (s)  of  Exhibitor  (s):  ( AMA  Member?) 

Institution  (if  desired): 

Mailing  Address 

3.  Do  you  have  a built-in  exhibit? 

4.  Description  of  Exhibit:  (Attach  Brief  Description  Not  To  Exceed  50  Words  to  this  blank) 

5.  Exhibit  will  consist  of  the  following:  (Check  which) 

Charts  and  Posters.  . . . Photographs.  . . . Drawings.  . . . X-rays  .... 

Specimens.  . . . Moulages.  . . . Other  Material 

, „ , _ (Describe) 

6.  Booth  Requirements: 

Amount  of  total  wall  space  needed? 


Back  wall  Side  walls  (All  side  walls  are  4') 

Square  feet  needed? Shelf  desired?  (yes  or  no)  


7.  Indicate  sources  of  assistance  provided  to  you  in  connection  with  the  exhibit.  . . . , 

8.  Has  this  exhibit  been  exhibited  before?  If  so,  when  & where? 

Date  

Signature  of  Applicant 


The  Kentucky  Medical  Association  will  provide  without  cost  to  the  exhibitor  the  following:  Exhibit 
space,  shelves,  sign  for  booth,  current,  bracket  lights,  provided  all  items  are  approved  in  advance 
by  the  committee. 

Cost  of  transporting  exhibits  to  the  meeting  must  be  borne  by  the  individual  exhibitor  as  well  as 
costs  of  cards,  signs,  etc.,  which  are  a part  of  the  exhibit. 

View  boxes,  furniture,  decorations,  etc.,  may  be  rented,  if  desired,  by  applying  directly  to  Jos.  T. 
Griffin  Company,  704  West  Main  Street,  Louisville  40202,  who  supply  equipment  for  the  annual 
KMA  meeting. 

Due  to  the  shortage  of  space,  please  have  your  exhibit  as  compact  as  possible. 
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KENTUCKY  MEDICAL  ASSOCIATION 

BOARD  OF  TRUSTEES— 1969-70 

Officers 

WALTER  L.  CAWOOD,  1200  Bath  Ave.,  Ashland  (606)  325-1665  President 

JOHN  C.  QUERTERMOUS,  205  S.  Eighth  St.,  Murray  (502)  753-5161  President-Elect 

HENRY  B.  ASMAN,  1169  Eastern  Pkwy.,  Louisville  (502)  454-4649  ....Immediate  Past  President 

DAVID  A.  HULL,  2368  Nicholasville  Rd.,  Lexington  (606)  277-571  1 Vice  President 

S.  RANDOLPH  SCHEEN,  1249  Medical  Arts  Bldg.,  Louisville  (502)  451-1661  Secretary 

KEITH  P.  SMITH,  Medical  Arts  Bldg.,  Corbin  (606)  528-3211  Treasurer 

RICHARD  F.  GREATHOUSE,  5 Triangle  Cen.,  Louisville  (502)  458-3219  Speaker — House 

of  Delegates 

CARL  COOPER,  JR.,  Bedford  (502)  255-3282  Vice-Speaker — House  of  Delegates 

WILLIAM  W.  HALL,  Mayfair  Square,  Owensboro  (502)  684-6255  Chairman  of  the  Board  of 

Trustees 

THORNTON  E.  BRYAN,  JR.,  Cadiz  Clinic,  Cadiz  (502)  522-6673  Vice-Chairman  of  the 

Board  of  Trustees 


Delegates  to  the  A.M.A. 


J.  THOS.  GIANNINI,  1169  Eastern  Pkwy.,  Louisville  (502)  458-5315  Jan.  1969-Dec.  1970 

CHAS.  G.  BRYANT,  (Alt.)  1169  Eastern  Pkwy.,  Louisville  (502)  452-1558  ..Jan.  1969-Dec.  1970 
GEORGE  F.  BROCKMAN,  2 East  Main  Cross,  Greenville  (502)  338-3660  ...Jan.  1970-Dec.  1971 

DARYL  P.  HARVEY,  (Alt.)  Glasgow  (502)  651-2133  Jan.  1970-Dec.  1971 

CHAS.  C.  RUTLEDGE,  Hazard  Clinic,  Hazard  (606)  436-3121  Jan.  1970-Dec.  1971 

DAVID  B.  STEVENS,  (Alt.)  304  S.  Limestone,  LexinQton  (606)  254-8008  . . . .Jan.  1970-Dec.  1971 

Trustees 

1st  District C.  C.  LOWRY,  104  N.  Fifth  St.,  Murray  (502)  753-1340  1971 


2nd  District WILLIAM  W.  HALL,  Mayfair  Square,  Owensboro  (502)  684-6255  1970 

3rd  District THORNTON  E.  BRYAN,  JR.,  Cadiz  Clinic,  Cadiz  (502)  522-6673  1971 

4th  District W.  BRUCE  HAMILTON,  4th  & Buckman,  Shepherdsville  (502)  543-6362  . .1971 

5th  District JOHN  S.  LLEWELLYN,  510  Heyburn  Bldg.,  Louisville  (502)  584-2173  . . . .1972 

6th  District PAUL  J.  PARKS,  1109  State  St.,  Bowling  Green  (502)  842-0111  1972 

7th  District DONALD  CHATHAM,  615  Washington  St.,  Shelbyville  (502)  633-3525  ..1970 

8th  District LEE  C.  HESS,  721 1 U.S.  42,  Florence  (606)  371-1153  1972 

9th  District J.  CAMPBELL  CANTRILL,  St.  Luke  PI.,  Georgetown  (502)  863-1231  1970 

10th  District ANDREW  M.  MOORE,  108  E.  Maxwell,  Lexington  (606)  252-4406  1970 
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When  disease  is  ruled  out 
and  psychie  tension  is  implicated 

\&lium*  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
inforinatioii,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequencx’ 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactatioh 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, clianges  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hypere.xcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 

I.MiOU.MOlUES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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Tepanir  Ten-ta 

(diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the 'nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  tor  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  Inhibitors,  In  patients  hypersensitive  to 
this  drug;  in  emotionally  unstoble  potlents  susceptible  to  drug  obuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  coution  In 
patients  with  severe  hypertension' or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relotively  low  incidence.  As  Is  charocteristic  of  sympothomimetic  agents.  It  may 
occoslonolly  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  onxiety. 


and  litteriness.  In  contrast,  CNS  depression  has  been  reported.  In  o few  epileptics 
on  increase  In  convulsive  episodes  hos  been  reported.  Sympathomimetic  cord/o- 
vascular  effects  reported  include  ones  such  os  tachycardia,  precordial  pain, 
arrhythmia,  palpitotion,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  mole  after  ingestion  of 
diethylpropion  hydrochloride;  this  wos  an  Isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  Include  such  conditions  as  rosh, 
urticaria,  ecchymosls,  and  erythema.  Gasfrolntesfino/  effects  such  os  diarrhea, 
constipation,  nouseo,  vomiting,  ond  obdomlnoi  discomfort  hove  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  eoch  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscelloneous  adverse 
reoctions  hove  been  reported  by  physicians.  These  Include  complaints  such  os  dry 
mouth,  headache,  dyspnea,  menstruol  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyurio. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  foblets:  One  75  mg.  tablet 
daily,  swollowed  whole,  in  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  toblet  three 
times  doily,  one  hour  before  meals.  If  desired,  on  odditional  toblet  moy  be  given  In 
midevening  to  overcome  night  hunger.  Use  In  children  under  12  yeors  of  ogc  is  not 
recommended.  t-oo6a  / i/7o  / u.s.  patent  no.  3,ooi.»io 
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THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


B LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

B Literature  on  indications  and  dosage  avail- 
able on  request. 


B No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

B Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 
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Corticosteroid  therapy 
week  after  week. 

then  antibiotic 
therapy  last  week. 

'i 

and  monilial 
overgrowth  this  week. 


For  many  patients  on  long-term  corticosteroid 
therapy,  the  addition  of  oral  antibiotic  therapy 
may  trigger  monilial  overgrowth  in  the  intestine. 
When  you  anticipate  such  a problem,  take 
action  with  DECLOSTATIN  300.  It  combines  the 
broad-spectrum  potency  of  demethylchlortetra- 
cycline  with  the  antifungal  effectiveness  of 
nystatin  — it  helps  avoid  monilial  take-over. 
Experience  has  shown  DECLOSTATIN  to  be 
highly  useful  for  many  women  patients;  indi- 
vidual culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

it  doesn’t  let  monilia  begin 
where  bacteria  end. 

DeclostatirfSOO 


Demethylchlortetracycline  HCI  300  mg  and  Nystatin 
500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN®  Demethylchlortetracycline,  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 

cycline  or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallerg ic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects  Gastrointestinal  system  — anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  am.  Skin  — 
maculopapular  and  erythematous  rashes,  a rare  case  of  exfoliative 
dermatitis  has  been  reported  Photosensitivity;  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney  — rise  in  BUN,  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth-dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy,  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage  One  tablet  b i d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 


LEDERLE  LABORATORfES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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MESSAGE 
FROM  THE 
PRESIDENT 


KMA  Interim  Meeting 

M embers  attending  the  Interim  Meeting  enjoyed  a stimulating  and  interesting 
session  at  Kentucky  Dam  Village  on  April  8th  and  9th.  One  of  the  topics  discussed, 
Peer  Review,  a top  priority  for  us  in  medicine,  may  be  our  last  chance  to  prevent 
mastery  by  those  outside  medicine.  The  physician  is  in  the  best  position  to  deter- 
mine fees  and  quality  of  medicine.  No  physician  or  group  of  physicians  can  afford 
to  remain  aloof.  Peer  Review,  while  affording  physicians  the  opportunity  for  self- 
evaluation,  does  require  time  and  effort.  Medicine  will  not  spend  time  more  wisely 
than  that  spent  in  Peer  Review.  If  physicians  don’t  do  it,  Doctor  Roger  Egeberg 
recently  questioned  who  else  is  there  to  evaluate  physicians?  The  right  of  a 
professional  person  to  be  reviewed  by  his  peers  goes  back  in  to  English  history 
for  hundreds  of  years. 

Doctors  Robert  Ewer  and  D.  Robert  Howard  appropriately  and  effectively  dis- 
cussed the  Physician’s  Assistant  (Associate).  As  in  any  training  program  there 
must  be  an  adequate  curriculum.  Even  more  fundamental  is  an  adequate  clinical 
facility  for  practical  experience  coordinated  with  the  academic  requirements.  Doc- 
tor Howard  stated  that  in  North  Carolina  there  are  twice  as  many  patients  per 
physician  as  the  national  average.  The  associate  is  not  for  every  physician.  He 
does,  however,  add  eyes  and  hands  for  those  physicians  with  too  many  patients.  I 
am  impressed  that  many  physicians  for  years  have  used  personnel  more  efficiently 
to  increase  productivity.  The  Physician  Assistant  is  a further  bonus  for  use  where 
there  is  an  established  need. 

Mr.  J.  Ed  McConnell,  president  of  Blue  Cross-Blue  Shield,  blended  a serious 
message  with  many  good  ’ole  Kentucky  jokes.  The  attentive  audience  heard  him 
say  “A  compulsory  health  plan  will  not  solve  today’s  health  problems.”  He  fur- 
ther stated  that  it  would  not  lower  the  cost  of  care  or  increase  the  capability  to 
deliver  adequate  health  care  to  the  poor.  He  felt  that  a compulsory  plan  may 
compound  the  problem.  Mr.  McConnell  is  optimistic  about  the  voluntary  system 
and  I join  with  him  in  predicting  an  even  greater  involvement  of  the  private 
sector.  I also  believe  that  we  can  receive  usual  and  customary  fees  if  we  show 
that  the  service  rendered  is  worth  the  buck  received. 


From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  22-64.  This  34-year-old,  married, 
G 6,  P 5,  had  an  expected  date  of  confine- 
ment by  menstrual  history  of  January  27, 
1965.  The  patient  was  first  seen  on  June  29, 
1964  in  a prenatal  clinic  for  routine  examina- 
tion. History  at  that  time  was  essentially  nega- 
tive except  for  an  undocumented  history  of 
previous  hypertension.  On  physical  examina- 
tion at  this  date,  the  blood  pressure  was  found 
to  be  176/90.  She  weighed  148  pounds.  Rou- 
tine physical  examination  showed  the  thyroid  to 
be  three  to  four  times  normal  size;  the  rest 
of  the  physical  examination  was  normal.  The 
uterus  was  the  size  of  a six  to  eight  weeks 
pregnancy  with  a soft  bluish  cervix  which 
represented  early  pregnancy.  Because  of  the 
finding  of  an  enlarged  thyroid,  the  patient  was 
referred  to  general  medical  clinic,  and  subse- 
quently admitted  to  the  medical  service  for 
work-up.  A diagnosis  of  hyperthyroidism  was 
made  and  the  patient  was  discharged  on  July 
24,  1964;  on  Propylthiouracil  300  mg.  daily  by 
mouth  to  be  taken  for  four  to  eight  weeks,  after 
which  the  patient  would  be  switched  to  thyroid. 
As  far  as  can  be  determined,  the  patient  took 
Propylthiouracil  in  the  recommended  doses 
until  she  ran  out  of  medicine.  She  did  not  have 
the  prescription  refilled,  and  did  not  return  to 
clinic. 

The  patient  was  next  seen  in  the  emergency 
room  on  the  evening  of  November  19,  1964, 
complaining  of  shortness  of  breath  and  orthop- 
nea. Because  of  this  the  patient  was  admitted 
to  the  obstetrical  service.  At  this  time  she  said 
that  she  had  taken  no  medication  for  one  week 
prior  to  admission.  Since  that  time  she  had  had 
episodes  of  smothering  spells  and  expressed  a 
dislike  for  warm  weather.  On  physical  exam- 
ination, the  blood  pressure  was  160/94,  Pulse 
126.  The  thyroid  gland  was  diffusely  enlarged 
to  three  to  four  times  normal  size.  The  chest 
was  clear.  The  heart  examination  showed  sinus 
tachycardia.  The  uterus  was  near  term  size  with 
a fetal  heartbeat  counted  at  160  in  the  left 
lower  quadrant.  The  cervix  was  closed  and  un- 
effaced with  the  fetal  head  at  station  -3.  The 
patient  had  3-f-  pitting  edema  and  a fine 
tremor  in  the  extremities. 


The  initial  impression  at  that  time  was  in- 
trauterine pregnancy,  hyperthyroidism  and 
possible  cardiac  failure.  The  PBI  was  14  meg. 
and  the  T-3  uptake  was  30  per  cent.  Medical 
consultation  was  obtained  and  the  patient  was 
started  on  100  mgm  of  Propylthiouracil  every 
eight  hours.  She  was  discharged  to  prenatal 
clinic  on  December  4,  at  which  time  she  had  a 
blood  pressure  of  150/90,  urine  negative  for 
albumin,  and  1 -|-  edema.  The  fundus  was  at  a 
level  compatible  with  pregnancy  at  term.  The 
head  was  engaged  with  the  fetal  heartbeat  of 
120  in  the  left  lower  quadrant.  No  complaints 
were  noted. 

The  patient  was  next  seen  on  the  night  of 
admission,  December  26,  1964,  when  she  was 
admitted  from  the  emergency  room  in  critical 
condition,  severe  shortness  of  breath  and  cya- 
nosis. The  patient  was  first  seen  in  the  delivery 
room.  She  was  in  acute  distress,  the  cervix 
was  completely  dilated  with  the  fetal  head 
distending  the  perineum.  An  intravenous  drip 
was  started  to  which  aminophylline  was  added, 
and  the  patient  was  given  15  mg.  of  morphine 
sulphate  intramuscularly.  The  anesthesiologists 
were  called  and  came  immediately  to  start  posi- 
tive pressure  oxygen  by  means  of  an  endotra- 
cheal tube.  A non-sterile  low  forceps  delivery 
was  done  delivering  a living  male  infant  weigh- 
ing 8 lb.  3 oz.  Immediately  after  the  infant  was 
delivered,  maternal  digitalization  was  started 
intravenously.  The  patient’s  EKG  was  moni- 
tored continuously.  Shortly  thereafter  the  pa- 
tient had  a cardiac  arrest  and  for  approximate- 
ly the  next  20  minutes,  intermittent  closed 
cardiac  massage  was  done.  During  this  time  the 
patient  would  resume  her  own  heartbeat  only 
to  stop  in  10  to  15  seconds  after  cardiac 
massage  had  been  stopped.  During  this  time 
the  patient  was  given  neosynephrine  intrave- 
nously to  maintain  a blood  pressure  of  approxi- 
mately 80.  Sodium  bicarbonate  and  calcium 
chloride  were  also  given.  Because  of  continuing 
asystole,  Isuprel  0.2  mg.  was  given  directly 
into  the  myocardium  through  the  chest  wall. 
Shortly  thereafter,  the  patient  was  able  to  main- 
tain her  own  hearbeat  at  approximately  150 
per  minute.  Positive  pressure  oxygen  continued 


to  be  given.  It  was  then  decided  to  transfer  the 
patient  to  the  recovery  room  where  she  was 
placed  in  hypothermia.  Respirations  were  main- 
tained by  means  of  a positive  pressure  ventila- 
tor. The  patient  remained  unconscious  but 
later  was  able  to  maintain  spontaneous  respira- 
tions and  heartbeat.  The  systolic  blood  pressure 
was  maintained  in  the  range  of  80  to  100  by 
means  of  an  IV  neosynephrine  drip.  However, 
at  approximately  1:00  a.m.  on  December  27, 
1964  the  blood  pressure  dropped  and  did  not 
respond  to  the  vaso-pressor  drip.  At  approxi- 
mately 1:15  a.m.  on  December  27,  1964, 
cardiac  arrest  again  occurred  with  dilatation  of 
the  pupils.  The  patient  did  not  respond  and 
was  pronounced  dead.  The  probable  cause  of 
death  was  listed  as:  (1)  acute  pulmonary  edema, 
possibly  secondary  to  (2)  thyrotoxic  heart  dis- 
ease. No  autopsy  was  obtained. 

Comment 

The  patient  was  completely  negligent  or  not 
properly  informed  of  the  seriousness  of  her 
condition.  It  would  appear  that  adequate  and 
proper  medical  care  would  have  controlled 
the  hyperthyroidism.  Several  excellent  reviews 
concerning  this  condition  have  recently  been 
published^’2. 

The  Committee  considered  that  perhaps  in- 
duction of  labor  might  have  been  carried  out 
when  she  was  well  controlled  in  early  De- 
cember. 
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GENERAL  PRACTITIONER 

General  Practitioner — for  active  gen- 
eral and  industrial  practice  group  in 
St.  Louis  County.  The  group  includes 
one  physician  from  Kentucky  and  one 
from  Tennessee.  Excellent  remunera- 
tion with  time  for  education.  Cultural 
and  educational  facilities  of  St.  Louis 
readily  available.  Send  replies  to  Ma- 
con Medical  Center,  7200  Manchester, 
St.  Louis,  Missouri  63143. 
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Brief  Summary  of  Prescribing  Infonnation- 
9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliapr  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea.  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Saliitensin* 

hydroflumethiazide,  50  mg./reserpine, 

0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


The  antihypertensive  therapy 
that  is  easy  to  live  with; 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for; 
Easy-to-live-with  controI.Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

* Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-Iive  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

with  cost  of  therapy.  The  one  to  two 
tablets  a day  maintenance  dose  makes  Salutensin 
economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 

^ I® 


Salutensin 

hydrn^umethiazide,  50  mg./ reserpine, 
^0j>125^mg.  protoveratrine  A,  0.2  mg. 


ANSWERS  TO  YOUR  QUESTIONS  ABOUT  BLUE  SHIELD 

Blue  Shield  Answers  Your  Questions 
About  the  Revised  Physicians  Service  Report 

Q.  Why  was  it  necessary  for  Blue  Shield  to  revise  the  Physicians  Service  Report  (Blue  Shield  Claim  Form)? 

A.  The  Physicians  Service  Report  was  revised  to  enable  Blue  Shield  to  process  more  claims  routinely,  with  a 
reduced  number  of  requests  from  our  office  for  additional  information;  and  to  enable  Blue  Shield  to 
accumulate  data  for  the  Usual  and  Customary  Program. 

Q.  Why  is  it  necessary  to  report  the  patient’s  age  on  the  Physicians  Service  Report?  (Item  #4) 

A.  Most  Blue  Shield  members  have  contracts  where  the  coverage  of  dependents  ceases  upon  their  19th  birth- 
day; in  some  instances  this  might  be  the  23rd  or  even  the  25th  birthday,  depending  on  their  specific  contract 
and  its  conditions,  and  this  information  is  important  because  it  enables  Blue  Shield  to  determine  the 
eligibility  of  the  patient. 

Q.  Shouldn’t  the  subscriber’s  place  of  employment  rather  than  the  patient’s  place  of  employment  be  reflected 
on  the  Physicians  Service  Report?  (Item  #18) 

A.  No,  only  the  patient’s  place  of  employment  should  be  reflected  in  Item  #18  of  the  Physicians  Service 
Report.  If  the  patient  is  of  employment  age  but  is  unemployed,  please  state  this.  This  information  is 
especially  valuable  in  determining  Blue  Shield  liability  where  Coordination  of  Benefits  has  been  placed 
in  effect. 

Q.  When  should  the  revised  Blue  Shield  Physicians  Service  Report  be  completed  for  patients  age  65  or  over? 
(Item  #19) 

A.  Many  Blue  Shield  subscribers,  over  age  65,  are  enrolled  in  a Carve  Out  type  of  coverage  which  supple- 
ments but  does  not  duplicate  Medicare,  Part  B,  benefits.  Subscribers  having  this  type  of  coverage  are 
identified  by  the  Blue  Shield  Coverage  Code  98-98  as  outlined  on  Pages  8 and  12  of  the  Physicians  Manual. 
Services  for  these  and  all  Federal  Employee  Program  subscribers  over  65  should  be  filed  on  the  regular 
Physicians  Service  Report  with  Item  #19  completed.  Blue  Shield  will  then  reimburse  direct  to  the  physician. 

Q.  Should  the  physician,  who  charges  the  same  daily  fee  for  in-hospital  medical  care  break  down  his  charge 
into  first  day,  second  day,  and  third  and  subsequent  days  on  the  Physicians  Service  Report?  (Items  #35, 
#36,  #37) 

A.  Yes.  This  information  is  extremely  valuable  to  Blue  Shield  in  the  administration  of  the  Usual  and  Custom- 
ary Program.  If  the  physician  charges  the  same  amount  for  each  day,  the  actual  dollar  amount  should  be 
entered  in  all  three  items.  (#35,  #36,  #37). 

Q.  May  physicians  file  for  multiple  services  on  one  Physicians  Service  Report  when  the  services  are  rendered 
to  the  same  Blue  Shield  member? 

A.  Obstetrical  care  and  related  anesthesia,  and  fractures  and  related  x-rays  may  be  filed  on  one  Physicians 
Service  Report  when  rendered  on  the  same  date.  Also,  if  there  is  a series  of  treatments  such  as  x-ray 
therapy,  radiation  therapy,  or  laboratory  services,  they  may  be  filed  on  one  Service  Report;  however, 

each  service,  its  date,  and  the  charge  for  each  service  should  be  listed  separately. 

Q.  What  is  the  proper  procedure  for  inquiring  to  Blue  Shield  about  a particular  claim  or  section  of  the  Physi- 
cians Service  Report? 

A.  hi  order  for  Blue  Shield  to  promptly  and  correctly  answer  claims  inquiries,  each  inquiry  should  give  the 
patient’s  name,  the  subscriber’s  name,  the  certificate  number,  the  type  of  service,  the  date  of  service, 
and  the  Physician  Service  Report  item  number  in  question. 
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unwelcome  bedfellow  tor  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
! your  patients  up  in  painful  knots.  Now,  just  one 
I tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 

! gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition;  Each  white,  beveled,  com- 
pressed tablet  contains;  Quinine  sulfate,  260  mg.,  Amlnophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Quincinini 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 
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Treating  vaginitis 
is  as  easy  as  AVC 


Tnchomonads...Monilia...  Bacteria 

You  con  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem- 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives, '■'*  broad-spectrum  antibiotics^’  and  prolonged  use  of  corticosteroids.’ 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.’'” 

Comprehensive  — Effective 


The  published  record  and  more  than  two 
establish  the  therapeutic  value  of  AVC  in 

Easy  as  AVC 

Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topical  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
travaginally  once  or  twice  dally. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L.:  J.  Miss.  M.A.  8:529, 

1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  S.:  Arch, 

Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 

R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


decades  of  clinical  experience  clearly 
vaginitis/cervicitis  and  vaginal  surgery 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196:731,  1966.  5.  Guerriero,  W.  F.:  South.  MJ. 
56:390,  1963.  6.  Seelig,  M.  S.i  Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L.:  Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 

proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
11.  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 
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AVC 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRtLL  INC 
PHILADELPHIA,  PENNSYLVANIA  19144 
Ifanllannide 


(aminacrine  hydrochloride  0.2%,  su 
L,KCM/V\  15.0%,  ollantoin  2.0%) 

Cl  I DDr"^CITr"^D I CC  (aminacrine  hydrochloride  0.014  Gm.,  sulfanilamide 
ournwfol  I L->KICO  1,05  Om.,  ollantoin  0.014  Gm.) 


TRADEMARK  : AVC 


Serologic  Tests  For  Rubella:  Availability  and  Interpretation! 

Russell  E.  Teague,  M.D.,  M.P.H. 

Commissioner  of  Health 
Commonwealth  of  Kentucky 


SEROLOGIC  tests  for  rubella  provide  a practical 
method  for  determining:  (1)  the  immune  status 
of  individuals  in  a given  population;  (2)  the 
immune  status  of  pregnant  women  who  have  been 
exposed  to  rubella;  and  (3)  the  etiology  of  cases 
of  exanthematous  disease  or  suspected  cases  of  con- 
genital rubella  syndrome. i 

Among  available  serologic  methods,  the  rubella 
hemagglutination-inhibition  (HI)  antibody  test  has  the 
greatest  general  applicability,  since  it  is  the  most 
rapid,  sensitive  and  economical  procedure.-  -^  How- 
ever, it  is  well  to  remember  that  the  HI  test  is  a 
complex  procedure  which  must  be  performed  by 
well  trained,  experienced  technicians.  In  addition, 
the  results  must  be  interpreted  by  individuals  who 
possess  a thorough  knowledge  of  the  immune  re- 
sponse to  rubella  virus  infection. 

Epidemiology  and  Immunology 

A brief  review  of  certain  aspects  of  the  epidemiol- 
ogy and  immunology  of  rubella  are  basic  to  the 
proper  utilization  and  interpretation  of  rubella  HI 
serology  reports.  The  usual  incubation  period  for  the 
disease  is  14  to  18  days  with  a range  of  12  to  21 
days.  Rubella  virus  can  be  excreted  from  the 
pharynx  for  up  to  seven  days  prior  to  onset  of  the 
rash.  Measurable  increases  in  HI  antibody  titers  be- 
gin within  24-48  hours  after  onset  of  rash,  peak 
within  6-12  days,  and  persist  for  years.  Inapparent 
infections  are  common;  in  as  many  as  20-50  per 
cent  of  the  cases  no  evident  rash  is  exhibited. 

Several  of  these  points  are  illustrated  in  the  ac- 
companying figure. 

Interpretation  and  Significance  of  Serologic 
Results 

It  is  obvious  that  there  is  no  way  to  make  a defini- 
tive diagnosis  of  rubella  in  the  patient  first  seen 


fTltis  article  was  prepared  by  The  Office  of  Com- 
municable Disease,  Division  of  Epidemiology,  Ken- 
tucky State  Health  Department,  275  East  Main 
Street,  Frankfort,  Kentucky  40601 


more  than  a few  days  after  onset  of  rash.  However, 
in  instances  where  a pregnant  woman  has  been  ex- 
posed to  a possible  case  of  rubella,  she  should  have 
a sample  of  serum  collected  within  seven  days  of  the 
exposure.  If  at  that  time  her  HI  titer  is  1:10  or 
greater,  this  indicates  immunity  due  to  prior  experi- 
ence with  the  antigen,  and  there  should  be  no  fur- 
ther cause  for  concern.  If  it  is  less  than  1:10,  then 
she  should  be  considered  susceptible  to  the  disease 
and  a convalescent  serum  collected  and  titered  three 
to  four  weeks  later  in  order  to  ascertain  whether  or 
not  effective  exposure  took  place.  It  should  be  noted 
that  the  second  specimen  is  necessary  regardless  of 
the  presence  or  absence  of  clinical  symptoms. 

Serologic  diagnosis  of  rubella  syndrome  is  based 
on  the  fact  that  maternally  transferred  rubella  anti- 
body disappears  from  the  infant’s  circulation  by  six 
months  of  age.  Therefore,  a persistent  rubella  HI 
titer  at  six  months  of  age  is  presumptive  evidence  of 
in-utero  rubella  infection. 

Another  practical  application  of  rubella  HI  serology 
is  selective  screening  of  adolescent  girls  and  women 
of  childbearing  age  in  order  to  determine  suscepti- 
bility to  the  disease.  If  the  HI  titer  is  less  than  1:10, 
and  the  individual  is  not  pregnant  at  the  time  and 
will  not  become  pregnant  for  two  to  three  months, 
she  may  be  considered  for  rubella  immunization.  Re- 
cent serologic  surveys  indicate  that  approximately 
15  per  cent  of  Kentucky  females  between  15-45 
years  of  age  have  no  measurable  circulating  antibody 
against  rubella  virus. 
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Not  just  the  tough  cases. . . 


Depend  on  Candeptin*^  (candicidin) 
as  the  agent  of  first  choice  in 
all  Candida  cases. 


Symptoms  subside 

in  48  to  72  hours! 

Itching,  burning,  discharge, 
and  malodor  disappear  rapidly... 
patient's  embarrassment,  too. 

Avoids  the 
disappointment 
of  ‘'the  cure 

that  didn’t  take.” 

Candeptin  is"cidal"as  well  as"static,” 
It  IS  100  times  more  potent  in  vitro 
than  nystatin, 2 and  it  has  achieved 
culture-confirmed  cure  rates  of 
90%  and  more^  (even  in  notoriously 
difficult-to-treat  pregnant  patients))'^'^ 

And  two  weeks  does  it. 

Usually,  Candeptin  cures  in 
a single  14-day  course  of  therapy.^ 


the  fortnight  fungicide 

Candeptid 

candicidin 

Vaginal  Tablets/Ointment 

Formula:  CANDEPTIN  Vaginal  Ointment  con- 
tains a dispersion  of  candicidin  powder  equiva- 
lent to  0.6  mg.  per  gm.orO.06%  candicidin  activity 
in  U.S.P  petrolatum.  3 mg.  of  candicidin  is  con- 
tained in  5 gm.  of  ointment  or  one  applicatorful. 
CANDEPTIN  Vaginal  Tablets  contain  candicidin 
powder  equivalent  to  3 mg  (0.3%)  candicidin  ac- 
tivity dispersed  in  starch,  lactose  and  magnesium 
stearate. 

Indications:  Vaginal  moniliasis  due  to  Candida 
albicans  and  other  Candida  species. 
Contraindications:  Patient  sensitivity  to  any 
of  the  components.  During  pregnancy  manual 
tablet  insertion  may  be  preferred  since  the  use  of 
the  ointment  applicator  or  tablet  inserter  may  be 
contraindicated. 

Caution:  Clinical  reports  of  sensitization  or  tem- 
porary irritation  with  CANDEPTIN  Vaginal  Oint- 
ment or  Vaginal  Tablets  have  been  extremely 
rare  To  avoid  reinfection,  it  is  recommended  that 
the  patient  refrain  from  sexual  intercourse  during 
treatment  or  the  husband  wear  a condom. 
Dosage:  One  vaginal  applicatorful  of  CAN- 
DEPTIN Ointment  or  one  Vaginal  Tablet  is 
inserted  high  in  the  vagina,  twice  a day.  in  the 
morning  and  at  bedtime,  for  14  days.  Treatment 
may  be  repeated  if  symptoms  persist  or  reappear. 
Dosage  forms:  CANDEPTIN  Vaginal  Ointment 
IS  supplied  in  75  gm.  tubes  with  applicator  (14- 
day  regimen  requires  2 tubes)  CANDEPTIN  Vag- 
inal Tablets  are  packaged  in  boxes  of  28,  in  foil, 
with  inserter— enough  for  a full  course  of  treat- 
ment. Store  under  refrigeration. 

Federal  law  prohibits  dispensing  without  pre- 
scription. CANDEPTIN  is  a registered  trade-mark 
of  Julius  Schmid.  Inc. 

References:  1.  Olsen,  J.  R : Journal-Lancet 
85  287  (July)  1965  2 Lechevalier,  H ; Antibiotics 
Annual  1959-1960,  New  York,  Antibiotica,  Inc., 
1960,  pp  614-618  3.  Giorlando,  S.  W.,  Torres,  J.  F„ 
and  Muscillo,  G : Am  J Obsl.  & Gynec.  90:370 
(Oct.  1)  1964  4.  Friedel,  H.  J.:  Ma'ryland  M.  J. 
15  36  (Feb ) 1966. 

Julius  Schmid  Pharmaceuticals 
423  West  55th  Street 
New  York,  N.Y.  10019 


Public  Health  Page 

(Continued  from  page  27')) 

Availability  of  Laboratory  Tests  for  Rubella 

The  Virology  Section,  Division  of  Laboratory  Serv- 
ices, Kentucky  State  Department  of  Health,  is  now 
able  to  accept  an  increased  number  of  selected  speci- 
mens for  rubella  HI  serology.  Several  private  labora- 
tories also  offer  comparably  competent  serviee. 

The  test  requires  approximately  three  to  five  ml.  of 
serum  or  eight  to  ten  ml.  of  whole  blood  collected 
asceptically.  No  preservatives  should  be  added,  nor 
should  the  specimen  be  frozen. 

Each  specimen  should  be  accompanied  by  the 
following  minimal  information: 

1 . Physician’s  name  and  address 

2.  Date  of  rash  or  date  of  exposure 

3.  Purpose  of  test  (immune  status  of  exposed  preg- 
nant woman  or  possible  vaccine  recipient,  con- 
firmation of  infection,  etc.) 

4.  Patient’s  name,  address,  age  and  sex 

5.  Date  of  specimen  collected 

Suitable  containers  and  submission  forms  for  this 
purpose  are  available  at  all  local  health  departments 
in  the  state. 

Specimens  should  be  mailed  or  delivered  to: 
Virology  Section 
Division  of  Laboratory  Services 
Ky.  State  Department  of  Health 
275  East  Main 
Frankfort,  Kentucky  40601 
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Private  Practice  Opportunity  in 
Lexington,  Kentucky 

Drawing  from  700,000  population.  Five 
modern  hospitals  with  open  staff  priv- 
ileges including  University  of  Ken- 
tucky Hospital.  We  need  2 Family 
Physicians,  1 Radiologist,  2 Internists, 
and  1 General  Surgeon  to  furnish  the 
required  services.  Write  Box  7264, 
Lexington,  Kentucky  40502. 
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Link  in  the  Chain 


X 


A Day  of  Honor 

March  30  is  the  date  that  doctors  are  honored  in  the  Southern  Medical  Associa- 
tion. This  includes  16  southern  states,  the  Canal  Zone,  District  of  Columbia  and 
Puerto  Rico.  This  date  was  not  picked  at  random,  but  has  true  medical  history. 


March  30,  1842,  Crawford  W.  Long,  M.D.,  a Georgia  physician,  first  used  ether 
as  an  anesthetic  agent  in  a surgical  operation,  thereby,  giving  patients  blessed 
relief  from  pain  and  suffering  during  surgery.  The  first  observation  of  Doctors’  Day 
was  March  30,  1933,  and  the  red  carnation  was  adopted  as  the  official  flower  in 
1949. 


This  year,  as  in  many  past  years,  our  doctors  in  Kentucky  were  honored  on 
March  30,  by  the  Auxiliary.  Roses  and  holly  trees  were  purchased  for  hospital 
gardens.  Flowers  were  placed  in  hospital  waiting  rooms,  a breakfast,  as  well  as 
donuts  and  coffee,  was  served  in  a doctors’  lounge.  Several  Auxiliaries  gave 
histories,  dinners,  a dance,  AMA-ERF  contributions,  books  to  be  placed  in 
libraries,  a scholarship,  a window  display  in  a local  merchant’s  store  window  and 
appropriate  news  and  radio  coverage.  One  of  the  Auxiliaries  even  persuaded  one 
of  their  doctors  to  have  a physicial  examination. 


% 


At  the  Interim  Meeting  in  Gilbertsville  April  8,  the  Woman’s  Auxiliary  to  the 
Kentucky  Medical  Association  presented  a proclamation  from  Governor  Louie  B. 
Nunn,  proclaiming  March  30  as  Doctors’  Day  throughout  the  state.  At  that  time 
we  presented  officers  and  guests  with  a red  carnation. 


Doctors,  we  are  proud  of  you  and  your  service  and  we  are  proud  to  be  your 
Auxiliary  and  be  at  your  service. 


Mrs.  Hoyt  D.  Gardner,  President 
Woman’s  Auxiliary  to  KMA 
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Fast...long-lasting 
relief  of  aches 
and  pains  4 

of  coids  and  f iu 


with  the  unique 

timed-reiease 

aspirin 

Double  strength  Measurin  timed-release  aspirin 

offers  a new  kind  of  control  for  your  patients  with  cold 

and  flu  discomforts.  In  each  10-grain  tablet  are  over 

6,000  microscopic  reservoirs  that  release  aspirin  at  a 

controlled  rate— some  right  away  and  some  later 

on.  This  means  fast  relief  of  symptoms, 

followed  by  hours  of  comfort.  Throughout 

the  day,  Measurin  gives  your  patients 

freedom  from  a 4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


«REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


MEASURIN 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in 
24  hours.  For  maximum  nighttime  pain  relief, 

2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


rheumatoid  spondylitis,  and  osteoarthritis  of  the  hip 

do  for  these  patients? 

salicylates  and  rest 


REVISED  PRESCRIBING  INFORMATION 


IMPORTANT  NOTE;  INDOCIN  (Indomethacin,  MSD) 
cannot  be  considered  a simple  analgesic  and 
should  not  be  used  in  conditions  other  than  those 
recommended  under  Indications.  The  drug  should 
not  be  prescribed  for  children  because  safe  con- 
ditions for  use  have  not  been  established. 

General  Adverse  Effects:  Because  of  the  high 
potency  of  the  drug  and  the  variability  of  its 
potential  to  cause  adverse  reactions,  the  follow- 
ing are  strongly  recommended:  1)  the  lowest 
possible  effective  dose  for  the  individual  patient 
should  be  prescribed.  Increased  dosage  tends  to 
increase  adverse  effects,  particularly  in  doses 
over  150-200  mg/day,  without  corresponding 
clinical  benefits;  and  2)  careful  instructions  to, 
and  observations  of,  the  individual  patients  are 
essential  to  the  prevention  of  serious  and  irre- 
versible, including  fatal,  adverse  reactions, 
especially  in  the  aging  patient. 

Indications:  Symptomatic  relief  of  adult  rheuma- 
toid and  degenerative  joint  disease  unresponsive 
to  adequate  trial  of  salicylates  and  other  mea- 
sures of  established  value,  such  as  appropriate 
rest.  Has  been  found  effective  in  active  stages 
of:  1)  moderate  to  severe  rheumatoid  arthritis 
including  acute  flares  of  chronic  disease,  2)  mod- 
erate to  severe  rheumatoid  (ankylosing)  spondy- 
litis, and  3)  moderate  to  severe  degenerative 
joint  disease  of  the  hip  (osteoarthritis  of  the  hip). 
Has  been  found  effective  in  relieving  pain  and 
reducing  fever,  swelling,  and  tenderness  in  acute 
gouty  arthritis  in  selected  patients.  May  enable 
reduction  of  steroid  dosage  in  patients  receiving 
steroids  for  the  more  severe  forms  of  rheuma- 
toid arthritis;  in  such  instances  the  steroid  dos- 
age should  be  reduced  slowly  and  the  patients 
followed  very  closely  for  any  possible  adverse 
effects. 

Contraindications:  Children  14  years  of  age  and 
under;  pregnant  women  and  nursing  mothers; 
active  gastrointestinal  lesions  or  history  of  re- 
current gastrointestinal  lesions;  allergy  to  as- 
pirin and  indomethacin. 


Warnings:  Gastrointestinal  Effects:  Because  of 
the  occurrence  and,  at  times,  severity  of  gastro- 
intestinal reactions,  be  continuously  alert  for 
any  sign  or  symptom  signaling  a possible  gas- 
trointestinal reaction.  The  risks  of  continuing 
therapy  with  INDOCIN  in  the  face  of  such  symp- 
toms must  be  weighed  against  the  possible  bene- 
fits to  the  individual  patient.  Gastrointestinal 
effects  may  be  reduced  by  giving  the  drug  im- 
mediately after  meals,  with  food,  or  with  ant- 
acids. Use  greater  care  in  aging  patients. 

Ocular  Effects:  Corneal  deposits  and  retinal  dis- 
turbances, including  those  of  the  macula,  have 
been  observed  in  some  patients  on  prolonged 
therapy.  Discontinue  therapy  if  such  changes  are 
observed.  Ophthalmologic  examination  at  peri- 
odic intervals  is  desirable  in  patients  on  pro- 
longed therapy. 

Central  Nervous  System  Effects:  INDOCIN  (Indo- 
methacin, MSD)  may  aggravate  psychiatric  dis- 
turbances, epilepsy,  and  parkinsonism,  and 
should  be  used  with  considerable  caution  in 
patients  with  these  conditions.  If  severe  CNS 
reactions  develop,  discontinue  the  drug. 

Precautions:  Blurred  vision  may  be  a significant 
symptom  that  warrants  a thorough  ophthalmo- 
logic examination.  Patients  should  be  cautioned 
about  engaging  in  activities  requiring  mental 
alertness  and  motor  coordination,  as  driving  a 
car.  Headache  which  persists  despite  dosage  re- 
duction requires  complete  cessation  of  the  drug. 
May  mask  the  usual  signs  and  symptoms  of  in- 
fection; therefore,  the  physician  must  be  con- 
tinually on  the  alert  for  this  and  should  use  the 
drug  with  extra  care  in  the  presence  of  existing 
controlled  infection.  After  the  acute  phase  of 
the  disease  is  under  control,  an  attempt  to  re- 
duce the  daily  dose  should  be  made  repeatedly 
until  the  patient  is  off  entirely.  ^ 

Adverse  Reactions:  Gastrointestinaf  Reactions: 
Single  or  multiple  ulcerations  of  the  esophagus, 
stomach,  duodenum,  or  small  intestine,  includ- 
ing perforation  and  hemorrhage,  with  fatalities 
in  some  instances;  gastrointestinal  bleeding 


without  obvious  ulcer  formation;  perforation  of 
preexisting  sigmoid  lesions  (diverticulum,  carci- 
noma, etc.);  rarely,  increased  abdominal  pain  in 
ulcerative  colitis  patients  or  development  of  ul- 
cerative colitis  and  regional  ileitis;  gastritis, 
which  may  persist  after  the  cessation  of  the 
drug;  nausea,  vomiting,  anorexia,  epigastric  dis- 
tress, abdominal  pain,  and  diarrhea. 

Eye  Reactions:  Corneal  deposits  and  retinal  dis- 
turbances, including  those  of  the  macula,  have 
been  observed  on  prolonged  therapy;  blurring  of 
vision. 

Hepatic  Reactions:  Rarely,  toxic  hepatitis  and 
jaundice,  including  some  fatal  cases. 
Hematologic  Reactions:  Aplastic  anemia,  hemo- 
lytic anemia,  bone  marrow  depression,  agranulo- 
cytosis, leukopenia,  and  thrombocytopenic  pur- 
pura. Since  some  patients  manifest  anemia  sec- 
ondary to  obvious  or  occult  gastrointestinal 
bleeding,  appropriate  blood  determinations  are 
recommended. 

Hypersensitivity  Reactions:  Acute  respiratory  dis- 
tress, including  dyspnea  and  asthma;  angiitis; 
pruritus;  urticaria;  angioedema;  skin  rashes. 

Ear  Reactions:  Hearing  disturbances,  deafness, 
tinnitus. 

Central  Nervous  System  Reactions:  Psychotic  epi- 
sodes, depersonalization,  depression,  coma,  con- 
vulsions, peripheral  neuropathy,  drowsiness, 
mental  confusion,  lightheadedness,  dizziness, 
headache. 

Cardiovascular-Renal  Reactions:  Edema,  elevation 
of  blood  pressure,  hematuria. 

Dermatologic  Reactions:  Loss  of  hair,  erythema 
nodosum. 

Miscellaneous:  Rarely,  vaginal  bleeding,  hyper- 
glycemia, glycosuria,  ulcerative  stomatitis,  and 
epistaxis. 

Supplied;  Capsules  containing  25  mg  indometh- 
acin each,  in  bottles  of  100  and  1000;  capsules 
containing  50  mg  indomethacin  each,  in  bottles 
of  100. 

For  more  detailed  information,  consuft  your  Merck 
Sharp  & Dohme  representative  or  see  the  package 
circular. 


MERCK  SHARP  & DOHME  where  todays  theory  is  tomorrow's  therapy 

Division  of  Merck  & Co  Inc  West  Point  Pa  19486 


Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  date  for 
their  summer  and  fall  meetings.  At  the  same  time 
they  are  choosing  the  topics  to  be  discussed,  ar- 
ranging for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities”  cal- 
endar in  The  Journal.  In  this  way  conflicts  in  dates 
can  be  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Ephraim  McDowell  Drive,  Louisville,  Ky. 
40205. 


IN  KENTUCKY 

MAY 

12-14  Spring  Meeting,  Kentucky  Chapter,  American 
Academy  of  Pediatrics,  Lookout  House, 
Covington 

13  PANMED  television  series,  “Drug  Informa- 
tion,” KETV-TV  9:30  p.m.  EST  (8:30  p.m. 
CST) 

15-17  Annual  Convention,  Kentucky  State  Associa- 
tion of  Medical  Assistants,  Stouffers  Inn, 
Louisville 

15-16  Annual  Meeting,  Kentucky  Obstetrical  and 
Gynecological  Society,  Brown  Hotel,  Louis- 
ville 

15-16  Annual  Meeting,  Kentucky  Surgical  Society, 
Kentucky  Dam  Village  State  Park,  Gilberts- 
ville 

18  PANMED  television  series,  “Drug  Informa- 
tion,” in  Louisville  WKPC-TV  10  p.m. 

20  PANMED  television  series,  “Fractures  in 
Children,”  KETV-TV  9:30  p.m.  EST  (8:30 
p.m.  CST) 


23  Spring  meeting,  Kentucky  Society  of  Anes- 
thesiologists, Lexington 

25  PANMED  television  series,  “Fractures  in 
Children,”  in  Louisville  WKPC-TV  10  p.m. 

SEPTEMBER 

16-19  Emergency  Care  and  Transportation  of  Sick 
and  Injured  Persons  advanced  course.  Uni- 
versity of  Kentucky,  Lexington 

22-24  Annual  Meeting,  Kentucky  Medical  Associa- 
tion, Convention  Center,  Louisville 

IN  SURROUNDING  STATES 

MAY 

21-22  Postgraduate  course,  “Advances  in  Derma- 
tology,” Cleveland  Clinic,  Cleveland 

JUNE 

21-25  Annual  Meeting,  American  Medical  Associa- 
tion, Chicago,  111. 
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1970  Student  Research  Day 
University  of  Kentucky  School  of  Medicine 


The  Journal  is  pleased  to  publish  ab- 
stracts of  the  10  papers  chosen  for 
presentation  on  Student  Research  Day 
at  the  University  of  Kentucky  Medical  Center. 
Judging  of  the  papers  presented  was  based  on 
scientific  merit  and  quality  of  the  presenta- 
tions. 


The  first  Student  Research  Day,  held  on 
January  17,  1970,  attracted  22  papers  in  all. 
A panel  of  judges  composed  of  clinical  and 
basic  science  faculty  chose  the  following  for 
awards:  J.  David  Richardson,  first-place;  B.  A. 
Bivins,  second-place;  and  Denis  Becker, 
third-place. 


The  Effect  of  the  Ileocecal  Valve  on  Intestinal  Absorption 

J.  David  Richardson  and  E.  Scott  Medley  (1st  Place) 


The  ileocecal  valve  (ICV)  enhances  in- 
testinal absorption  by  ( 1 ) delaying 
passage  of  nutrients  through  the  small 
bowel  and  (2)  by  preventing  the  retrograde 
passage  of  bacteria  from  the  colon  into  the 
small  intestine.  Previous  work  has  emphasized 
the  importance  of  the  decreased  transit  time 
following  ileocecal  valve  resection,  whereas 
this  study  explores  the  effect  on  absorption 
produced  by  retrograde  bacterial  infection  in 
the  small  bowel. 

Fourteen  mongrel  dogs  underwent  control 
studies  including  determinations  of  transit 
time,  D-xylose  absorption,  fecal  fat  content 
and  body  weight.  Intestinal  resections  were 
then  performed  removing  57  inches  of  ter- 
minal small  bowel  in  all  animals;  seven  dogs 
had  the  ileocecal  valve  preserved  while  it  was 
resected  in  the  remainder.  Prior  to  resection 
bacterial  samples  were  taken  proximal  to  the 
ileocecal  valve,  at  the  mid-ileum  and  the 
ligament  of  Trietz.  Ten  days  later  the  control 
studies  were  repeated  and  a laporatomy  per- 
formed to  collect  bacterial  samples  as  before. 
The  fecal  fat  increased  in  animals  with  an 
intact  ICV  by  only  97  per  cent  while  it  in- 


creased by  212  per  cent  in  the  animals  with 
the  valve  resected.  D-xylose  absorption 
changed  little  in  the  group  with  the  ICV  in- 
tact but  increased  25  per  cent  in  the  other 
groups.  Weight  loss  occurred  in  both  groups 
but  was  more  pronounced  in  those  animals 
without  an  ICV.  The  transit  time  was  not  de- 
creased from  control  levels  in  either  group. 
Control  bacterial  counts  from  the  ligament  of 
Trietz  and  mid-ileum  were  essentially  sterile 
while  moderate  growth  occurred  at  the  ileoce- 
cal valve  (200,000  colonies/ml).  There  was 
no  significant  change  in  the  bacterial  flora  in 
animals  with  an  intact  ICV  after  10  days. 
Those  dogs  without  ICV  had  grossly  feculent 
material  above  the  anastomoses  with  a mean 
colony  count  of  greater  than  17  million 
colonies/ml.  These  animals  also  had  a marked 
bacterial  contamination  in  the  middle  of  the 
small  bowel,  however,  the  infection  did  not 
extend  to  the  ligament  of  Trietz. 

We  conclude  that  retrograde  contamination 
of  the  small  intestine  is  more  important  than 
a decrease  in  transit  time  in  the  malabsorp- 
tion produced  by  resection  of  the  ileocecal 
valve. 
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Post-Traumatic  Respiratory  Insufficiency  (PTRI) 


B,  A.  Bivins  and  W.  C. 

The  post-traumatic  patient  is  commonly 
the  victim  of  respiratory  insufficiency 
within  72  hours  following  injury.  The 
overall  category  of  PTRI  encompasses  nu- 
merous poorly  defined  syndromes  including 
“Wet  Lung  Syndrome,  Fat  Embolism  Syn- 
drome”, etc. 

Previous  investigators  have  indicated  con- 
sumption coagulopathy  and/or  alterations  in 
flotation  characteristics  of  fat  in  the  blood  to 
be  involved  in  some  cases  of  PTRI.  Collins, 
et.  aL,  have  shown  “inapparent  hypoxemia” 
to  be  a common  early  sequel  to  trauma  and 
they  suggest  that  this  is  due  to  fat  embolism. 

In  our  study,  trauma  was  separated  into 
components  and  adult  mongrel  dogs  were  sub- 
jected to  each  component  (hemorrhage,  blunt 
limb  trauma)  with  and  without  open  transverse 
fractures  of  both  femurs.  Arterial  blood  gases 
and  pH,  activated  coagulation  time  (ACT), 
platelet  count,  and  serum  lipase  were  moni- 
tored. 


Madauss  (2nd  Place) 

Control  dogs  subjected  to  incisions  only 
showed  no  significant  change.  Open  fractures 
only  caused  an  early  fall  in  ACT  and  a 50 
per  eent  fall  in  platelet  count  in  the  first  hour 
post  trauma.  Hypoxemia  did  not  supervene 
for  24  hours,  at  which  time  it  appeared  and 
persisted  for  about  one  week.  Serum  lipase 
levels  rose  on  the  third  post-traumatic  day. 

Early  hypoxemia  (appearing  within  one 
hour)  did  not  occur  unless  the  animal  was 
subjected  to  hemorrhage  (40  cc/kg)  without 
replacement  or  blunt  limb  trauma  prior  to  frac- 
ture. In  the  absence  of  fracture,  there  was  no 
early  hypoxemia  with  hemorrhage  or  blunt 
trauma  although  both  ACT  and  platelet  count 
fell. 

Intravascular  fat  emboli  were  visible  on 
microscopic  exam  of  pulmonary  small  vessels 
in  all  animals  with  femur  fractures.  Dogs  used 
for  blunt  trauma  alone,  hemorrhage  alone,  and 
control  dogs  showed  no  fat  on  histologic  exam. 


Marrow  Cell  Chromosome  Aberrations  Following 
I.  V.  DMBA;  Dose-Response 


Denis  Becker 

Polyaromatic  hydrocarbons  are  among  the 
components  found  in  tobacco  smoke, 
some  of  which  (eg.  benzo( a) pyrene) 
are  quite  carcinogenic.  7,12-Dimethylbenzo 
(a)-anthracene  (DMBA),  a polyaromatic  hy- 
drocarbon not  found  in  tobacco  smoke,  has 
been  shown  to  cause  leukemia  in  rats  after 
intravenous  injection  and  the  leukemia  often 
is  associated  with  redundancy  of  the  Number 
2 chromosome.  In  this  study,  a dose-response 
curve  of  karyotypic  changes  in  marrow  cells 
following  intravenous  administration  of 
DMBA  was  obtained.  Twenty-four  hours 
after  injection  of  10,  20,  30  and  40  mg/kg 
doses  of  DMBA  to  male  Long-Evans  rats, 
chromosome  preparations  of  the  marrow  from 
the  tibias  and  femurs  were  made  using  hypo- 
tonic technique.  The  slides  were  then  Giemsa 
stained  and  examined  by  oil-immersion  micro- 
scopy. Two  control  groups,  both  maintained  at 
constant  metabolic  and  environmental  con- 


(3rd  Place) 

ditions,  were  used,  one  group  being  left  with- 
out injection  while  the  second  group  was  in- 
jected with  a “blank”  emulsion.  The  incidence 
of  cells  with  chromosome  gaps  or  breaks  in 
the  control  populations  varied  from  3 to  12 
per  cent;  the  per  cent  of  chromosome  abnor- 
malities in  the  rats  given  the  10,  20,  30  and  40 
mg/kg  doses  were  18.9,  29.5,  40.5  and  46.3 
per  cent,  respectively.  Also,  paralleling  the 
above-mentioned  redundancy  of  the  Number 
2 chromosome  associated  with  DMBA-in- 
duced  leukemia,  DMBA  was  found  to  have 
preferential  effects  on  Number  1,  2 and  3 
chromosomes,  more  abnormalities  being  ob- 
served in  these  chromosomes  than  would  be 
expected  by  chance  alone  (noting  the  inci- 
dence of  abnormalities  in  relation  to  these 
chromosomes’  contribution  to  the  total  of 
chromosome  lengths  per  cell). 

Thus,  DMBA  has  been  shown  to  damage 
the  chromosomes  early,  hours  after  injeetion. 
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leukemia  occuring  weeks  later.  These  findings 
seem  consistent  with  a “chromosomal  theory  of 
oncogenesis”.  That  is,  an  agent  which  can  alter 
the  control  mechanisms  of  a cell,  (i.e.  altered 
DNA  which  is  reflected  in  abnormal  chromo- 
some morphology)  can  subsequently  change 
the  functional  capacities  of  a cell.  In  this  light, 
cancer  is  viewed  as  a condition  of  inadequate 
control  of  cell  function.  It  follows  from  this 
DM  BA  model  system,  that  if  it  can  be  estab- 


lished, 6-24  hours  after  I.V.  administration  of 
an  unknown  compound,  that  the  incidence  of 
resultant  chromosome  breaks  in  rat  marrow 
cells  accurately  reflects  the  carcinogenic  po- 
tency of  that  compound,  then  it  is  possible 
to  develop  a rapid  and  convenient  bio-assay 
technique  which  will  be  available  for  the  as- 
sessment of  the  carcinogenicity  of,  for  instance, 
components  of  tobacco  smoke. 


The  Differences  in  the  Sensitivity  of  the  Adenohypophysis  to 
the  Median  Eminence  Extract  (MEE)  In  Male  and  Female  Rats 

Nad.\  Chang  and  M.  B.  Nikitovitch  Winer 


The  existence  of  the  differences  in  the 
hypothalamic  thresholds  for  the  release 
of  LH-releasing  factor  (LRF)  in  male 
and  female  rats  is  well  established.  The  aim 
of  this  investigation  was  to  determine  whether 
similar  differences  exist  at  the  level  of  the 
adenohypophysis  in  terms  of  its  responsive- 
ness to  MEE  (containing  LRF),  as  judged  by 
the  release  of  ovulatory  amounts  of  LH.  Fe- 
males in  proestrus  and  during  the  third  day 
of  diestrus,  and  castrated  male  rats  (im- 
planted with  an  ovary  for  30  days)  received 
0.027  to  7.20mg  of  MEE  (4.2mg=l  MEE 
fragment)  through  a cannula  stereotaxicly  im- 
planted into  adenohypophysis.  The  lowest 
dose  which  induced  the  release  of  a very  small 
number  of  ova  in  one  third  of  the  cases  was 
0.027mg  for  proestrus,  and  1.8mg  for  diestrous 
females.  The  latter  dose  induced  maximal 


ovulation  in  all  proestrus  animals  while  a four 
times  higher  dose  elicited  still  only  moderate 
ovulation  in  diestrous  animals.  The  threshold 
dose  for  luteinization  of  ovarian  grafts  in 
males  (examined  two  days  after  the  infusion) 
was  0.1 13mg,  while  1.8mg  induced  full  luteini- 
zation. 

The  results  indicate  that  the  sensitivity  of 
the  adenohypophysis  to  LRF  is  higher  on  the 
day  of  proestrus  than  during  the  third  day 
of  diestrus.  Males  show  an  intermediate  sen- 
sitivity. The  increase  in  the  pituitary  thresholds 
to  LRF  during  diestrus  might  serve  to  prevent 
the  release  of  ovulatory  amounts  of  LH  at  a 
time  when  the  ovarian  follicles  have  not 
reached  full  development.  Relatively  high 
thresholds  in  the  male  might  be  due  to  the 
inherent  non-cycling  pattern  of  the  secretion 
of  the  hypothalamic  LRF. 


Is  Mutarotase  the  Isolated  Form  of  the 
Elusive  Sugar  Carrier? 

Charles  H.  Stringham 


The  inhibitory  potency  of  various  phlorizin 
and  phloretin  analogs  on  hamster  in- 
testinal mutarotase  was  determined,  and 
the  results  were  compared  with  known  action 
of  these  compounds  on  various  sugar  transport 
systems.  When  considering  the  effect  of  a 
series  of  glycosides  on  mutarotase  and  the 
sugar  carrier  of  intestinal  and  kidney  brush 
border  epithelia,  some  interesting  similarities 
in  inhibitory  activity  were  noted,  but  the  dif- 
ferences were  far  more  striking.  On  the  other 
hand,  mutarotase  and  the  human  erythrocyte 
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sugar  carrier  were  similarly  inhibited  by  a 
series  of  phenolic  aglycones.  These  findings 
are  interpreted  from  three  viewpoints;  first, 
the  brush  border  sugar  carrier  differs  from 
both  mutarotase  and  the  RBC  carrier;  second, 
mutarotase  and  the  RBC  carrier  are  identical; 
and  third,  the  protein  in  all  three  systems 
possesses  the  same  active  center,  and  the  dif- 
ference in  their  observed  responses  to  the  in- 
hibitors is  due  to  dissimilarities  in  their  normal 
membrane  environment. 
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The  Influence  of  Child  Mortality  on  Fertility  Rates 
In  An  Underprivileged  Society 

Michael  Howard  Hall  and  Franz  Theard 


The  purpose  of  the  study  was  to  determine 
the  effects  of  child  mortality  on  fertility 
in  an  effort  to  clarify  the  possible  ef- 
fects that  better  public  health  measures  might 
have  on  the  population  explosion  in  develop- 
ing nations  such  as  Haiti.  A total  of  605 
women  between  the  ages  of  15  and  55  were 
interviewed  in  Les  Cayes,  Haiti.  Of  the  389 
women  who  were  married  five  years  or  longer, 
132  (33.9  per  cent)  experienced  no  child 
death,  195  (50.1  per  cent)  experienced  a 
death  at  any  age  less  than  five  years  and  in 
one  of  the  first  three  birth  orders,  and  62 
(16  per  cent)  experienced  a death  in  the 
fourth  or  later  birth  order  or  at  an  age  of  five 
years  or  older.  Of  the  257  women  with  a 
child  death  experience,  then,  75.9  per  cent 
had  the  first  death  occur  in  the  first  three 
birth  orders  less  than  five  years  of  age  (here- 
after the  definition  of  child  death  experience. 

A positive  correlation  between  child  death 
experience  and  fertility  was  found  to  be 


significant  regardless  of  educational  status  of 
the  mother.  Further,  age  specific  fertility  rates 
for  1968  were  found  to  be  roughly  twice  as 
high  for  women  with  child  death  experience 
as  for  those  with  no  child  death.  The  same 
positive  correlation  between  child  mortality 
and  fertility  and  also  the  same  concentration 
of  child  deaths  in  the  first  three  birth  orders 
were  found  in  women  (ages  45-55)  who  had 
completed  their  reproductive  periods.  The  con- 
centration of  deaths  at  the  beginning  of  these 
mothers’  reproductive  periods  strongly  sug- 
gests that  the  child  death  experience  is  moti- 
vating the  affected  mothers  to  reproduce  at 
a greater  rate  than  the  unaffected  mothers 
regardless  of  socioeconomic  status.  How  moth- 
ers manage  this  in  a society  where  modern 
contraception  is  virtually  unavailable  is  a most 
provocative  question.  The  tremendous  implica- 
tions of  this  finding  for  future  approaches  to 
the  population  problem  are  discussed. 


After  Image  Suppression  of  Vestibular  Induced  Nystagmus 

Charles  W.  Patterson  and  H.  Martin  Blacker 


It  has  long  been  known  that  fixation  sup- 
presses vestibulo-ocular  responsivity.  That 
is,  when  the  vestibular  apparatus  is  stimu- 
lated, either  by  rotation  or  by  caloric  testing, 
the  nystagmus  induced  tends  to  be  suppressed 
if  the  patient  fixates  on  an  object. 

Fortuitously,  it  was  found  that  the  stimulus 
of  fixation  provided  by  an  after  image  would 
suppress  vestibularly  induced  nystagmus.  When 
a subject’s  eyes  are  closed  and  the  head  ro- 
tated slowly  from  side  to  side  nystagmus  is 
induced  in  all  normal  subjects.  This  nystagmus 
may  be  detected  either  by  the  lightly  palpating 
finger  or  by  electro-oculography.  With  the 
patient’s  eyes  open,  fixating  upon  an  object 
the  nystagmus  induced  by  head  rotation  from 
side  to  side  is  totally  suppressed.  When  an 
after  image  is  put  on  the  fundus  by  means  of 
a special  strobe  target  and  the  patient’s  eyes 
closed  he  can  retain  fixation  enough  to  totally 


suppress  nystagmus  induced  by  head  rotation. 

Twenty  normal  subjects  were  selected  and 
the  after  image  test  performed.  In  every  sub- 
ject nystagmus  was  totally  suppressed  when 
the  after  image  was  retained.  When  nystagmus 
appeared  the  subject  invariably  reported  that 
he  had  “lost”  the  after  image.  By  concentra- 
tion the  after  image  could  be  refurbished  as  a 
point  of  fixation  and  again  nystagmus  sup- 
pressed. 

It  is  known  that  directional  preponderance 
of  nystagmus  may  indicate  a lesion  of  the 
cerebral  hemisphere.  This  minimal  degree  of 
stimulation  of  fixation  by  the  after  image  and 
the  minimal  amount  of  stimulation  to  produce 
nystagmus  by  slow  head  rotation  promises  to 
provide  a sensitive  indicator  of  directional 
preponderance  in  hemisphere  lesions.  The 
examination  is  relatively  easy  to  perform  and 
is  totally  without  risk. 
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Effects  of  Breathing  100  Per  Cent  Oxygen  on 
Susceptibility  to  Pulmonary  Edema 

Roger  Morehouse,  David  Richardson  and  Benjamin  Rush 


Twenty-seven  dogs  were  divided  into  five 
groups  and  the  effects  of  breathing  100 
per  cent  oxygen  or  room  air  with  and 
without  a positive  pressure  respirator  were 
determined  while  the  central  venous  pressure 
was  maintained  at  15  mm.  Hg.  by  intravenous 
infusion  of  modified  Hartmann’s  solution.  Dogs 
received  fluid  to  1000  cc/kg  or  to  pulmonary 
edema  developed. 

The  following  groups  were  studied:  1)  room 
air  through  spirometer  and  respirator,  2)  100 
per  cent  oxygen  through  spirometer  and 
respirator,  3)  room  air  breathed  spontaneously 
from  spirometer,  and  5)  100  per  cent  oxygen 
for  24  hours  before  intravenous  infusion. 

Results 

No  dogs  of  group  1 developed  pulmonary 
edema  before  1000  cc/kg  was  infused.  Four 
of  six  dogs  in  group  2 and  all  of  groups  3,  4 
and  5 developed  pulmonary  edema  before 
the  maximum  infusion  was  reached.  Dogs 


breathing  100  per  cent  oxygen  developed 
edema  in  a shorter  period  than  dogs  breath- 
ing room  air,  95  minutes  vs.  180  minutes. 
Dogs  exposed  to  100  per  cent  oxygen  before  in- 
fusion developed  edema  after  57  minutes. 
Dogs  breathing  room  air  without  a respi- 
rator (group  3)  required  a larger  fluid  load 
to  produce  edema  (580  cc/kg)  than  all  dogs 
breathing  oxygen  either  with  or  without  a 
respirator  (group  2 — 390  cc/kg  group  4 — 
345  cc/kg  and  group  5 — 280  cc/kg). 

Conclusions 

( 1 ) Acute  exposure  to  100  per  cent  oxygen 
will  promote  the  early  onset  of  pulmonary 
edema; 

(2)  Chronic  exposure  to  100  per  cent  oxy- 
gen will  enhance  this  effect  even  further,  and 

(3)  The  use  of  a piston  respirator  will  af- 
ford some  protection  against  developing  pul- 
monary edema. 


S-100  Protein  Determination  in  Normal  Brain  and  Brain  Tumors 

Stephen  Spires,  Horace  Norrell  and  Donald  Slagel 


S-100  protein,  so  named  because  of  its 
solubility  in  100  per  cent  saturated  am- 
monium sulfate,  is  a high  acidic  protein 
unique  to  the  vertebrate  nervous  system.  Its 
discovery  by  Moore  and  McGregor  in  1965, 
prompted  efforts  to  determine  its  cellular  lo- 
calization and  function.  Its  uniqueness  makes 
it  a useful  tool  for  studying  normal  and  neo- 
plastic glial  tissue.  To  provide  a uniform  and 
non-exhaustible  source  of  both  normal  and 
tumor  tissue,  we  have  injected  rats  with 
methylnitrosourea,  a carcinogenic  compound 
having  a high  specificity  for  the  nervous  sys- 
tem. 

Method 

The  qualitative  and  quantitative  determi- 
nation of  S-100  protein  within  cells  or  tissues 
is  dependent  upon  immunodiffusion  tech- 
niques, requiring  a source  of  S-100  antibody. 
S-100  protein  was  extracted  from  sheep  brains 


by  preparative  acrylamide  gel  electrophoresis 
with  the  pure  protein  being  eluted  from  the 
gel.  This  protein  complexed  with  methylated 
bovine  serum  was  injected  into  rabbits  for  anti- 
body production. 

Results 

S-100  protein  has  been  demonstrated  in  32 
human  glial  tumors,  while  in  seven  intracranial 
tumors  of  non-glial  origin  the  protein  has  not 
been  present.  We  have  also  demonstrated  an- 
other protein  unique  to  the  nervous  system. 
Thus  far  only  two  transplantable  intracranial 
tumors  have  been  produced  in  rats  and  both 
were  sarcomas.  One  does  not  contain  S-100 
and  the  latest  has  not  been  tested.  It  is  our 
ultimate  objective  to  isolate  a transplantable 
glial  tumor  in  rats  so  that  we  may  more  com- 
pletely study  the  in  vivo  and  in  vitro  production 
of  S-100  protein  in  malignant  brain  tumors. 
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Treatment  of  Tetanus  Using  Intrathecal  Tetanus 
Human  Immune  Globulin 

James  H.  Kopp 


The  case  fatality  rate  of  tetanus  has  re- 
mained almost  constant  despite  a de- 
clining incidence.*  Curarization  and 
maintenance  on  artificial  breathing  machines 
has  achieved  some  success,  but  these  tech- 
niques are  available  only  in  sophisticated 
medical  centers  and  are  costly. 

Free  toxin  has  been  demonstrated  in  the 
spinal  fluid  of  tetanus  patients  and  circulating 
antibodies  permeate  the  blood-brain  barrier 
poorly  if  at  all.  In  studies  here  on  dogs,  CSF 
levels  of  antitoxin  were  at  levels  1/238  to 
1/2000  that  of  the  blood.-  Two  tetanus  pa- 
tients were  studied  four  days  after  receiving 
tetanus  human  immune  globulin  intramuscu- 
larly; no  antitoxin  was  detected  in  the  CSF  at 
a level  of  0.008  per  ml.;  blood  levels  in  both 
cases  were  between  1.024  and  2.048  U.  per 
ml."*  These  facts  suggest  neutralization  of  this 
toxin  by  direct  intrathecal  injection  of  anti- 
body. 

Recent  work  by  Ibrahim  Ildirim,  M.D.,  at 
this  University  has  shown  efficacy  of  using 
intrathecal  human  immune  globulin  in  treating 
experimental  disease  induced  in  dogs.^ 

Our  hypothesis  is  then  that  intrathecal  anti- 
toxin is  a rational  part  of  tetanus  therapy,  and 
a protocol  for  treatment  was  developed.  The 
object  of  this  study  is  to  establish  the  efficacy 
and  safety  of  this  protocol  in  treating  human 


tetanus.  A pilot  study  was  planned  and 
carried  out  in  Jeremie,  Haiti,  an  area  where 
incidence  and  mortality  of  tetanus  is  high.  For 
several  reasons  proper  controls  in  this  study 
were  impossible  and  these  reasons  are  ex- 
plained in  the  paper.  However,  despite  lack 
of  controls,  the  results  of  this  pilot  study  are 
noteworthy,  and  deserve  consideration. 

Following  are  the  summarized  results  of 
this  study;  Ten  patients  were  treated;  seven 
were  newborns;  one  was  a six-year-old  boy, 
and  two  were  adult  women  in  their  early  for- 
ties. Four  of  seven  newborns  were  cured  giv- 
ing a mortality  rate  of  43  per  cent  as  com- 
pared to  a mortality  rate  of  77  per  cent  for 
neonatal  tetanus  in  the  United  States. The 
six-year-old  boy,  who  had  severe  tetanus,  was 
cured  in  eight  days.  One  of  the  two  adults, 
both  of  whom  had  moderate  tetanus,  was 
cured  in  five  days.  The  second  lady  died  on 
the  second  day  of  therapy  from  gangrene. 
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Maintenance  of  Anabolism  by  Total  Parenteral 

Nutrition  in  Patients* 

Paul  M.  Walstad,  M.D.,  William  E,  Bowers,  Jr.,  M.D. 

AND  Edwin  J.  T.  Tolon,  M.D. 


With  a new  method  of  total  parenteral 
therapy,  it  is  now  possible  to  maintain 
a patient  in  excellent  nutritional  condi- 
tion. Prior  infusion  problems  of  vein 
thrombosis,  over -hydration,  and  inade- 
quate caloric  intake  have  become  less 
formidable. 

Nutritional  care  of  the  surgical  patient 
has  been  greatly  enhanced  through  the 
concerted  efforts  of  Dudrick  and  his 
associates  at  the  University  of  Pennsylvania. 
They  have  demonstrated  that  tissue  mainte- 
nance, synthesis  and  growth  can  be  achieved 
by  uninterrupted,  24-hour,  daily  intravenous 
administration  of  the  basic  nutrients  over  a 
prolonged  period  in  those  patients  having 
feeding  problems^-^.  In  recent  months  this 
method  has  been  successfully  used  by  us  in 
13  patients.  Length  of  infusion  ranged  from 
four  to  21  days  with  an  average  of  10  days. 
No  complications  resulted  from  the  placement 
of  the  catheter  in  the  superior  vena  cava,  such 
as  caval  thrombosis  and  pulmonary  emboli®. 
A representative  case  is  presented. 

Report  of  a Case 

In  August,  1969,  at  the  Harlan  Appalachian 
Regional  Hospital,  a 34-year-old  white  male 
underwent  total  gastrectomy,  followed  by  a 
Roux-en-Y  procedure  for  gastric  malignancy. 
Ten  days  following  operation  he  was  placed 
on  an  oral  liquid  diet.  The  next  day,  however, 
ingested  orange  juice  was  noted  appearing  at 
the  drainage  tube  site.  A leak  was  suspected 
at  the  anastomotic  site,  and  this  suspicion 
was  confirmed  by  esophagogram.  Oral  feedings 
were  then  stopped  and  intravenous  feedings 
were  restarted. 


*From  the  department  of  surgery,  Harlan  Appala- 
chian Regional  Hospital,  Harlan,  Kentucky 
Reprint  requests  to  Daniel  Boone  Clinic,  Martins 
Fork  Road,  Harlan,  Kentucky  40831  {Dr.  Walstad). 


Four  days  later  total  parenteral  feedings 
were  begun  through  an  indwelling  catheter 
placed  in  the  superior  vena  cava.  The  feed- 
ings were  continued  for  21  days,  infusing 
hypertonic  nutrient  solutions  having  a daily 
caloric  value  of  2500  to  5000.  Each  day 
there  was  a re-evaluation  of  the  type  and 
amount  of  fluids  to  be  given,  based  on 
knowledge  of  the  patient’s  weight,  urinary 
output,  urinary  sugar  concentrations  and  serum 
electrolytes.  During  this  period  of  total  par- 
enteral feeding  the  patient  gained  9.2  kg 
(20.5  lb)  in  weight,  starting  at  36.3  kg  (80 
lb)  and  ending  at  45.5  kg  (100  lb).  On  hos- 
pital entry  his  weight  had  been  61.3  kg  (135 
lb). 

As  demonstrated  by  an  esophagogram  the 
small  fistula  at  the  anastomotic  site  was  no 
longer  evident.  The  abdominal  wound  was  well 
healed.  Parenteral  feedings  were  then  discon- 
tinued. A week  later  the  patient  was  dis- 
charged for  follow-up  in  the  out-patient  clinic. 
Three  months  after  hospital  discharge  the 
patient  had  gained  an  additional  5.4  kg  (12 
lb). 

Discussion 

A patient’s  health  can  not  only  be  main- 
tained but  improved  during  an  enforced 
period  of  long-term,  high  caloric  intravenous 
therapy.  The  process  of  anabolism  is  con- 
tinued, as  demonstrated  by  a positive  nitro- 
gen balance,  better  healing  of  tissues,  weight 
gain  and  renewed  vigor  and  improved  mental 
outlook^.  The  problem  of  malnutrition,  which 
contributes  to  such  a significant  morbidity 
and  mortality  in  gastrointestinal  fistulas®,  up- 
per alimentary  obstructions,  severe  burns  and 
other  clinical  conditions  involving  disturbed 
oral  intake,  has  been  made  less  complex  by 
the  availability  of  this  parenteral  method  of 
therapy. 

The  continuous,  uninterrupted  infusion  of 
the  amino  acid-hypertonic  glucose  solution, 
in  contrast  to  part-time  infusion,  insures  that 
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the  amino  acids  will  be  less  likely  to  undergo 
conversion  to  glucose,  and  the  glucose  to  fatty 
acids.  A two-fold  purpose  is  served  by  the 
simultaneous  infusion  of  the  protein  and  glu- 
cose. The  glucose,  by  meeting  caloric  needs, 
spares  the  protein;  and  the  insulin,  stimulated 
to  secrete  by  the  presence  of  glucose,  assists 
in  further  protein  synthesis  and  movement  of 
amino  acids  into  the  cells^®. 

Daily  guides,  as  to  the  composition  of  the 
intravenous  solutions  to  be  administered,  are 
knowledge  of  the  patient’s  weight,  urinary 
output,  urinary  sugar  concentrations  and  serum 
electrolytes.  The  basic  nutrient  solution  con- 
tains about  140  grams  per  day  of  protein 
hydrolysates,  easily  available  from  most  hos- 
pital supply  rooms.  To  this  solution  is  added 
50  per  cent  glucose  solution  in  sufficient  quan- 
tity so  that  one  ml  has  a caloric  value  of 
one.  Daily  volume  requirements  will  vary 
from  2500  ml  to  4500  ml.  As  caloric  re- 
quirements are  gradually  increased  to  meet 
the  patient’s  needs  there  will  usually  be  a 
temporary  increase  in  urine  sugar.  The  con- 
tinued presence  of  sugar  in  the  urine  may 
be  lessened  by  increasing  the  daily  potassium 
requirements  by  as  much  as  200  to  250  mEq 
daily.  These  large  amounts  of  potassium  may 
be  required  as  potassium  has  been  known  to 
accompany  the  movement  of  glucose  into  the 
celE. 

During  the  insertion  of  the  infusion  catheter 
and  until  its  removal  it  is  imperative  that 
sterile  operating  room  technic  be  employed®. 
An  eight-inch  plastic  catheter  is  inserted  per- 
cutaneously  through  a No.  14  gauge  needle 
into  the  right  or  left  subclavian  vein  and  di- 
rected into  the  superior  vena  cava.  By  place- 
ment of  the  catheter  into  such  a wide  vein 
thrombosis  is  decreased  and  large  amounts 
of  hypertonic  fluid  can  be  rapidly  diluted  be- 
cause of  the  ample  blood  volume.  The  rate 
of  administration  of  the  fluids  requires  close 


supervision,  as  too  rapid  infusion  can  result  in 
osmotic  diuresis,  dehydration  and  convulsions. 
Furthermore,  protein  hydrolysates  will  also  be 
excreted  into  the  urine  with  no  proper  utiliza- 
tion by  the  liver.  Safeguards  and  details  of 
the  technic  of  administration  have  been  de- 
scribed elsewhere®’  The  technic  of  par- 
enteral feedings  by  an  arteriovenous  shunt, 
with  which  we  have  no  experience,  has  been 
described  by  Conolly  and  Murphy®. 


Summary 

Patients,  who  for  a variety  of  reasons,  re- 
quire prolonged  intravenous  infusions  can  be 
maintained  in  a high  state  of  nutrition  by  the 
method  described.  Wound  healing,  weight 
gain,  improved  vigor  and  mental  outlook  have 
been  manifested.  The  technic  of  infusion  and 
the  basic  ingredients  in  the  infusion  have  been 
discussed.  This  method  has  been  successfully 
carried  out  in  13  of  our  patients. 
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Malignant  Lip  Lesions 

Robert  C.  Kratz,  M.D. 


The  Davis  mucosal  advancement  tech- 
nique and  Bousisson  W -excision  and  Y- 
closure  are  the  two  most  useful  tech- 
niques in  the  management  of  lip  lesions. 
Combined,  the  two  techniques  are  useful 
in  managing  diffuse  superficial  cancer 
of  the  lip. 

Techniques  for  the  reconstruction  of 
the  lips  have  interested  surgeons  for 
many  years.  The  purpose  of  this  paper 
is  to  bring  attention  to  several  techniques 
which,  when  mastered,  can  adequately  m"n- 
age  95  per  cent  of  the  lip  surgical  problems 
which  occur  following  excision  of  a lesion. 

Following  a reconstructive  procedure,  the 
lip  should  ideally  be  mobile  and  covered  with 
mucosa  on  its  inner  surface  and  skin  on  its 
outer  surface.  There  should  be  vermilion 
where  the  skin  and  mucosa  meet  which  re- 
resembles a Cupid’s  bow  on  the  upper  lip  and 
a segment  of  an  oval  on  the  lower  lip. 


FiG.  1 Specimen  of  lower  lip  with  localized  infiltrating 
squamous  cell  cancer.  Leukoplakia  involves  the  remaining 
lip.  Serial  sections  show  three  separate  areas  of  squamous 
cell  cancer. 

A two  millimeter  skin  punch  biopsy  in- 
strument is  used  to  perform  a biopsy.  The 
punch  is  rotated  between  the  fingers  until  it 
has  created  a core  three  to  four  millimeters 
deep.  The  core  is  removed  from  the  lesion 
with  small  pointed  scissors  and  put  in  10 


*Read  before  the  Ninth  International  World  Con- 
gress of  Otolaryngology,  Mexico  City,  November 
14,  1969 


per  cent  formalin  for  examination  by  the 
pathologist. 

Lip  lesions  may  be  classified  as  localized, 
in  which  the  remaining  lip  mucosa  is  normal 
and  diffuse  with  usually  one  larger  infiltrat- 
ing area.  The  diffuse  lesion  is  often  mislead- 
ing in  that  the  cancer  in  situ  is  difficult  to 
detect.  Cancer  in  situ  often  is  missed  by  the 
pathologist  unless  the  surgeon  requests  serial 
sections  of  the  tissue  removed. 


FIG.  2 Complete  excision  of  the  lower  lip  leaving  only 
the  commissures.  There  is  a V-Y  closure  of  the  area 
beneath  the  infiltrating  area. 


It  seems  best  to  treat  all  lesions  associated 
with  leukoplakia  as  diffuse  lesions  and  re- 
move the  entire  area  of  leukoplakia  along 
with  the  infiltrating  lesion.  It  has  on  several 
occasions  surprised  me  to  find  that  a lesion 
was  squamous  cell  cancer  when  it  was  re- 
moved and  serial  sectioned;  however,  the 
original  biopsy  diagnosis  had  been  leuko- 
plakia. 

A procedure  described  by  Davis^  is  very 
useful  in  the  treatment  of  leukoplakia  and 
diffuse  superficial  squamous  cell  cancer.  If 
necessary,  the  mucosa  of  the  entire  lip  may 
be  removed,  except  at  the  commissures. 
Mucous  membrane  with  its  associated  glandu- 
lar structures  is  shifted  forward  and  sutured 
to  the  skin  creating  a new  vermilion.  Very 
often  it  is  well  to  remove  a millimeter  or  more 
of  the  skin  along  with  the  vermilion  since 
this  junctional  area  is  often  involved  with 
squamous  cell  cancer.  A symmetrical  por- 
tion of  the  lip  is  removed  rather  than  create 
asymmetry  of  the  lip  by  removing  more  from 
one  side  than  the  other.  A W-excision  of 
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FIG.  3 Repair  of  the  lip  using  a combination  of  the 
Davis  Lip  Shave  and  the  Bouisson  W-Y  procedure. 


FIG.  4 Photograph  of  patient  six  months  following  the 
complete  excision  of  the  lower  lip  combined  with  a V-Y 
closure  of  an  infiltrating  area. 


tissue  is  sometimes  used  in  combination  with 
mucosal  advancement  technique. 

Seventy-five  per  cent  of  the  lower  lip 
lesions  in  the  author’s  series  were  handled 
with  a simple  W-excision.  The  V-excision  tech- 
nique has  been  abandoned  because  it  is  waste- 
ful of  tissue  and  the  scar  is  longer  causing  a 
depressed  irregularity  following  healing  and 
scar  contraction.  The  W-excision  was  described 
first  by  Bouisson^  and  deserves  more  attention 
since  it  avoids  a straight  line  scar. 

A single-flap  running  upward  and  outward 
across  the  nasolabial  fold  with  the  base  of  the 
flap  at  the  junction  of  the  outer  and  middle 
third  of  the  upper  lip,  was  described  by 
Estlander^.  This  flap  of  the  upper  lip  is  ro- 
tated 180  degrees  into  a defect  of  the  lower 
lip. 

Lesions  of  the  upper  lip  are  rarely  seen.  A 
procedure  in  which  a flap  is  rotated  180  de- 
grees from  the  lower  into  the  upper  lip  was 
described  by  Abbe*.  The  pedicle  may  be 
much  thinner  than  shown  in  Abbe’s  illustration 
and  the  vermilion  may  be  completely  cut 
through  and  approximated  with  the  vermilion 


of  the  defect.  This  is  possible  because  the 
arterial  supply  of  the  pedicle  lies  beneath  the 
mucosa  rather  than  the  vermilion  and  skin. 
The  stair  step  procedure  described  by  Kratz^ 
with  excision  of  a Burow’s®  triangle  from  the 
nasolabial  area  is  also  a useful  upper  lip 
technique.  Local  flaps  are  best  used  in  the 
management  of  lip  lesions  because  they  pro- 
vide vermilion  border,  mucosa  and  innervated 
muscle.  Large  lesions  involving  the  bone  of 
the  upper  and  lower  jaws  may  be  managed 
with  flaps  and  tubes  from  distant  areas.  The 
bi-tubed  pedicle  flap  described  by  Kratz  and 
Poweleit'^  is  a technique  of  special  value  when 
the  mandible  is  involved. 
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Campbell’s  Soups... 

wide  variety ...  for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


This  isthe  answerins  service" 
your  patient  takes  home  with  her. 


Planning 

Your 

Family 


in  her  Compackase  sample  of 


Helpful  booklet  saves  unnecessary  phone  calls- 

Reminds  her  of  your  directions  concerning  her 
oral  contraceptive  schedule  . . . contains 
supportive  instructions  for  "Sunday  starting".  . . 
explains  in  simple  language  many  aspects  of 
"the  pill." 

Packaging  helps  her  stay  on  schedule — The 

Ovulen  Compack*,  with  each  tablet  designated 
by  day  and  week  of  cycle,  shows  at  a glance 
the  last  day  on  which  a tablet  was  taken. 


Each  white  Ovulen  tablet  contains  1 mg.  ethynodiol  diacetate  and  0.1  mg.  mestranol. 

Each  pink  tablet  is  a placebo,  containing  no  active  ingredients. 

vuien-21 

VuicrY^ 

the  convenient  one 


NOTE:  For  the  budset-minded  woman  specify  Triopak'”, 
a three-month  supply  (1  Compack  and  2 Refills). 


© 


Actions — Ovulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  gonado- 
tropins from  the  pituitary  gland.  Ovulen  depresses  the  output  of  both  the  follicle- 
stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The  effective- 
ness of  the  sequential  products  appears  to  be  somewhat  lower  than  that  of  the 
combination  products.  Both  types  provide  almost  completely  effective  contraception. 

An  Increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hor- 
monal contraceptives  has  now  been  shown  in  studies  conducted  in  both  Great 
Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood  pressure, 
liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been  quantitated 
with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  subprimate 
animal  species  in  multiples  of  the  human  dose  increases  the  frequency  of  some 
anjmal  carcinomas.  These  data  cannot  be  transposed  directly  to  man.  The  possible 
carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor  refuted  at  this 
time.  Close  clinical  surveillance  of  all  women  taking  oral  contraceptives  must  be 
continued. 

Indication — Ovulen  is  indicated  for  oral  contraception. 

Contraindications — Patients  with  thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired  liver 
function,  known  or  suspected  carcinoma  of  the  breast,  known  or  suspected  estrogen- 
dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding. 

Warnings — The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected  the 
drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  in  Great  Britain  and  studies  of 
morbidity  in  the  United  States  have  shown  a statistically  significant  association 
between  thrombophlebitis  and  pulmonary  embolism  and  the  use  of  oral  contra- 
ceptives. There  have  been  three  principal  studies  in  Britain^*^  leading  to  this  con- 
clusion, and  one**  in  this  country.  The  estimate  of  the  relative  risk  of  thromboembolism 
in  the  study  by  Vessey  and  Doll^  was  about  sevenfold,  while  Sartwell  and  asso- 
ciates4  in  the  United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are 
several  times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after  dis- 
continuation of  administration,  and  that  it  was  not  enhanced  by  long-continued 
administration.  The  American  study  was  not  designed  to  evaluate  a difference 
between  products.  However,  the  study  suggested  that  there  might  be  an  increased 
risk  of  thromboembolic  disease  in  users  of  sequential  products.  This  risk  cannot  be 
quantitated,  and  further  studies  to  confirm  this  finding  are  desirable.  Retrospective 
studies  in  Great  Britain  and  the  United  States  have  shown  a statistically  significant 
association  between  cerebral  thrombosis  and  embolism  and  the  use  of  oral 
contraceptives. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or  migraine. 
If  examination  reveals  papilledema  or  retinal  vascular  lesions  medication  should 
be  withdrawn. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demonstrated,  it  is  recom- 
mended that  for  any  patient  who  has  missed  two  consecutive  periods  pregnancy 
should  be  ruled  out  before  continuing  the  contraceptive  regimen.  If  the  patient 
has  not  adhered  to  the  prescribed  schedule  the  possibility  of  pregnancy  should  be 
considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identified 
in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to  the  nursing 
infant  cannot  be  determined  at  this  time. 

PrccauUorts — -The  pretreatment  and  periodic  physical  examinations  should  in- 


clude special  reference  to  the  breasts  and  pelvic  organs,  including  a Papanico- 
laou smear  since  estrogens  have  been  known  to  produce  tumors , some  of  them 
malignant,  in  five  species  of  subprimate  animals.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment  with  Ovulen.  Therefore,  if  such  tests 
are  abnormal  in  a patient  taking  Ovulen,  it  is  recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn  for  two  months.  Under  the  influence  of  proges- 
togen-estrogen preparations  preexisting  uterine  fibromyomas  may  increase  in  size. 
Because  these  agents  may  cause  some  degree  of  fluid  retention,  conditions  which 
might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or 
renal  dysfunction,  require  careful  observation.  In  breakthrough  bleeding,  and  in 
all  cases  of  irregular  bleeding  per  vaginam,  nonfunctional  causes  should  be  borne 
in  mind.  In  undiagnosed  bleeding  per  vaginam  adequate  diagnostic  measures  are 
Indicated.  Patients  with  a history  of  psychic  depression  should  be  carefully  ob- 
served and  the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any 
possible  influence  of  prolonged  Ovulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contraceptives. 

The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Ovulen  therapy.  The  age  of  the  pa- 
tient constitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  may 
mask  the  onset  of  the  climacteric.  The  pathologist  should  be  advised  of  Ovulen 
therapy  when  relevant  specimens  are  submitted.  Susceptible  women  may  experience 
an  increase  in  blood  pressure  following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives — A 

statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse  reactions: 
neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual  flow, 
amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma,  breast 
changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (increase  or 
decrease),  changes  in  cervical  erosion  and  cervical  secretions,  suppression  of  lacta- 
tion when  given  immediately  post  partum,  cholestatic  jaundice,  migraine,  rash 
(allergic),  rise  in  blood  pressure  in  susceptible  individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted:  anovulation 
post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in  appetite, 
cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue,  backache,  hir- 
sutism, loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contracep- 
tives; hepatic  function:  increased  sulfobromophthalein  retention  and  other  tests? 
coagulation  tests;  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X;  thyroid 
function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and  de- 
crease in  T^  uptake  values?  metyrapone  test  and  pregnanediol  determination. 

References:  1 . Royal  College  of  General  Practitioners:  Oral  Contraception  and 
Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  /5:267-279  (May)  1967.  2.  Inman, 
W.  H.  W.,  and  Vessey,  M.  P.:  Investigation  of  Deaths  from  Pulmonary,  Coronary, 
and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing  Age,  Brit. 
Med.  J.  .2:193-199  (April  27)  1968.  3.  Vessey,  M.  P.,  and  Doll,  R.:  Investigation 
of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic  Disease. 
A Further  Report,  Brit.  Med.  J.  2:651:657  (June  14)  1969.  4.  Sartwell,  P.  E.; 
Masi,  A.  T.;  Arthes,  F.  G.?  Greene,  G.  R.,  and  Smith,  H.  E.:  Thromboembolism 
and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer.  J.  Epi- 
dem.  50:365-380  (Nov.)  1969. 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 
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SPECIAL  ARTICLES 


Kentucky  Physicians'  Response  to  a New  Health  Professionalt 

Ralph  W.  Eichenberger,  M.D.* *,  Walter  I.  Hume,  Jr.,  M.D.**, 

Keene  A.  Watson,  M.D.***  and  Rose  Marie  Hawkins,  M.P.H.**** 


In  this  report  of  Kentucky  physicians’ 
responses  to  a new  health  professional  a 
majority  of  them  see  a need  for  some 
type  of  new  health  worker.  A significant 
number  further  express  a willingness  to 
employ  one  in  their  own  practice.  In 
general,  they  approve  the  proposed  train- 
ing program  for  a specific  type  of  assis- 
tant, the  Clinical  Associate. 

IN  the  10  years  since  Hudsoni  first  suggested 
the  possible  need  for  a new  level  worker  to  assist 
the  physician  in  his  clinical  tasks  a variety  of 
programs  have  been  developed  attempting  to  answer 
this  need.  Few  of  these  programs,  however,  have 
documented  the  need  as  expressed  by  the  physician 
for  this  new  worker  who  is  supposed  to  assist  him, 
and  as  was  suggested  by  Hudson  that  this  should  be 
done. 

Pediatricians  have  surveyed  their  own  ranks  to  de- 
termine the  extent  of  assistance  rendered  in  their  prac- 
tice by  ancillary  personnel. 2 Internists  have  been 
analyzing  their  practice  routines  to  try  to  sort  out 
tasks  which  they  might  delegate  to  properly  trained 
professional  health  personnel.^  One  other  study  at- 


tr/i/j study  was  made  possible  by  support  from  the 
Ohio  Valley  Regional  Medical  Programs.  The  con- 
clusions are  those  of  the  authors  and  do  not  neces- 
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Lexington 

**** Department  of  community  medicine  (biostatis- 
tics), University  of  Kentucky  Medical  Center,  Lex- 
ington 


tempted  to  canvass  the  physicians  of  a state  con- 
cerning their  reaction  to  the  concept  of  a new  health 
professional  of  the  level  of  an  assistant.^ 

An  experiment  carried  out  at  the  University  of 
Kentucky  Medical  Center  trained  one  assistant  at 
the  request  of  a practicing  physician.  A subsequent 
proposal  that  would  expand  the  experiment  to  in- 
volve a number  of  students  in  a pilot  training  pro- 
gram and  that  would  prepare  the  Clinical  Associate 
in  two-year,  post-high  school  training  to  become 
a physician’s  assistant  met  with  the  cautious  en- 
dorsement of  the  Executive  Committee  of  the  Ken- 
tucky Medical  Association.  The  proposed  idea  and 
training  program  was  then  submitted  to  the  entire 
membership  of  the  Association  through  a special 
article  in  the  Journal  of  the  Kentucky  Medical  As- 
sociation.5  Following  this  a survey  of  the  physicians’ 
reactions  to  the  proposed  new  health  professional 
was  undertaken. 

Method 

A three-part,  19-item  questionnaire  was  submitted 
to  members  of  the  State  Medical  Association.  Rather 
than  ask  for  a set  of  responses  to  a general  idea  of 
the  physician’s  assistant,  reference  was  made 
throughout  the  questionnaire  to  the  article  in  the 
Journal,^  and  the  questions  sought  a response  to 
the  ideas  and  proposals  concerning  a specific,  rather 
clearly  defined  figure,  the  Clinical  Associate,  and 
to  a specific  program,  the  one  proposed  by  the  Uni- 
versity of  Kentucky. 

Part  1 of  the  questionnaire  asked  a minimum  of 
identifying  information,  name,  address,  specialty  and 
type  of  practice.  Part  2 asked  only  one  question, 
“In  your  opinion,  is  there  a need  for  some  type  of 
new  health  person  such  as  the  Clinical  Associate’’. 
If  the  answer  was  “no”,  the  physician  was  advised 
that  he  could  return  the  questionnaire  without  having 
to  complete  the  last  part. 

Part  3 had  several  sub-sections.  From  physicians 
who  responded  affirmatively  to  a felt  need  for  a 
new  health  worker  additional  information  was  sought, 
the  extent  of  the  felt  need  in  their  own  practice, 
how  much  and  what  kind  of  training  this  person 
ought  to  have  to  be  of  assistance,  and  the  general 
rules  under  which  this  person  should  function, 
among  other  things. 
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In  order  to  give  every  physician  an  opportunity  to 
express  his  opinion  on  this  subject  the  questionnaire 
was  distributed  to  the  total  membership  of  KMA 
(2628)  accompanied  by  a letter  from  the  chairman 
of  the  Committee  on  Medical  Education  of  the  As- 
sociation explaining  the  purpose  and  importance  of 
the  survey  and  requesting  the  cooperation  of  the 
members.  Reliance  for  response  from  this  group  de- 
pended entirely  upon  this  one  mailed  questionnaire. 

At  the  same  time,  a 10  per  cent  representative 
sample  of  the  membership  was  identified  for  more 
intensive  follow-up.  From  a random  start  this  sam- 
ple was  drawn  systematically  from  the  Kentucky 
Medical  Association  files  which  are  stratified  al- 
phabetically by  zip  code  number.  A general  ge- 
ographic distribution  of  the  sample  was  thus  ob- 
tained by  this  method,  as  may  be  seen  from  the  ac- 
companying chart.  (Fig.  1)  Although  we  did  not 
have  a practicable  means  at  our  disposal  for  select- 
ing the  sample  by  practice  specialty,  general  prac- 
titioners, who  constitute  34  per  cent  of  all  physician 
members  of  the  Kentucky  Medical  Association,  were 
found  to  be  represented  by  36  per  cent  of  our 
sample  respondents. 

FIG.  1 

Geographic  distribution  of  sample  respondents  as  the 
percentage  of  total  members  of  the  Kentucky  Medical 
Association  by  regions  of  the  Commonwealth. 


A 10  per  cent  sample  selected  systematically  from  a ran- 
dom start  from  membership  files  stratified  alphabetically 
and  by  zip  code  number.  November  1969. 

Two  additional  procedures  were  utilized  in  elicit- 
ing a response  from  the  sample  group.  Non-respond- 
ents after  three  weeks  were  sent  a follow-up  letter, 
reprint  of  the  Journal  article,  and  another  ques- 
tionnaire. If  a response  was  still  not  forthcoming 
within  another  three  weeks  the  physician  was  con- 
tacted by  telephone  and  further  urged  to  respond  to 
the  questionnaire.  At  no  time  however,  was  there 
indication  given  that  the  physician  so  solicited  was 
in  any  way  a special  target  that  would  perhaps  bias 
his  responses. 

The  results  of  this  survey  follow. 

Responses 

The  response  rate  from  the  initial  mailing  to  the 
entire  membership  and  the  sample  was  only  17  per 
cent.  This  was  raised  to  53  per  cent  for  the  sample 
group  after  the  second  letter,  and  another  20  per 
cent  by  subsequent  telephone  contact  for  a total  of 
73  per  cent  of  the  sample  group.  The  responses  from 


the  sample  of  physicians  were  thus  received  in  three 
more  or  less  distinct  lots.  However,  there  was  no 
statistically  significant  difference  in  the  percentage 
of  “yes”  and  “no”  responses  to  the  main  question 
(Part  2)  of  the  questionnaire  in  these  three  mailings. 

“Yes”  responses  were  57  per  cent,  60  per  cent  and 
66  per  cent  respectively  [X2=0.82,  p.>  .05}. 

Another  16  per  cent  (41  physicians),  when  con- 
tacted by  telephone,  promised  to  return  their  ques- 
tionnaires but  they  were  never  received  despite  the 
fact  that  a second  reprint  of  the  article  and  a third 
questionnaire  were  mailed  to  these  physicians  upon 
their  request.  The  remainder  of  the  sample  (11  per 
cent)  could  not  be  reached  by  phone  for  one  reason 
or  other  despite  repeated  attempts. 

Results 

Responses  from  the  Non-Sample: 

Of  the  413  non-sample  members  from  whom  a 
response  was  received,  no  part  of  the  question- 
naire was  answered  by  22,  the  explanation  given 
was  that  the  physician  was  retired,  or  in  military 
service,  or  out  of  practice  for  graduate  training,  { 
etc.  ■ 

Of  the  remaining  391,  61  per  cent  replied  that  in  ^ 
their  opinion  there  is  a need  for  a new  type  of 
health  worker.  38  per  cent  replied  that  there  was  no 
need.  One  physician  said  he  was  uncertain. 

To  a second  question,  75  per  cent  of  those  ex- 
pressing a general  need  further  indicated  that  they 
felt  a need  in  their  own  practice  for  some  person 
.such  as  the  Clinical  Associate.  Twenty-five  per 
cent  felt  no  need.  (Table  1) 

In  view  of  the  small  response  rate  from  the  non- 
sample membership  and  the  more  adequate  data 
from  the  representative  sample  of  physicians,  the 
remainder  of  this  report  will  deal  only  with  the  latter 
group. 

Responses  from  the  Sample: 

Of  the  262  physicians  of  the  sample  191  respond- 
ed, but  four  eliminated  themselves  as  participants 

TABLE  1 

Kentucky  physicians'  expressed  need 
for  a new  health  worker. 

Non-sample  Membership 
Question  N = 2366 


Yes 

No 

Total 

In  your  opinion,  is  there  a 

240 

151 

391* 

need  for  some  type  of  new 

health  worker  such  as  the 

Clinical  Associate? 

61  % 

38% 

99% 

Do  you  feel  any  need  in  your 

172 

58 

230** 

own  practice  for  some  person 

such  as  the  Clinical  Associate? 

75% 

25% 

1 00  % 

* Represents  total  respondents  from  the  non-sample  of  the 
membership. 

•♦Represents  total  respondents  from  the  non-sample  of  the 
membership  who  answered  yes  to  the  basic  question. 
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TABLE  2 

Expressed  need  for  a new  health  worker  by  a representative 
sample  of  Kentucky  physicians. 


Question  Sample 

n = 262 


Yes 

No 

Total 

In  your  opinion,  is  there  a need 

117 

70 

187* 

for  some  type  of  new  health 

worker  such  as  the  Clinical  As- 

sociate? 

63% 

37% 

1 00  % 

[95%  confidence  interval  = 

; 56-70%! 

Do  you  feel  any  need  in  your 

78 

36 

114** 

own  practice  for  some  person 

such  as  the  Clinical  Associate? 

68% 

32% 

1 00  % 

[95%  confidence  interval  = 

: 59-76%] 

* Represents  all  respondents 

from 

the  sample 

of  the 

membership 

**Represents  all  respondents 

from 

the  sample 

of  the 

membership  answering  “yes”  to  the  basic  question. 


by  reason  of  retirement  or  other  inactivity  and  did 
not  answer  the  questionnaire.  Of  the  187  respondents 
(71  per  cent  of  the  sample)  63  per  cent  replied  that 
there  is  a need  for  some  type  of  new  health  worker. 
(The  95  per  cent  confidence  interval  is  56-70  per 
cent.) 

The  remainder  checked  “no”  and  returned  the  ques- 
tionnaire without  further  response,  although  10  of 
the  negative  respondents  added  an  additional  note 
to  explain  more  specifically  why,  in  their  opinion, 
there  was  no  need,  or  that  such  a person  should 
not  be  trained.  (Table  2) 

The  physicians  (117)  who  expressed  a need  for  a 
new  health  worker  were  then  asked,  “Do  you  feel  a 
need  in  your  own  practice  for  such  a person  as  the 
Clinical  Associate?”.  Three  did  not  respond  to  the 
question  explaining  it  was  not  applicable  since  they 
were  not  personally  in  a practice  situation.  Of  the 
remainder,  68  per  cent  responded  in  the  affirmative. 
(The  95  per  cent  confidence  interval  =59  — 76 
per  cent.)  Seventy-one  of  the  78  physicians  respond- 


ing in  the  affirmative  further  indicated  they  would 
definitely  (29)  or  possibly  (42)  hire  such  a person 
as  the  Clinical  Associate. 

“Informal”  Assistants 

Expression  of  a felt  need  for  a new  type  of 
health  worker  was  made  in  spite  of — or  perhaps 
because  of — the  fact  that  73  per  cent  of  physicians 
replied  they  already  had  in  their  present  practice 
some  one  or  ones  whom  they  would  classify  as  an 
“informal”  assistant  defined  in  the  article  as  his 
“right  hand  man”  or  “girl  Friday”.  These  were  rep- 
resented by  several  professions  or  levels  of  training: 
RN’s  30,  LPN  15,  Nurses’  Aide  5,  Medical  Assistant 
19,  other  19. 

Acceptance  of  a New  Health  Worker 

One  question  frequently  raised  in  any  discussion 
of  the  physician’s  assistant  type  of  person  is  his  ac- 
ceptance by  patients,  by  other  allied  health  pro- 
fessionals, and  by  the  physician’s  colleagues.  Ken- 
tucky physicians  were  asked  to  express  their  opinion 
regarding  the  degree  of  acceptance  this  new  health 
professional  might  expect.  On  a scale  from  zero 
(totally  reject)  to  nine  (fully  accept)  they  rated 
patient  and  colleague  acceptance  at  a median  of  six 
and  their  staff  at  a median  of  seven. 

The  Function  of  the  Clinical  Associate 

The  University  of  Kentucky  program  to  train  a 
new  assistant  for  the  physician  would  produce  an 
activity-performer  to  serve  a markedly  expanded 
clinical  role  vis-a-vis  the  patient.  Physicians  were 
asked  which  of  the  proposed  activities  the  new 
health  worker  should  be  trained  to  perform.  Their 
responses  give  an  indication  of  the  clinical  functions 
these  physicians  feel  they  might  delegate  to  a lesser 
trained  health  worker,  and  of  their  concurrence  with 
the  training  program  as  presently  conceived. 

Eighty-two  per  cent  of  physicians  who  express  the 
need  for  a new  health  worker  believe  this  person 
should  be  trained  to  take  a complete  medical  history 


TABLE  3 


Functions  for  which  the  Clinical  Associate  should  be  trained,  as  seen  by  Kentucky  physicians. 


The  question:  In  your  opinion,  should  the  Clinical  Associate  be  trained  to  perform 

the 

following  activities? 

% 

Yes 

n = 1 17* 
% 

Unrestricted 

% 

Restricted 

Take  a complete**  medical  history? 

82 

43 

39 

Perform  a complete**  physical  examination? 

46 

9 

37 

Make  a preliminary  judgment  about  the  diagnosis,  or  state  a working  diagnosis? 

57 

24 

33 

Prescribe  further  investigations  on  his  own? 

48 

12 

36 

Administer  or  prescribe  therapy?  (per  certain  limitations  as  in  the  articlel 

57 

46 

1 1 

* Represents  all  respondents  from  the  sample  of  the  membership  answering  “yes”  to  the  basic  question. 
**defined  as  “complete  as  is  expected  of  a senior  medical  student” 
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(“as  complete  as  is  expected  of  a senior  medical 
student”).  Almost  half  of  those  would  place  some 
restrictions  on  this  activity,  but  our  questionnaire 
did  not  spell  out  what  those  restrictions  would  be 
nor  did  the  respondents  do  so.  Only  eight  per  cent 
would  not  see  this  as  a function  of  the  assistant. 

However,  only  46  per  cent  believe  this  new  person 
should  be  trained  to  do  a complete  physical  exami- 
nation and  37  per  cent  would  impose  some  restric- 
tions on  this  activity.  Forty-two  per  cent  were  em- 
phatic that  they  would  not  want  this  person  for  this 
clinical  activity  at  all. 

Should  the  Clinical  Associate  be  trained  to  make 
a preliminary  judgment  of  the  diagnosis  in  order  to 
proceed  to  the  further  investigations  which  might 
need  to  be  done?  Fifty-seven  per  cent  were  in 
favor  of  this,  24  per  cent  said  yes  unreservedly,  33 
per  cent  more  would  spell  out  some  restrictions,  and 
24  per  cent  would  not  see  this  as  a function  for 
which  the  assistant  should  be  trained. 

Forty-three  per  cent  would  not  want  the  person 
to  be  trained  to  order  or  perform  further  investiga- 
tions on  his  own.  Forty-eight  per  cent  believe  he 
should  be  so  trained,  but  36  per  cent  would  place 
certain  restrictions  on  this  activity. 

It  had  been  stated  in  the  previous  article  that  the 
greatest  objections  to  the  proposed  functions  of  the 
Clinical  Associate  would  be  to  his  administering  or 
prescribing  treatment.  Nevertheless,  it  was  proposed 
that  under  carefully  regulated  situations  he  be  author- 
ized to  “administer  and  prescribe  therapy,  but  only 
and  always  as  the  agent  of  the  physician.”  Very 
generally,  then,  some  limitations  were  spelled  out  as 
they  might  be  applied,  “certain  prescriptions  or 
treatments  would  be  prohibited,  some  might  be  con- 
ditional, others  might  be  permitted,  all  would  ulti- 
mately be  subscribed  to  in  writing  by  the  physician”. 

Contrary  to  expections  57  per  cent  of  those  in 
favor  of  some  type  of  new  health  worker  thought  the 
Clinical  Associate  should  be  trained  to  administer  or 
prescribe  therapy.  Forty-six  per  cent  were  satisfied 
with  the  limitations  as  spelled  out.  Eleven  per  cent 
specified  further  limitations  they  would  impose. 
Thirty-four  per  cent  would  not  under  any  circum- 
stances want  this  a part  of  the  training. 

TABLE  4 


Educational  pre-requisites  for  the  Clinical  Associate  as 
seen  by  Kentucky  physicians. 


Minimum  educational  background: 

No. 

% 

High  School 

32 

28% 

2 Yrs.  College 

42 

35% 

Bachelor’s  Degree 

10 

8% 

R.N. 

20 

18% 

Certified  in  a Profession 

2 

1 % 

Not  Ans. 

12 

10% 

Totals* 

117 

1 00  % 

*represents  sample  respondents  answering 

“yes" 

to  the 

basic  question. 


TABLE  5 

Academic  to  Preceptorship  ratio  of  the  training  program 


of  the  Clinical  Associate  as  seen 

by  Kentucky 

physicians. 

Academic  : Preceptorship 

No. 

% 

1/4  : 3/4 

8 

6% 

1/3  : 2/3 

9 

7% 

1 /2  : 1/2 

52 

44% 

2/3  : 1/3 

9 

7% 

3/4  : 1/4 

20 

19% 

Not  Ans. 

15 

13% 

Totals* 

117 

1 00  % 

^represents  sample  respondents  answering  “yes"  to  the 
basic  question. 


Authorization  to  Function 

A solution  to  another  troublesome  question  con- 
cerning this  new  health  worker  was  proposed  in  the 
referred  to  article.  Rather  than  licensing  by  law, 
the  legal  authorization  and  responsibility  for  the 
Clinical  Associate  to  function  would  rest  with  the 
physician  whose  associate  he  is.  To  the  query, 
“Would  you  be  satisfied  with  this  solution  . . ?”,  56 
per  cent  said  they  would,  14  per  cent  said  they  would 
not.  Some  indicated  further  that  they  thought  the 
new  worker  should  be  licensed  or  certified  or  both 
licensed  and  certified  (18  per  cent). 

Education  of  the  Assistant 

The  remainder  of  the  questionnaire  asked  the 
physicians  answering  Part  3 concerning  the  educa- 
tional prerequisites,  the  length  of  the  training  period, 
and  the  ratio  of  academic  and  preceptorship  com- 
ponents they  thought  the  program  should  have. 

The  minimum  educational  background  which 
should  be  required  for  entering  upon  this  type  of 
training  was  thought  to  be  high  school  by  28  per 
cent,  two  years  of  college  by  35  per  cent,  a bachelor’s 
degree  by  nine  percent,  R.N.  by  18  per  cent,  and 
certified  in  some  other  professions  one  per  cent 
(Table  4) 

The  University  of  Kentucky  Clinical  Associate  pro- 
gram proposes  a 24-month  training  period.  Seventy- 
one  per  cent  of  the  respondents  agreed  this  was 
adequate;  11  per  cent  did  not.  In  a subsequent  ques- 
tion seven  respondents  thought  12  to  18  months 
training  would  be  sufficient,  eight  thought  the 
graduate  should  qualify  for  an  Associate  degree 
from  a community  college  and  eight  that  they  should 
qualify  for  a baccalaureate  degree.  One  respondent 
would  demand  that  they  qualify  for  a master’s  de- 
gree. 

Forty-four  per  cent  thought  the  ratio  of  academic 
to  preceptorship  training  should  be  half  and  half  and 
they  concur  with  the  proposed  program  in  this. 
Six  per  cent  thought  it  should  be  1:3;  seven  per 
cent,  1:2;  seven  per  cent  2:1;  and  19  per  cent 
thought  it  should  be  academic  three  parts  to  one 
part  preceptorship.  (Table  5) 
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Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 

chancroid 

diphtheria 

endocarditis 

genitourinary 

infections 

gonorrhea 

granuloma  inguinale 
listeriosis 

lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 

call  me“AchrO*V” 


Every  pharmacist  knows  ACHRO®  V stands  for  ACHROMYCIN®  V 


I >ntraind  (cations:  Hypersensitivity  to 
(racy  dine. 

arning:  In  renal  impairment,  since 
er  toxicity  is  possible,  lower  doses 
j indicated;  during  prolonged  therapy 
nsider  serum  level  determinations, 
lotodynamic  reaction  to  sunlight  may 
cur  in  hypersensitive  persons, 
lotosensitive  individuals  should 
oid  exposure;  discontinue  treatment 
ikin  discomfort  occurs, 
ecautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  urticaria, 

angioneurotic  edema,  anaphylaxis. 
Intracranial— bulging  fontanels  in  young 
infants.  yellow-brown  staining; 

enamel  hypoplasia.  anemia,  throm- 

bocytopenic purpura,  neutropenia,  eosino- 
philia.  L/ver— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


AchromycinfV 

Tetracycline 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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TABLE  6 


Responses  of  general  practitioners  and  specialists  in  Kentucky  to  the  survey  questionnaire. 


General  Practitioners 

Specialists 

X2 

n = 68* 

n = 123* 

Total 

Yes 

% 

Total 

Yes 

% 

p.  > .05 

NEED 

Need  for  a new  health  worker 

68 

35 

51  % 

123 

82 

67% 

4.26 

Personal  need  expressed 

27 

77% 

82** 

51 

62% 

2.46 

Might  employ  such  a person 

35 

23 

65% 

82 

48 

58% 

0.52 

Now  employs  “informal"  assistants 

35 

28 

80% 

82 

58 

71  % 

1.08 

FUNCTIONS 

Take  a history 

35 

34 

96% 

82 

62 

75% 

7.72 

Perform  a physical  examination 
Make  a preliminary  judgment  or 

35 

22 

62% 

82 

31 

38% 

6.21 

diagnosis 

35 

26 

74% 

82 

40 

49% 

6.49 

Do  a diagnostic  work-up 

35 

20 

57% 

82 

36 

44% 

1.72 

Treatment 

35 

19 

54% 

82 

48 

58% 

0.18 

EDUCATION 

High  School 

9 

25% 

f 23 

28% 

0.06 

Minimum  2 Yrs.  College 

16 

45% 

26 

32% 

2.09 

Pre-requisite  Bachelor  Degree 

35  i 

4 

1 1 % 

82 

6 

7% 

0.53 

R.N. 

4 

1 1 % 

16 

19% 

1.13 

Other 

2 

6% 

[ n 

14% 

1.47 

Represents  all  sample  respondents  to  the  questionnaire. 

♦♦Represents  sample  respondents  answering  “yes”  to  the  basic  question. 


Availability  of  Candidates 

Because  the  University  of  Kentucky  program  is 
committed  to  the  principle  of  accepting  candidates 
who  would  be  submitted  by  Kentucky  physicians, 
the  last  question  attempted  to  ascertain  how  many 
physicians  could,  or  thought  they  might  be  able  to, 
submit  candidates  for  training.  Twelve  per  cent  re- 
sponded that  they  definitely  could  and  37  per  cent 
more  that  they  probably  could. 

Assistants  for  the  Generalist  or  the  Specialist? 

Training  programs  that  have  developed  in  the  past 
10  years  have  been  variously  proposed  to  meet  the 
needs  of  the  general  practicioner  or  the  specialist.  Of 
40  programs  reviewed  in  October  1969,  five  were 
structured  to  prepare  only  the  generalist  assistant, 
five  others  would  prepare  the  generalist  as  well  as 
a variety  of  specialist  assistants.  The  remainder  were 
all  types  of  more  or  less  restricted  specialty  assist- 
ants. 

The  University  of  Kentucky  proposes  the  training 
of  a type  of  assistant  who  would  be  a generalist 
first  but  able  to  go  on  to  specialize  through  an 
elective  pathway  in  a preceptorship.  However,  since 
the  proposed  program  is  committed  to  responding  to 
the  needs  as  they  exist,  one  may  analyse  the  ex- 
pressions of  need  according  to  the  specialty  of 
Kentucky  physicians  sampled.  Small  numbers  in  the 
many  sub-specialties  represented  in  this  sample  pre- 
clude drawing  valid  inferences  for  each  of  them  in- 
dividually from  this  study.  However,  general  prac- 
titioners and  the  specialists  as  a group  may  be 
compared  both  as  to  felt  need  and  in  their  dif- 
ferences in  responses  to  other  questions  of  the  sur- 
vey. (Table  6) 

Expression  of  Personal  Need  by  Specialty  Type 

General  practitioners  as  a group  express  less  need 
for  a new  type  of  health  worker  than  do  the  spe- 


cialists, 51  per  cent  of  generalists  to  67  per  cent  of 
specialists  and  this  is  a statistically  significant  dif- 
ference [X2=4.26,  p.>  .05]. 

However,  it  is  pertinent  to  ask,  is  this  an  expres- 
sion of  need  of  a new  worker  for  someone  else  or  is 
there  a personal  felt  need  sufficiently  strong  that 
the  physician  would  employ  such  a person  if  he  were 
available? 

Although  77  per  cent  of  general  practitioners  com- 
pared to  62  per  cent  of  specialists  feel  a personal 
need  for  a new  health  worker,  and  65  per  cent  of 
generalists  might  be  in  the  market  to  hire  one 
compared  to  58  per  cent  of  specialists,  these  differ- 
ences are  not  statistically  significant. 

How  differently  do  general  practitioners  and  spe- 
cialists view  the  function  of  the  assistant?  Ninety- 
six  per  cent  of  generalists  who  responded  to  all  the 
questionnaire  would  see  the  Clinical  Associate 
trained  to  take  a history  compared  to  75  per  cent  of 
specialists.  [X2=7.72,  p>  .05]  Sixty-two  per  cent 
of  general  practitioners  and  38  per  cent  of  special- 
ists would  want  the  Clinical  Associate  trained  to  do 
a physical  examination  [X2=:6.21  p>  .05]  but  only 
11  per  cent  of  general  practitioners  and  eight  per 
cent  of  specialists  would  see  him  doing  the  exam 
without  some  restrictions. 

Seventy-four  per  cent  of  general  practitioners  and 
49  per  cent  of  specialists  would  want  the  Clinical 
Associate  trained  to  make  a preliminary  judgment 
about  a diagnosis.  Forty-three  per  cent  of  generalists 
and  29  per  cent  of  specialists  would  place  some  re- 
strictions on  this  activity. 

But  in  the  activities  of  doing  a diagnostic  work- 
up and  in  being  trained  to  administer  or  prescribe 
therapy  there  is  not  significant  difference  between 
general  practitioners  and  specialists.  Fifty-four  per 
cent  of  generalists  and  58  per  cent  of  specialists 
would  want  the  Clinical  Associate  to  be  trained  for 
the  latter  function. 
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Also,  in  the  matter  of  legal  authorization  for  the 
Clinical  Associate  to  function  there  is  no  signifi- 
cant difference  between  the  two  groups.  Fifty-one 
per  cent  of  generalists  and  58  per  cent  of  specialists 
would  be  satisfied  to  leave  the  legal  responsibility 
with  the  Associate’s  physician. 

Educational  Requirements 

The  educational  prerequisites  as  seen  by  general 
practitioners  and  specialists  are  also  listed  in  Table 
6.  There  are  some  slight  differences  between  the 
opinions  of  the  two  groups  but  none  of  them  are  of 
statistical  significance. 

Type  of  Practice  and  Need  for  a 
New  Health  Worker 

Forty-seven  per  cent  of  the  sample  population 
were  in  solo  practice  and  54  per  cent  of  physicians 
in  this  type  of  delivery  set-up  felt  a need  for  some 
new  type  of  health  worker.  Twenty-five  per  cent 
were  in  a partnership  and  60  per  cent  of  them  ex- 
pressed such  a need.  Sixteen  per  cent  were  in  group 
practice  and  67  per  cent  of  these  physicians  felt  a 
need  for  a worker  such  as  the  Clinical  Associate. 
(Table  7)  These  are  not  significant  differences  be- 
tween the  three  categories,  however.  [X2,,=0.60,  p> 
.05] 

TABLE  7 


Kentucky  physicians'  expressed  need  for  a new  health 
worker  according  to  type  of  practice. 


Type  of  Practice 

Total 

Sample 
n = 187* 
Yes 

% 

Solo 

90 

49 

54% 

Group 

31 

21 

67% 

Partnership 

48 

29 

60% 

Academic 

10 

10 

100% 

Industrial 

2 

2 

100% 

Public  Health 

3 

1 

33% 

Other 

3 

2 

66% 

187 

114 

^Represents  all 

respondents  from 

the  sample 

of  the 

membership. 

Expressed  Need  by  Year  of  Graduation 

It  has  been  presumed  and  was  so  stated  by  some 
physicians  interviewed  in  the  follow-up  of  this  sur- 
vey that  later  graduates  from  medical  school  would 
react  more  favorably  to  the  idea  of  assistants  than 
would  older  practitioners.  Table  8 shows  the  re- 
sponses of  physicians  answering  Part  3 of  the 
questionnaire  according  to  the  decade  in  which  they 
were  graduated. 

It  is  true  that  those  who  have  been  in  practice 
40  to  50  years,  almost  two-to-one  do  not  feel  a need 
for  a new  type  health  worker.  But  four  who  have 
been  graduated  longer  than  that,  three  of  whom  are 
still  in  active  practice,  all  express  the  need  for  some 


TABLE  8 


Kentucky  physicians'  expressed  need  for  a new  health 
worker,  according  to  decade  of  graduation  from  medical 
school. 


Decade 

Total 

Sample 
n - 187* 

Yes 

% 

1910-1919 

3 

3 

1 00  % 

1920-1929 

19 

7 

36% 

1930-1939 

28 

19 

64% 

1940-1949 

41 

24 

59% 

1950-1959 

66 

45 

68% 

1969-1969 

30 

19 

63% 

187 

117 

♦Represents 

all  respondents  from 

the  sample 

of  the 

membership. 

such  person  as  the  Clinical  Associate  to  assist  the 
physician. 

It  is  also  true  that  there  is  little  difference  among 
physicians  graduating  in  the  decades  since  then  but 
they  are  almost  two-to-one  in  their  felt  need  for  a 
new  assistant. 

Comparison  with  Wisconsin  Physicians 

The  findings  of  this  survey  show  some  interesting 
similarities  and  contrasts  with  the  study  done  in 
Wisconsin^  although  detailed  comparisons  cannot  be 
made  between  the  two  for  various  reasons. 

As  Coye  and  Hansen  point  out,  their  study  did  not 
survey  a randomly  selected  sample  of  the  physician 
population  and  their  findings  are  reported  on  only 
27  per  cent  volunteer  respondents.  Also,  the  ques- 
tions asked  are  not  quite  comparable  in  that  theirs 
are,  in  one  sense,  less  specific  in  that  they  seek  to 
elicit  a response  to  a hypothetical  person  and  the 
functions  he  might  perform.  Our  questionnaire,  after 
an  initial  question  that  eliminates  those  who  cate- 
gorically reject  the  whole  idea  of  a new  type  health 
worker,  then  seeks  to  elicit  a reaction  to  a clearly 
defined  figure,  the  Clinical  Associate,  and  to  a spe- 
cific program  that  has  been  proposed.  In  another 
sense,  the  questions  about  the  functions  of  the  as- 
sistant in  the  former  study  are  more  specific  in  that 
they  are  broken  down  into  finer  detail  and  are 
difficult  to  recombine  into  general  categories  to  be 
compared  with  ours. 

The  only  data  that  are  related  and  comparable 
are  their  responses  to  the  general  and  personal  felt 
need  for  some  new  type  of  worker  by  their  respond- 
ents and  those  of  our  non-sample  population.  These 
two  findings  are  remarkably  similar.  Sixty-one  per 
cent  of  both  groups  express  a general  need  and  in  the 
neighborhood  of  42  per  cent  express  a personal  need. 
(The  total  respondents  (391)  of  Table  1 must  be  used 
for  the  denominator  of  Kentucky  physicians  respond- 
ing affirmatively  to  this  question  (172)  to  make  the 
data  comparable). 

Comparison  of  other  data,  although  interesting, 
would  be  no  more  meaningful  than  making  com- 
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parison  with  our  own  non-sample  population,  and 
is  not  done  here  for  the  reason  cited  earlier. 

Conclusions 

The  response  rate  from  the  total  membership  is 
not  surprising  considering  that  the  target  popula- 
tion was  the  busy,  practicing  physician.  The  tele- 
phone follow-up  revealed  a number  of  well-known 
interrelated  phenomena  occurring  in  the  physician’s 
office,  the  daily  receipt  of  an  abundance  of  mail 
that  is  intercepted  by  very  efficient  secretaries  who 
screen  out  anything  that  looks  like  more  unnecessary 
paper  work  for  the  physician — including  question- 
naires. A not  infrequent  discovery,  too,  was  a cer- 
tain amount  of  apathy,  perhaps  more  apathy  than 
antipathy,  toward  this  whole  idea  of  a new  type  of 
health  worker. 

Nevertheless,  an  adequate  response  from  the  se- 
lected sample,  which  is  representative  geographical- 
ly by  design  and  representative  as  to  specialty  by 
chance,  does  allow  for  making  some  generalizations 
about  Kentucky  physicians’  reactions  to  a new 
health  professional. 

A majority  of  physicians  do  see  a need  for  a new 
type  of  health  worker.  This  is  not  an  expression 
merely  of  a general  need,  but  a significant  per- 
centage feel  a personal  need  for  someone  such  as  the 
Clinical  Associate  in  their  own  practice. 

Translated  into  round  numbers,  one  can  say  that 
some  1400  Kentucky  physicians  probably  feel  such 
a need  and  that  about  280  would  commit  themselves 
to  employ  such  a person  as  the  Clinical  Associate 
and  another  420  were  not  quite  so  definite  but 
would  possibly  hire  one  were  he  available. 

Specialists  express  more  of  a general  need  for  a 
new  type  of  assistant  than  do  general  practitioners, 
but  there  is  no  significant  difference  when  it  comes 
to  expressing  a personal  need  in  their  own  practice. 

There  is  no  significant  difference  in  expression  of 
need  according  to  the  type  of  practice  of  physicians 
whether  in  a solo,  group,  or  partnership  arrange- 
ment. Physicians  who  have  been  in  practice  40  to 
50  years  do  not  see  a need  for  a new  health  worker 
but  for  all  others  the  need  is  uniformly  strongly  ex- 
pressed. 

The  majority  of  Kentucky  physicians  would  be 
satisfied  to  leave  the  legal  authorization  of  the  Clinic- 
al Associate’s  function  to  rest  with  the  physician 
whose  agent  he  would  be. 

There  would  be  no  serious  problem  of  acceptance 
of  a new  health  professional  by  either  their  patients 
or  their  colleagues  and  less  so  by  their  staff,  in  the 
opinion  of  these  physicians. 

Kentucky  physicians  generally  agree  they  would 
want  to  see  the  Clinical  Associate  trained  to  per- 
form the  functions  proposed  for  an  expanded- clinical 


role.  But  they  clearly  show  preference  for  some 
activities  over  others  and  there  is  a difference  de- 
pending on  one’s  specialty. 

The  general  practitioner  would  see  the  Clinical 
Associate  trained  to  take  a history,  do  a physical 
examination  with  some  restrictions,  and  make  a pre- 
liminary diagnosis  more  than  would  the  specialist. 
Prescribing  further  diagnostic  studies  on  his  own 
and  carrying  out  treatment  procedures  are  seen 
equally  by  generalists  and  specialists  as  legitimate 
functions  for  which  the  Clinical  Associate  should  be 
trained. 

In  summary,  one  may  interpret  from  the  number 
of  positive  responses  that  a clear  majority  of  Ken- 
tucky physicians  are  in  general  accord  with  the  role 
as  it  is  spelled  out  for  the  Clinical  Associate  but 
with  certain  cautious  reservations. 

Their  opinions  about  the  educational  prerequisites 
and  the  training  experience  are  varied,  as  might  be 
expected  in  an  uncharted  field  such  as  this.  The 
majority  feel  that  the  trainee  should  come  to  the 
training  with  two  years  of  college  and  that  the 
course  ought  to  be  another  two  years,  one  year  of 
which  would  be  in  an  academic  setting,  the  second 
in  a preceptorship. 

There  is  another  smaller  group  who  feel  that  high 
school  followed  by  the  two  year  course  would  be 
adequate,  and  in  this  they  concur  with  the  program 
as  proposed  by  the  University  of  Kentucky.  A still 
smaller  number  would  set  the  prerequisites  as  an 
R.N.  certificate  and  two  additional  years  of  a half 
academic,  half  preceptorship  course. 

About  half  of  the  physicians  believe  they  might 
be  able  to  submit  a candidate  for  the  training  pro- 
gram. 
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Erratum 

♦Thomas  G.  Kotheimer,  Jr.  is  not  M.D.  as  he  was 
erroneously  designated  by  the  publishers  of  this 
article. 
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^ell,  Dr.  Cunningham!  I was  just  telling  Herbert 
'>hould  talk  to  you  about  my  allergy, 
kst  my  nose  starts  to  tickle  and . . .” 


I know  the  rest  of  the  story.  Sneezing.  Watery  eyes. 
1/  nose.  And  for  prompt  relief  of  these  symptoms, 
Ij's  Novahistine®  LP.  These  continuous-release  tablets 
|}  a vasoconstrictor-antihistamine  formulation  that 
<ns  working  in  minutes,  then  continues  to  provide 
if  for  hours.  Even  when  nasal  congestion  is  due  to 
ated  allergic  episodes,  two  Novahistine  LP  tablets. 


morning  and  evening,  let  most  patients  breathe  freely  all 
day  and  all  night.  Use  with  caution  in  individuals  with 
severe  hypertension,  diabe-  .i.*  ® 

tes  mellitus,  hyperthyroid-  iNOVElHSllIlC 

ism  or  urinary  retention.  X TJ 

Caution  ambulatory  patients  -LiJT  decongestant 

that  drowsiness  may  result.  (Each  tablet  contains  25  mg.  of  phenylephrine 

hydrochloride  and  4 mg.  of  chlorpheniramine 
maleate.) 


THE  DOW  CHEMICAL  COMPANY  Rx  Pharmaceuticals  Indianapolis 


JUDGE  ANTIBIOTIC/OINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


IN  ASTHMA  ^Loptional 
IN  EMPHYSEMA  therapy 


imCdhoneA 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylUne;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming) ; 16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylUne-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  H to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Obesity  may  also  aggravate  osteoarthritis, 
flat  feet,  intertriginous  dermatitis,  varicose 
veins,  and  ventral  or  diaphragmatic  hernias.^'^ 
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you  are  considering  weight  reduction,  consider 

phenmetrazine  hydrochloride 
Endurets* 

prolonged-action  tablets 

Often  effective 

Controlled  studies  in  a general  patient  popu- 
lation have  shown  that  when  Preludin  is  used 
with  diet,  the  rate  of  weight  loss  exceeds 
that  obtained  by  placebo  and  diet. 

Long  acting 

Slow,  even  release  of  the  active  principle 
usually  suppresses  appetite  continuously  for 
about  12  hours. 

Once-a-day  dosage 

One  Endurets  tablet  after  breakfast.  It  helps 
reduce  weight  and  costs,  conveniently. 

For  contraindications,  warning,  precautions, 
and  adverse  reactions,  please  see  the  full 
prescribing  information. 

It  is  summarized  on  this  page. 

Where  there’s  no  will  there’s  a therapeutic  way. 


•Among  persons  20%  or  more 
overweight  as  compared  with 
median  weight  for  persons  of 
like  height  and  sex. 

1.  Kannel,  W.B..  ef  a/.:  Circula- 
tion 35:734,  1967. 

2.  Thomas.  H.E.,  Jr.,  ef  a/.:  Med. 
Times  95:1099,  1967. 

3.  Albrink.  M.J.,  in:  Beeson, 

P.B.  & McDermott.  W.  (eds.): 
Cecil-Loeb  Textbook  of  Medicine, 
ed.  12.  Phila.:W.B.  Saunders 
Co..  1967. 

Preludin® 

phenmetrazine  hydrochloride 

Preludin  is  indicated  only  as  an 
anorexigenic  agent  in  the  treat- 
ment of  obesity.  It  may  be  used  in 
simple  obesity  and  in  obesity 
complicated  by  diabetes,  mod- 
erate hypertension  (see  Pre- 
cautions), or  pregnancy  (see 
Warning). 

Contraindications:  Severe 
coronary  artery  disease,  hyper- 
thyroidism, severe  hypertension, 
nervous  instability,  and  agitated 
prepsychotic  states.  Do  not  use 
with  other  CNS  stimulants, 
including  MAO  inhibitors. 
Warning:  Do  not  use  during  the 
first  trimester  of  pregnancy  un- 
less potential  benefits  outweigh 
possible  risks.  There  have  been 
clinical  reports  of  congenital  mal- 
formation, but  causal  relation- 
ship has  not  been  proved.  Animal 
teratogenic  studies  have  been 
inconclusive. 

Precautions:  Use  with  caution  in 
moderate  hypertension  and 
cardiac  decompensation.  Cases 


involving  abuse  of  or  depend- 
ence on  phenmetrazine  hydro- 
chloride have  been  reported.  In 
general,  these  cases  were 
characterized  by  excessive 
consumption  of  the  drug  for  its 
central  stimulant  effect,  and  have 
resulted  in  a psychotic  illness 
manifested  by  restlessness,  mood 
or  behavior  changes,  hallucina- 
tions or  delusions.  Do  not  exceed 
recommended  dosage. 

Adverse  Reactions:  Dryness  or 
unpleasant  taste  in  the  mouth, 
urticaria,  overstimulation, 
insomnia,  urinary  frequency  or 
nocturia,  dizziness,  nausea,  or 
headache. 

Dosage:  One  25  mg.  tablet  b.i.d. 
or  t.i.d.  Or  one  75  mg.  Endurets 
tablet  a day,  taken  by  mid- 
morning. 

Avaiiabiiity:  Pink,  square,  scored 
tablets  of  25  mg.  for  b.i.d.  or 
t.i.d.  administration,  in  bottles  of 
100  and  1000. 

Pink,  round  Endurets®  prolonged- 
action  tablets  of  75  mg.  for 
once-a-day  administration,  in 
bottles  of  100  and  1000. 
(B)R3-46-560-B 

For  complete  details,  please  see 
full  prescribing  information. 

Under  license  from 
Boehringer  Ingelheim  G.m.b.H. 


Geigy  Pharmaceuticals  <§> 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Peptic  Ulcer— Anything  New? 


It  is  profitable  now  and  then  to  inquire  what 
changes  occur  that  should  alter  our  accepted 
concepts  relating  to  any  disease.  Such  changes 
sometimes,  but  rarely,  are  rapid,  even  revolutionary; 
but  more  often  gradual  and  almost  imperceptible. 
It  has  been  so  in  the  case  of  our  knowledge  con- 
cerning peptic  ulcer.  For  instance,  20  years  ago 
there  was  a movement  to  abandon  the  term  “peptic” 
and  better  define  just  the  type  of  ulcer  under  con- 
sideration. Present  literature  however  makes  about 
as  frequent  of  the  term  as  before. 

Continuous  and  exhaustive  research  and  study 
has  been  carried  on  for  more  than  30  years  to 
better  understand  and  define  the  etiology  of  the 
disease  and  some  encouraging  new  approaches  have 
been  published  during  the  past  year  but  we  are  still 
far  from  knowing.  The  best  that  has  been  offered 
is  that  the  factors  are  numerous  and  varied.  “Stress 
ulcer”  has  come  to  the  fore  in  recent  years  but  just 
what  is  meant  by  the  term  is  vaguely  understood 
and  what  successful  means  may  be  used  for  its 
prevention  and  cure  has  not  been  explained.  Ulcer 
does  not  seem  more  frequent  in  psychosomatic  or 
psychotic  persons  than  in  the  general  population. 
The  previously  overworked  “ulcer  diathesis”  has  all 
but  fallen  into  disuse.  Nor  are  age  limits  now 
accepted;  it  occurs  from  infancy  to  extreme  senility, 
though  not  of  course  with  the  same  frequency  as  in 
young  adult  and  middle  ages. 

Duodenal  ulcer  has  generally  been  accepted  as 
occurring  from  four  to  ten  times  as  frequently  as 
gastric  ulcer.  Autospy  findings  have  always  tended 
to  refute  this  accepted  thought  and  clinical  experi- 
ence now  tends  to  considerably  narrow  this  ratio. 
Better  roentgenological  techniques  have  perhaps 
been  the  principal  factor  in  this  change. 

A well  recorded  history  is,  and  always  has  been, 
the  most  helpful  means  of  suggesting  diagnosis  of 
ulcer.  Physical  findings  generally  contribute  little. 
X-ray  examination  remains  our  principal  reliance 
in  establishing  diagnosis  but  even  this  is  often 
deceptive.  Endoscopic  study  continues  to  be  of  great 
help  in  questionable  cases  especially  for  gastric 
lesions.  The  fibroscope  has  not  justified . its  early 
claims  as  a means  of  entering  the  duodenum. 

Gastric  analysis  has  been  regarded  by  many 
physicians  as  of  secondary  or  even  negligible  value 
in  establishing  diagnosis  of  either  gastric  or  duo- 


denal ulcer,  but  of  greater  service  in  differentiating 
benign  from  malignant  gastric  lesions.  Modifications 
such  as  fractional  specimens,  histamine  or  histolog 
stimulation  and  recording  of  PH  values  have  in- 
creased the  usefulness  of  actual  titration  of  gastric 
contents  and  it  continues  to  be  a reliable  aid  in 
diagnosis,  in  guiding  therapeutic  measures  and,  in 
malignant  gastric  lesions,  offering  some  help  in 
prognosis.  Tubeless  gastric  analysis  has  seemed  to 
us  to  have  very  limited  or  even  uncertain  useful- 
ness. 

Whether  much  progress  has  been  made  during 
the  last  decade  or  two  or  three  in  treatment  of 
peptic  ulcer  is  debatable.  Many  methods  have  come 
and  gone.  A few  remain  fairly  stable.  The  bene- 
ficial effects  of  cabbage  juice,  milk  or  no  milk, 
foreign  protein  and  hormone  injections,  enterogas- 
trone,  complete  bed  rest,  focal  infection  and  vac- 
cines, psychiatric  counselling,  change  of  occupation, 
climate  and  environment  have  proved  to  be  disap- 
pointing. The  anticholinergics  have  largely  fallen 
into  disuse  because  there  is  no  substantial  evidence 
that  they  significantly  reduce  the  acid  secreting 
function  of  the  stomach  while  at  the  same  time 
occasionally  producing  adverse  reactions  such  as 
altering  the  function  of  the  stomach  and  urinary 
bladder.  It  has  been  a long  time  since  we  have 
seen  “Sippy  diet”  ordered  on  a chart.  The  strict 
insistence  upon  milk  and  other  bland  or  pureed 
foods  with  very  gradual  increase  of  allowance  over 
a three  to  six  week  period  has  gradually  given  way 
to  the  present  permissiveness  of  practically  un- 
restricted diet.  Fairly  convincing  reports  have  ap- 
peared to  the  effect  that  either  method  accom- 
plishes the  same  end,  with,  of  course,  some  edge 
in  favor  of  the  more  liberal  regimen. 

Three  long  accepted  principles  of  treatment  how- 
ever, do  hold  steadfast  in  the  minds  of  most 
physicians:  1)  relief  from  mental  and  emotional 

tension,  2)  frequent  fairly  small  feedings  and,  3) 
the  liberal  and  frequent  use  of  antacids,  which  is 
still  thought  to  be  the  most  effective  means  of 
providing  rapid  healing  of  the  ulcer.  Antacids  have 
changed,  if  not  progressed,  from  baking  soda  to 
combination  powders  with  magnesium  trisilicate 
regarded  as  not  effective,  to  aluminum  jels,  to 
polysaccharides  and  other  classes  of  acid  neutralizers 
and  inhibitors.  Today  a generally  accepted  medical 
regimen  consists  of  the  most  effective  relief  of 
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stress  and  tension,  using  mild  sedatives  and  tran- 
quilizers if  deemed  necessary;  frequent  feedings — 
varying  from  one  to  three  hours — of  a very  liberal 
variety  of  relatively  simple  foods;  antacids  at  one 
to  three  hour  intervals  as  deemed  necessary  to  con- 
trol acidity.  Gastric  analysis,  measuring  the  amount 
of  secretion  and  the  level  of  acidity  proves  to  be  a 
helpful  guide  to  the  use  of  antacid  therapy.  Anti- 
cholinergics may  seem  helpful  clinically  but  are 
now  not  generally  regarded  as  essential.  Re-X-ray 
of  the  intestinal  tract  at  three  to  six  week  intervals 
for  observation  of  progress  in  healing,  especially  of 
gastric  lesions,  should  not  be  neglected. 

Because  medical  treatment  has  so  often  been 
disappointing  in  the  quick  repair  and  prevention  of 
recurrences,  and  because  of  surgical  advances  of- 
fering greater  promise  of  relief  than  previously, 
most  physicians,  after  complications  or  intractible 
chronicity  or  recurrences,  are  more  prone  to  recom- 
mend surgical  treatment  than  ever  before.  There 
is  no  question  that  well  selected  and  executed 
surgery  for  the  above  listed  circumstances  offers 
more  than  it  did  even  a few  years  before.  Yet  it 
often  proves  to  be  far  .short  of  a satisfactory  or 
permanent  solution.  The  general  experiences  of 


about  20  per  cent  of  surgical  disappointments  per- 
haps still  maintains  despite  the  best  judgment  and 
technique  the  surgeon  can  offer. 

What  then  can  we  claim  as  substantial  progress 
in  this  50  years  from  the  Sippy  to  the  Inglefinger 
eras?  A great  deal.  We  have  learned  much  about  the 
life  history  of  peptic  ulcer,  what  it  is  not  and 
some  thing  of  what  it  is.  The  teamwork  of  the 
researcher,  the  pathologist,  the  roentgenologist,  the 
clinician,  and  the  surgeon  has  taught  us  all  very 
much.  There  is  frustration  that  we  have  not 
learned  more,  but  with  the  present  prompt  dis- 
semination of  medical  knowledge  we  should  cover 
a great  deal  more  ground  in  the  next  10  year 
period  than  ever  before.  The  principal  agencies 
working  in  this  area  are  the  Digestive  Disease 
Foundation,  the  National  Institute  of  Arthritis  and 
Metabolic  Diseases,  the  American  Gastroentero- 
logical Association,  the  American  College  of  Gas- 
troenterology and  the  Veterans  Administration.  The 
researches  and  clinical  experiences  of  these  groups 
are  much  more  coordinated  than  ever  before.  Per- 
haps we  need  a national  foundation  for  the  study 
of  gastrointestinal  diseases,  the  principal  of  which 
is  peptic  ulcer. 

Sam  a.  Overstreet,  M.D. 


Don't  Forget  To  Mark 
September  22-24,  1970 


as 


KMA  Annual  Meeting  Dates 


Medical  Association 
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Doctors! 

The  quickest,  easiest, 
most  economical  way  to 
acquire  a car. 

Conserve  your  precious  time 
and  keep  your  cash! 

Let  us  do  your 
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Medical  & Surgical  Equipment 
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CORPORATION 
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Synttiroiir 

(sodium  levothyroxine) 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific  replac 
ment  therapy  for  diminished  or  absent  thyroid  function  resultir, 
from  primary  or  secondary  atrophy  of  the  gland,  congenital  defer 
surgery,  excessive  radiation,  or  antithyroid  drugs.  Indications  fi 
SYNTHROID  (sodium  levothyroxine)  Tablets  include  myxedem 
hypothyroidism  \without  myxedema,  hypothyroidism  in  pregnane 
pediatric  and  geriatric  hypothyroidism,  hypopituitary  hypothyroid 
ism,  simple  (non-toxic)  goiter,  and  reproductive  disorders  associatr 
with  hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injectic 
is  indicated  in  myxedematous  coma  and  other  thyroid  dysfunctior 
where  rapid  replacement  of  the  hormone  Is  required.  When  a p 
tient  does  not  respond  to  oral  therapy,  SYNTHROID  (sodium  lev 
thyroxine)  injection  may  be  administered  intravenously  to  avoid  ai 
question  of  poor  absorption  by  either  the  oral  or  the  intramuscul 
route. 

Precautions:  As  with  other  thyroid  preparations,  an  overdosaj 
may  cause  diarrhea  or  cramps,  nervousness,  tremors,  tachycardi 
vomiting  and  continued  weight  loss.  These  effects  may  begin  aft 
four  or  five  days  or  may  not  become  apparent  for  one  to  three  weef 
Patients  receiving  the  drug  should  be  observed  closely  for  signs 
thyrotoxicosis.  If  indications  of  overdosage  appear,  discontini 
medication  for  2-6  days,  then  resume  at  a lower  dosage  level, 
patients  with  diabetes  mellitus,  careful  observations  should  be  ma' 
for  changes  in  insulin  or  other  antidiabetic  drug  dosage  requii 
ments.  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency, 
Addison’s  Disease  (chronic  subcortical  insufficiency),  Simmondij 
Disease  (panhypopituitarism)  or  Cushing’s  syndrome  (hyperadre; 
alism),  these  dysfunctions  must  be  corrected  prior  to  and  duriii 
SYNTHROID  (sodium  levothyroxine)  administration.  The  dri 
should  be  administered  with  caution  to  patients  with  cardiovascu 
disease:  development  of  chest  pains  or  other  aggravations  of  c; 
diovascular  disease  requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction.  ' 

Side  effects:  The  effects  of  SYNTHROID  (sodium  levothyroxir 
therapy  are  slow  in  being  manifested.  Side  effects,  when  they  | 
occur,  are  secondary  to  increased  rates  of  body  metabolism:  swei 
ing,  heart  palpitations  with  or  without  pain,  leg  cramps,  and  weiej 
loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been  observ(' 
Myxedematous  patients  with  heart  disease  have  died  from  abri. 
increases  in  dosage  of  thyroid  drugs.  Careful  observation  of  t 
patient  during  the  beginning  of  any  thyroid  therapy  will  alert  t 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  in  dosage  followed ' 
a more  gradual  adjustment  upward  will  result  in  a more  accur; 
indication  of  the  patient's  dosage  requirements  without  the  appe^ 
ance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHRC 
(sodium  levothyroxine)  TABLET  is  equivalent  to  approximately  q 
grain  thyroid,  U.S.P.  Administer  SYNTHROID  tablets  as  a sin 
daily  dose,  preferably  after  breakfast.  In  hypothyroidism  withi* 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily,  and  may| 
increased  by  0.1  mg.  every  30  days  until  proper  metabolic  balanct 
attained.  Clinical  evaluation  should  be  made  monthly  and  I 
measurements  about  every  90  days.  Final  maintenance  dosage  > j 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myxedema,  start  J 
dose  should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  C 
mg.  after  two  weeks  and  to  0.1  mg.  at  the  end  of  a second  two  wee  t' 
The  daily  dose  may  be  further  increased  at  two-month  intervals  “ 
0.1  mg.  until  the  optimum  maintenance  dose  is  reached  (0.1-1 .0  i ^ 
daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.. 
mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of  100  and  500.  In)  ^ 
tion:  500  meg.  lyophilized  active  ingredient  and  10  mg.  of  Manni' 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chlol 
Injection,  U.S.P.,  as  a diluent.  ’ 

.'  <1 

SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be  admit 
tered  intravenously  utilizing  200-400  meg.  of  a solution  contain 
100  meg.  per  ml.  If  significant  improvement  is  not  shown  the  folk'  ' 
ing  day,  a repeat  injection  of  100-200  meg.  may  be  given. 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Morton  Grove,  Illinois  60053 


; on  the  Embankment.  Two  figures  emerge  into  silhouette  against  a 
aed  street  lamp.  The  flare  of  a match  reveals  the  profile  of  Sherlock 
Imes.  As  he  lights  his  calabash,  his  companion  speaks: 


“Is  that  why  there’s  such  a smooth,  predictable  response,  Watson?’’ 
“Quite!  With  agent  T^,  SYNTHROID,  the  chances  of  a precipitous 
rise  in  metabolic  rate  are  lessened.’’ 


/ Jove,  Holmes,  that  amazing  intuition  of  yours  has  proved  right 
in.  What  we’re  looking  for  is  a single  entity.  I thought  we  were 
ling  with  several  others— even  twins.  But  now— I’d  say  we’ve 
;overed  a double  agent.” 

ell  me  more,  Watson,  and  be  quick  about  it!” 

atson  withdraws  a folded  paper  from  inside  his  greatcoat,  and 
ds  aloud  from  it): 


“But  how  does  ‘free’  thyroxine  fit  into  the  picture?” 

“Well,  Holmes,  you  might  call  it  the  tissue  thyroid  hormone— because 
‘free’  thyroxine  (that  is,  thyroxine  not  bound  to  protein)  is  active  at 
the  tissue  level.  It  is  gradually  released  from  thyroxine-binding  pro- 
teins. Each  daily  dose  of  SYNTHROID  is  mostly  bound  to  thyroid- 
binding proteins,  and  slowly  released  as  ‘free’  thyroxine— the  form  in 
which  it  is  metabolically  active.” 


le  key  to  the  whole  cypher  is  SYNTHROID  (sodium  levothy- 
ine)”. . . 

ihh!  Watson,  not  so  loud!  You’ll  alert  our  quarry.” 

itson  continues):  “A  single  entity  that  serves  two  functions.” 

I master  stroke,  Watson.” 

jllow  along.  Holmes.  In  the  neighborhood  of  95%  of  the  circulat- 
thyroid  hormone  is  levothyroxine— T^  as  you  call  it.  T^  is  bound 
hyroxine-binding  proteins  in  the  serum.  It  becomes  available  only 
dually  to  tissue  cells— as  free  thyroxine.” 


“Magnificent,  Watson!  So  protein-bound  thyroxine  is  the  major  form 
of  circulating  thyroid  hormone,  and  it  is  released  as  ‘free’  thyroxine. 
And  that’s  why  SYNTHROID  is  able  to  simulate  the  normal  process 
so  artfully.  Q.E.D.” 

“Not  so  fast.  Holmes.  SYNTHROID  works  for  the  physician,  too. 
Because  its  dosage  is  more  precisely  controllable,  and  because  re- 
sponse is  so  smooth  and  predictable,  the  doctor  gets  fewer  phone  calls 
in  the  wee  hours  from  agitated  patients.  Both  parties  get  more  sleep!” 

“Comforting,  my  dear  doctor,  to  know  that  SYNTHROID,  the 
‘single  agent,’  cleverly  does  the  job  of  two.” 


Synthroid^socjium  levothyroxine) 

1, 


—The  lowest  priced  tetracycline— nystatin  combination  available— 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1 904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an 
extensive  and  well  organized  activities  program,  including  occupational  therapy,  art  therapy, 
music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treat- 
ment program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs 
of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 
, or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704-254-3201 
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...to  reduce 

the  hemodynamic  “bind” 
of  constipation 
in  congestive  heart  failure 


Constipation  in  the  chronic  heart  failure  patient 
carries  with  it  the  ever-present  threat  of  acute 
cardiac  decompensation  while  straining  at  stool. 
In  the  already  weakened,  distended  heart,  a sud- 
den influx  of  blood  on  termination  of  the  Valsalva 
maneuver  is  considered  to  be  the  mechanism  of 
some  of  the  deaths  occurring  in  these  cardiac 
patients  during  straining  efforts.* 


Doxidan  is  a gentle  laxative  designed  to  free  your 
patient  from  the  hemodynamic  consequences  of 
straining  at  stool.  With  a fecal  softening  agent  to 
keep  the  stool  soft  and  easy  to  evacuate,  and  with 
just  enough  peristaltic  stimulation  to  urge  the 
sluggish  bowel,  Doxidan  reduces  the  hemody- 
namic “bind”  of  constipation. 

Composition:  Each  capsule  contains  50  mg.  dan- 
thron  N.F.  and  60  mg.  dioctyl  calcium  sulfosuc- 
cinate. 

Dosage:  Adults  and  children  over  12 — one  or  two 
capsules  daily.  Children  6 to  12 — one  capsule 
daily.  Give  at  bedtime  for  two  or  three  days  or 
until  bowel  movements  are  normal. 

Supplied:  Bottles  of  30,  100  (FSN  6505-074-3169) 
and  1000  (FSN  6505-890-1247). 


‘Best,  C.  H.  and  Taylor,  N.  B.:  The  Physiolog- 
ical Basis  of  Medical  Practice,  7th  edition, 
Williams  and  Wilkins,  Baltimore,  1961,  p.  480. 
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Div.  American  Hoechst  Corp. 
Cincinnati,  Ohio  45229  U.S.A. 
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Application 

FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBIT  SECTION 


1970  Annual  Meeting 

Convention  Center 


Kentucky  Medical  Association 

Louisville,  Kentucky  September  22,  23,  24 


Fill  Out  and  Mail  tO: 

T.  R.  MARSHALL,  M.D.,  Chairman 

Committee  on  Scientific  Exhibits 
Kentucky  Medical  Association 
3532  Ephraim  McDowell  Drive 
Louisville,  Kentucky  40205 

Applications  for  space  should  be  received 
before  July  1,  1970 

Dimensions  and  structure  of  KMA  Scientific 
booth  are  shown  in  accompanying  illustration 

1 . Title  of  Exhibit: 

2.  Name  (s)  of  Exhibitor  (s):  (AMA  Member?) 

Institution  (if  desired): 

Mailing  Address 

3.  Do  you  have  a built-in  exhibit? 

4.  Description  of  Exhibit:  (Attach  Brief  Description  Not  To  Exceed  50  Words  to  this  blank) 

5.  Exhibit  will  consist  of  the  following:  (Check  which) 

Charts  and  Posters.  . . . Photographs.  . . . Drawings.  . . . X-rays  .... 

Specimens.,..  Moulages....  Other  Material 

. „ , r.  . . (Describe) 

6.  Booth  Requirements: 

Amount  of  total  wall  space  needed? 


Back  wall  Side  walls  (All  side  walls  are  4') 

Square  feet  needed? Shelf  desired?  (yes  or  no)  


7,  Indicate  sources  of  assistance  provided  to  you  in  connection  with  the  exhibit.  . , . , 

8.  Has  this  exhibit  been  exhibited  before?  If  so,  when  & where? 

Date  

Signature  of  Applicant 


The  Kentucky  Medical  Association  will  provide  without  cost  to  the  exhibitor  the  following:  Exhibit 
space,  shelves,  sign  for  booth,  current,  bracket  lights,  provided  all  items  are  approved  in  advance 
by  the  committee. 

Cost  of  transporting  exhibits  to  the  meeting  must  be  borne  by  the  individual  exhibitor  as  well  as 
costs  of  cards,  signs,  etc.,  which  are  a part  of  the  exhibit. 

View  boxes,  furniture,  decorations,  etc.,  may  be  rented,  if  desired,  by  applying  directly  to  Jos.  T. 
Griffin  Company,  704  West  Main  Street,  Louisville  40202,  who  supply  equipment  for  the  annual 
KMA  meeting. 

Due  to  the  shortage  of  space,  please  have  your  exhibit  as  compact  as  possible. 
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IN  G.U.  THERAPY 

Does  not  create  problems... 


SOLVES  THEM 

WITH  FIRST  DOSE  PAIN  RELIEF 


Urised  is  a problem  solver  through  its  time  tested  record  of  minimal  side  effects. 
Unlike  newer  antibiotics  or  sulfonamides,  Urised  does  not  create  problems.  It  brings 
patient  comfort  with  first  dose  pain  relief.  For  over  50  years,  Urised  has  created 
physician  and  patient  confidence  by  providing  effective  therapy  when  needed. 


Clinically  effective  for  G.U.  Therapy’-s 


For  G.U.  Frequency- Urgency- Burning 


• CYSTITIS 

• PYELITIS 

• TRIGONITIS 

• URETHRITIS 


Each  blue-coated  tablet  contains  active: 

Atropine  Sulfate  ..0.03  mg.  Methylene  Blue  .. . 5.4  mg. 
Hyoscyamine  ....0.03  mg.  Phenyl  Salicylate  .18.1  mg. 

Methenamine  ....40. 8 mg.  Benzoic  Acid  ....  4.5  mg. 


Caution:  Federal  law  prohibits  dispensing  without  a prescription. 


Action  and  Uses:  Urised  is  effective  in 
cystitis,  pyelitis,  trigonitis  in  pregnancy, 
urethritis,  and  other  urinary  tract  infections 
where  the  invading  organisms,  such  as  E. 
coli,  S.  aureus  and  albus,  are  susceptible 
to  methenamine  and  methylene  blue  in  an 
acid  medium. 

URISED  also  is  useful  as  a prophylactic 
measure  prior  to  urinary  tract  instrumen- 
tation or  operation.  In  acute  fulminating 
infections,  URISED  may  be  used  for  symp- 
tomatic relief  while  awaiting  specific  lab- 
oratory diagnosis.  May  be  combined  with 
specific  therapy  where  indicated. 

Effects:  Rapid  relief  of  pain,  relaxation  of 
smooth  muscle  spasm  through  parasympa- 


tholytic action  of  atropine  and  hyoscya- 
mine; pus  cell  content  decreased. 
Administration  and  Dosage: 

Adults:  Two  tablets,  orally,  four  times 
per  day,  followed  by  liberal 
fluid  intake. 

Children:  One-half  the  adult  dose. 
Acute  cases:  Initially  two  tablets  every 
hour  for  three  doses,  fol- 
lowed by  the  recommended 
daily  administration. 

Precautions;  Administer  with  caution  to 
persons  with  known  idiosyncrasy  to  atro- 
pine and  cardiac  disease.  While  under  this 
therapy  the  urine  is  blue;  patients  should 


be  so  advised  to  allay  apprehension. 

Side  Effects;  Neither  irritation  nor  unto- 
ward reactions  have  been  reported;  how- 
ever, if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturi- 
tion occurs,  decrease  dosage.  If  rapid 
pulse,  dizziness  or  blurring  of  vision  oc- 
curs, discontinue  use  immediately.  Acute 
urinary  retention  may  be  precipitated  in 
prostatic  hypertrophy. 
Contraindications:  Glaucoma,  urinary 
bladder  neck  or  pyloric  obstruction,  duo- 
denal obstruction  and  cardiospasm.  Hy- 
persensitivity to  any  of  the  ingredients. 
How  Supplied:  Bottles  of  100,  500  and 
1,000  tablets. 

References:  (1)  Sands,  R.  X.:  New  York 
St.  J.  Med.  61:2598-2602,  1961;  (2)  Renner, 
M.  J.,  et  al.:  Hosp.  Topics  39:71-73,  1961; 
(3)  Haas,  Jr.,  J.,  and  Kay,  L.  L,:  Southwest. 
Med.  42:30-32,  1961;  (4)  Marshall,  W.: 
Clin.  Med.  7:499-502,  1960;  (5)  Strauss,  B.: 
Clin.  Med.  4:307-310,  1957. 
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Manufacturers  of  Uriceutical®  Specialties 

Pharmaceuticals,  Inc. 

Chicago,  Illinois  60640 
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Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G,l.  gas  distress* 
Non-constipating 


*with  the  defoaming  action  of  simethicone 


Stuart 


PHARMACEUTICALS  Pasadena,  Calif.  91 109 


Division  of  Allas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


ORGANIZATION  SECTION 


Outstanding  Scientific  Program  To  Feature  21  Guest  Speakers 
For  KMA  Annual  Meeting  September  22-24  in  Louisville 


Highlighting  the  1970  KMA  Annual  Meeting  will 
be  presentations  and  discussions  by  21  prominent 
guest  speakers  who  have 
accepted  invitations  to  ap- 
pear on  the  scientific  pro- 
gram of  the  three-day  ses- 
sion, which  will  be  held 
September  22-24  at  the 
Convention  Center,  Louis- 
ville, according  to  Walter 
L.  Cawood,  M.D.,  Ash- 
land, KMA  president. 

The  KMA  Scientific 
Program  Committee  has 
worked  to  arrange  an 
outstanding  program  which 
will  interest  physicians  in  every  medical  specialty. 
Guests  of  the  Association,  specialty  group  speakers, 
and  local  physicians  will  speak  at  the  four  general 
sessions  on  a number  of  medical  topics.  A few  of 
the  themes  chosen  for  the  general  session  presenta- 
tions are  “Emergencies,”  “Cardio-Pulmonary  Resusci- 
tations,” “Industrial  Medicine,”  and  “Tuberculosis.” 

The  Crackerbarrel  Session,  initiated  at  the  1969 
meeting,  will  again  be  featured  on  this  year’s  program 
and  will  include  many  individual  informal  discussions. 

Other  features  of  the  1970  session  include  meetings 
of  the  16  specialty  groups,  two  meetings  of  the  KMA 
House  of  Delegates,  the  President’s  Luncheon,  tech- 
nical and  scientific  exhibits,  an  Orientation  Program 
for  new  members  and  meetings  of  the  Woman’s 
Auxiliary  to  KMA. 

Invited  by  the  Association  to  participate  in  this 
year’s  Annual  Meeting  are  C.  Walton  Lillehei,  M.D., 
New  York,  N.Y.;  Lawrence  E.  Meltzer,  M.D., 
Philadelphia,  Pa.,  and  Vernon  N.  Houk,  M.D., 
Atlanta,  Ga. 

Doctors  Lillehei  and  Meltzer  will  speak  at  the 
September  23  morning  and  afternoon  general  sessions 
dealing  with  “Cardio-Pulmonary  Resuscitation.”  Doc- 
tor Houk  will  speak  on  “Chemotherapy  of  Tuberculo- 
sis” and  participate  in  a panel  discussion  on  the 
“Problems  in  TB  Therapy”  on  Thursday  morning, 
September  24. 

Doctor  Lillehei,  who  is  chairman  and  surgeon-in- 
chief of  the  department  of  surgery  at  New  York 
Hospital  and  Cornell  Medical  Center,  received  his 
M.D.  degree  in  1942  aad  his  Ph.D.  in  surgery  in 
1951,  both  from  the  University  of  Minnesota  Medical 


School.  A noted  surgeon.  Doctor  Lillehei  has  won 
numerous  awards,  a few  of  which  were  for  his 


Doctor  Meltzer  Doctor  Houk 

“inspired  teaching  of  cardiology”  in  such  countries  as 
Pakistan,  India,  Chile,  Colombia,  the  Philippines  and 
Taiwan. 

A 1952  graduate  of  the  University  of  Louisville 
School  of  Medicine,  Doctor  Meltzer  has  been  director 
of  the  section  of  clinical  investigation.  Research  In- 
stitute and  director  of  the  coronary  care  unit.  Uni- 
versity of  Pennsylvania  Medical  Center  since  1962. 
Before  going  to  the  University  of  Pennsylvania, 
Doctor  Meltzer  taught  physiology  and  pharmacology 
at  U of  L. 

Doctor  Houk,  deputy  chief  of  the  Tuberculosis 
Program  at  the  National  Communicable  Disease 
Center,  Atlanta,  is  a 1954  graduate  of  George  Wash- 
ington University  School  of  Medicine.  He  formerly 
was  chief  of  the  pulmonary  disease  section  of  the 
V.A.  Hospital,  Houston,  Texas. 

Further  details  on  other  speakers  and  highlights  of 
the  KMA  Annual  Meeting  will  be  carried  in  future 
issues  of  The  Journal. 

Exhibitors  Urged  To  Make  Plans 

All  physicians  interested  in  presenting  scientific 
exhibits  at  the  1970  KMA  Annual  Meeting  are 
urged  to  make  their  plans  and  application  to  do  so, 
according  to  T.  R.  Marshall,  M.D.,  Louisville,  chair- 
man of  the  KMA  Scientific  Exhibits  Committee. 

Exhibits  need  not  be  expensive  or  professionally 
constructed,  but  should  have  a good  subject  and  be 
of  teaching  value.  This  year’s  Annual  Meeting  will 
be  held  September  22-24  at  the  Louisville  Convention 
Center.  An  application  for  the  scientific  exhibits  is 
on  page  322.  For  further  information,  please  contact 
the  KMA  Headquarters  Office. 


Doctor  Lillehei 
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AMA  Annual  Convention  To  Offer 
Many  Features  For  Physicians 

The  119th  Annual  Convention  of  the  American 
Medical  Association  will  be  held  June  21-25  in  Chi- 
cago, 111.  and  will  feature  fireside  conferences,  gen- 
eral scientific  meetings,  section  programs,  research 
forum,  medical  motion  pictures  and  hundreds  of 
scientific  and  industrial  exhibits.  The  headquarters 
hotel  for  this  session  will  be  the  Palmer  House. 

This  year’s  convention  will  be  particularly  exciting 
to  Kentucky  physicians  as  Robert  C.  Long,  M.D., 
Louisville,  is  a candidate  for  AMA  President-Elect. 

Topics  for  the  four  general  sessions  will  be  the 
Comatose  Patient  and  the  Diagnosis  of  Death,  Con- 
ception Control  and  Abortion,  Delivery  of  Health 
Care,  and  the  Role  of  the  Physician  in  Family  Life 
and  Education. 

Six  special  sessions  have  been  scheduled  again  this 
year.  These  will  include  the  Suicidal  Patient,  Occupa- 
tional Diseases,  Plastic  and  Maxillofacial  Surgery, 
Neurological  Surgery,  Drug  Interactions  and  Adverse 
Reactions  and  Nuclear  Medicine.  Gerald  D.  Dorman, 
M.D.,  AMA  president,  urges  all  physicians  to  make 
their  plans  and  reservations  now  for  this  exciting 
meeting. 

Emergency  Care  Course  Offered 
September  16-19  in  Lexington 

The  American  Academy  of  Orthopaedic  Surgeons 
will  sponsor  a four-day  advanced  course  on  emer- 
gency care  and  transportation  of  sick  and  injured 
persons  September  16-19  at  the  University  of  Ken- 
tucky Medical  Center,  Lexington. 

Faculty  members  of  the  University,  members  of 
the  Fayette  County  Medical  Society  and  others  will 
conduct  lectures  and  practical  sessions  during  the 
course,  which  is  designed  for  experienced  first  aid 
personnel  interested  in  advanced  training  with  em- 
phasis on  the  instruction  of  others  in  emergency  care. 

For  information  write  William  K.  Massie,  M.D., 
c/o  Lexington-Fayette  County  Civil  Defense,  Loudon 
House,  Castlewood  Drive,  Lexington,  40505. 

Award  Presented  To  KEMPAC 
At  AMA/AMPAC  Seminar 

The  14-member  Kentucky  delegation  that  attended 
the  AMA/AMPAC  Workshop  on  Public  Affairs  in 
Washington,  D.C.  February  28-March  1 was  pre- 
sented an  AMPAC  award  in  recognition  of  KEM- 
PAC’s  outstanding  contribution  to  the  political  ac- 
tion movement  and  the  political  leadership  demon- 
strated during  the  past  year. 

Speaking  at  the  seminar  was  U.S.  Senator  Mike 
Mansfield,  Montana;  U.S.  Senator  Hugh  Scott,  Penn- 
sylvania, and  U.S.  Senator  Edward  R.  Gurnefy,  Flor- 
ida. These  prominent  figures  of  government  empha- 
sized the  need  for  political  involvement  at  the  local 
level  and  the  importance  of  broad-scale  financial 
and  personal  commitment  to  candidates. 


Those  in  attendance  from  Kentucky  were  Hoyt  D. 
Gardner,  M.D.,  member  of  AMPAC  Board  of  Di- 
rectors, and  Mrs.  Gardner,  president  of  the  Woman’s 
Auxiliary  to  KMA;  C.  Kenneth  Peters,  M.D.,  chair- 
man of  the  KEMPAC  Board,  and  Mrs.  Peters;  John 
C.  Quertermous,  M.D.,  president-elect  of  KMA;  Lee 
C.  Hess,  M.D.,  KMA  trustee;  Fred  C.  Rainey,  M.D., 
vice-chairman  of  the  KEMPAC  Board;  John  S.  Old- 
ham, M.D.,  KEMPAC  Board  member;  Max  P.  Jones, 
M.D.,  KEMPAC  Board  member;  Carl  J.  Bruegge- 
mann,  M.D.,  KEMPAC  Board  member;  Carl  Scott, 
M.D.,  KEMPAC  Board  member;  Mrs.  C.  C.  Lowry, 
KEMPAC  Board  member;  John  E.  Trevey,  M.D., 
chairman  of  the  Legislative  Committee  of  the  Fayette 
County  Medical  Society,  and  Gilbert  L.  Armstrong, 
KMA  director  of  field  services. 

Dr.  Haynes  Is  Named  Dean 
At  U.  L.  Medical  School 

Douglas  M.  Haynes,  M.  D.  was  named  dean  of 
the  University  of  Louisville  School  of  Medicine  by 
the  University’s  trustees  on  April  15.  Doctor  Haynes, 
who  has  served  on  the  University’s  faculty  for  15 
years,  was  named  interim  dean  last  May  to  fill  a 
vacancy  caused  by  the  resignation  of  Donn  Smith, 
M.  D.  as  dean. 

A 1946  graduate  of  Southwestern  Medical  Col- 
lege, Doctor  Haynes  became  chairman  of  the  de- 
partment of  obstetrics  and  gynecology  at  U of  L 
in  1957  and  served  in  that  post  until  he  became 
acting  dean  last  year. 

Doctor  Haynes  serves  on  several  KMA  commit- 
tees, including  the  Committee  on  Plans  and  Develop- 
ment and  the  Committee  on  Medical  Education. 

Board  of  Health  Appts.  Made 

Joseph  R.  Miller,  M.D.,  Benton,  was  recently  ap- 
pointed to  the  Kentucky  State  Board  of  Health  by 
Governor  Louie  B.  Nunn.  Doctor  Miller  served  as 
KMA  Vice-President  from  the  western  section  of  the 
State  from  1962  to  1963. 

In  another  appointment,  George  P.  Archer,  M.D., 
Prestonsburg,  a former  KMA  president  from  1963 
to  1964,  was  named  chairman  of  the  State  Board 
of  Health. 

PHYSICIAN  NEEDED 
HODGENVILLE,  KENTUCKY 

(Larue  County  Seat) 

\/  Office  Space  Reserved 
\/  120  Bed  Institution 

Call:  Dr.  J.  D.  Handley  — 358-3829 
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I love  my  family. 

I adore  this  house. 

My  in-laws  are  great, 
rhe  neighbors  are  wonderful. 


Indications'll  use  in  management  of  anxiety  and 
tension  occurring  alone  or  as  accompanying 
symptom  complex  to  medical  and  surgical  disorders 
and  procedures.  Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiely  and  related 
muscle-relaxant  properties 


Contraindications:  History  of  sensitivity  to 
meprobamate 

Important  Piecaul/ons.  Carefully  supervise  dose 
and  amounts  prescribed,  especially  for  patients 
prone  to  overdose  themselves.  Excessive  prolonged 
use  has  been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as  alcoholics, 
ex-addicts,  and  other  severe  psychoneurotics 
Ahet  prolonged  excessive  dosage,  reduce  dosage 
gradually  to  avoid  possibly  severe  withdrawal 
reactions  Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epileptiform 
seizures 


Warn  patients  ot  possible  reduced  alcohol  tolerance, 
with  resultant  slowing  of  reaction  time  and 
impairment  of  judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual 
disturbance  occurs:  if  persistent,  patients  should 
not  operate  vehicles  or  dangerous  machinery 
Side  Effects  include  drowsiness,  usually  transient: 
if  persistent  and  associated  with  ataxia,  usually 
responds  to  dose  reduction:  occasionally 
concomitant  CNS  stimulants  lamphetamine. 


mephentermine  sullatel  are  desirable.  Allergic  or 
idiosyncratic  reactions  are  rare,  but  such  reactions, 
sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no 
previous  contact  with  meprobamate.  Previous 
history  ot  allergy  may  or  may  not  be  related  to 
incidence  ot  reactions.  Mild  reactions  are 
characterized  by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  confined  to 
groin  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral 
edema  and  fever  have  been  reported.  One  fatal 
case  of  bullous  dermatitis  following  intermittent  use 
of  meprobamate  with  prednisolone  has  been 
reported.  If  allergic  reaction  occurs,  meprobamate 
should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarefy,  include 
angioneurotic  edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  |1  fatal  easel, 
anaphylaxis,  stomatitis  and  proctitis  |1  easel  and 
hyperthermia  Treat  symptomatically  as  with 
epinephrine,  antihistamine  and  possibly  hydro- 
cortisone Aplastic  anemia  |1  fatal  case], 
thrombocytopenic  purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely,  almost 
always  in  presence  of  known  toxic  agents.  A few 
cases  of  leukopenia,  usually  transient,  have  been 
reported  on  continuous  administration. 


and  petit  mal.  Extremely  large  doses  can  produce 
rhythmic  fast  activity  in  the  cortical  pattern. 
Impairment  of  accommodation  and  visual  acuity  has 
been  reported  rarely  Aher  excessive  dosage  for 
weeks  or  months,  withdraw  gradually  (1  or  2 weeks! 
to  avoid  recurrence  of  pretreatmenl  symptoms 
finsomnia,  severe  anxiety,  anorexia |.  Abrupt 
discontinuance  of  excessive  doses  has  sometimes 
resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures  Prescribe 
very  cautiously  and  in  small  amounts  for  patients 
with  suicidal  tendencies  Suicidal  attempts  have 
resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have 
resulted  in  prompt  sleep,  reduction  ot  blood 
pressure,  pulse  and  respiratory  rales  to  basal 
levels,  and  occasionally  hyperventilation.  Treat 
with  immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants  and  pressor 
amines  as  indicated!.  Doses  above  2400  mg  /day 
are  not  recommended. 


Composition.  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  WTSEALS* 
EQUANIL  (meprobamate!  400  mg  (All  tablets  also 
available  in  REDIPAK*  (strip  pack],  Wyeth.! 
Continuous-Release  Capsules.  EQUANIL  L-A 
(meprobamate!  400  mg. 


The  young  homemaker: 
her  underlying  anxiety 
and  tension  can  surface 
and  intensify  under  the 
continuous  stress  of 
rearing  a growing  family. 
Especially  when  she’s 
confined  to  the  home  anc 
its  environs  so  much. 

You  can  help  her  over 
the  rough  spots  with  _ 
reassurance  and  counsel 
Equanil  can  help  relieve 
tension,  ease  anxiety 
with  little  risk  of  serious' 
side  effects.  Time  and 
experience  will  probably 
do  the  rest.  | 
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Meprobamate  may  sometimes  precipitate  grand 
mal  attacks  in  patients  susceptible  to  both  grand 
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Wyeth  Laboratories 
Philadelphia,  Pa.  bztC— * 


Highlights  of  1970  KMA  Interim  Meeting  Presented 


Stimulating  addresses  and  informative  discussions 
were  two  of  the  highlights  of  the  1970  KMA  Interim 
Meeting  held  April  8 and  9 at  Kentucky  Dam  Village 
State  Park,  Gilbertsville.  Termed  a highly  successful 
session  by  members  and  officers  of  the  Association, 
the  two-day  meeting  was  attended  by  286  physicians, 
their  wives  and  guests. 

In  addition  to  the  outstanding  presentations  of  the 
guest  speakers,  the  Interim  Meeting  included  meetings 
of  the  KMA  Board  of  Trustees,  Woman’s  Auxiliary 
and  an  Orientation  Program  for  new  members. 

Russell  B.  Roth,  M.D.,  Erie,  Pa.,  speaker  of  the 
AMA  House  of  Delegates,  addressed  the  KMA 
audience  at  the  opening  session  April  8 on  “Health 
Care  in  the  Seventies.”  Doctor  Roth  reviewed  the 
problems  physicians  will  face  in  providing  medical 
services  in  the  next  decade. 

During  the  dinner  preceding  the  opening  session 
several  presentations  were  made  to  members  of  the 
Association.  KMA  President  Walter  L.  Cawood, 
M.D.,  Ashland,  presented  a charter  to  the  Pennyrile 
Medical  Society,  the  first  official  multi-county  society 
organized  in  Kentucky.  Gabe  A.  Payne,  Jr.,  M.D., 
Hopkinsville,  accepted  the  charter  as  President  of 
this  Society. 

Robert  C.  Long,  M.D.,  Louisville,  as  President  of 
the  AMA  Education  and  Research  Foundation,  pre- 
sented checks  to  the  representatives  of  the  two 
medical  schools  in  Kentucky.  Douglas  M.  Haynes, 


M.D.,  Louisville,  interim  dean  of  the  University  of 
Louisville  School  of  Medicine,  accepted  a check  for 
$9,895.19  for  the  U of  L.  The  assistant  to  the  Vice- 
President  of  the  University  of  Kentucky  College  of 
Medicine,  Tom  F.  Whayne,  M.D.,  Lexington,  ac- 
cepted a check  for  $3,677.56  for  U.K. 

The  Thursday  morning  sesion  opened  with  a panel 
discussion  on  the  timely  topic  of  Peer  Review. 
Moderated  by  Doctor  Cawood,  the  panel  consisted 
of  John  W.  Koon,  Louisville,  executive  secretary  of 
the  Kentucky  Farm  Bureau  Federation,  Vincent  San- 
tare,  M.D.,  Munster,  Ind.,  and  Marvin  A.  Bowers,  Jr., 
M.D.,  Louisville,  chairman  of  KMA’s  Claim  and 
Utilization  Review  Committee. 

Another  informative  panel  discussion  dealt  with 
the  Physician’s  Assistant,  a topic  of  much  interest  to 
today’s  physician.  This  panel,  moderated  by  Walter  I. 
Hume,  Jr.,  M.D.,  Ixtuisville,  included  Robert  W. 
Ewer,  M.D.,  Galveston,  Texas  and  D.  Robert 
Howard,  M.D.,  Durham,  N.C.  who  are  both  in 
charge  of  the  physician’s  assistant  type  of  program 
at  the  University  of  Texas  Medical  Branch  and  Duke 
University  School  of  Medicine,  respectively. 

A luncheon  session  featuring  an  address  by  J.  Ed 
McConnell,  Louisville,  closed  the  session.  As  Presi- 
dent of  Kentucky  Physicians  Mutual,  Inc.  and  Blue 
Cross  Hospital  Plan,  Inc.,  Mr.  McConnell  delivered 
a highly  entertaining  and  informative  talk  on  Blue 
Cross  and  Blue  Shield  in  Kentucky. 


Physician  Attendance  Listed  For  Spring  Orientation  Program 


Forty-six  physicians  attended  the  Tenth  KMA  Ori- 
entation Program  for  new  members  April  8 during  the 
Interim  Meeting  at  Kentucky  Dam  Village  State  Park, 
Gilbertsville,  according  to  Carl  Cooper,  M.  D.,  Bed- 
ford and  C.  Wyatt  Norvel,  M.D.,  co-chairmen  of  the 
KMA  Committee  on  Orientation. 

This  year’s  program  was  extensively  redesigned  with 
an  emphasis  on  brevity  and  informality.  Program  in- 
novations included  a detailed  slide  presentation  on 
KMA  and  a question  and  answer  period  at  the  con- 


clusion of  the  program. 

The  next  Orientation  Session  is  scheduled  to  be  held 
September  21  in  Louisville,  just  prior  to  the  opening 
of  the  1970  KMA  Annual  Meeting.  Details  of  the 
program  will  be  run  in  the  August  issue  of  The 
Journal. 

Those  physicians  who  attended  this  April  8 program 
are  listed  below.  The  KMA  Headquarters  Office 
should  be  contacted  if  the  name  of  an  attending  phy- 
sician has  been  inadvertently  omitted  from  the  list. 


James  E.  Adams,  M.O.,  Paducah 
Douglas  R.  Alvey,  M.O.,  Franklin 
Wm.  Thomas  Anderson,  M.D.,  Salyers 
Julio  Arce,  M.D.,  Alexandria 
W.  G.  Begley,  M.D.,  Bowling  Green 
Jack  D.  Bland,  M.D.,  Henderson 
William  E.  Bowers,  Jr.,  M.D.,  Harlan 
Kirk  Bowman,  M.D.,  Madisonville 
Earl  S.  Buchele,  M.D.,  Cloverport 
J.  R.  Buckles,  M.D.,  Caneyville 
Carl  B.  Caplinger,  M.D.,  Hopkinsville 
James  A.  Clarke,  M.D.,  Madisonville 
Samuel  Cooper,  M.D.,  Louisville 
John  A.  Crook,  Jr.,  M.D.,  Henderson 
Paul  E.  Davis,  M.D.,  Paducah 


Alfredo  V.  Echiverri,  M.D.,  Paris 
Walton  M.  Edwards,  M.D.,  Louisville 
Ralph  W.  Eichenberger,  M.D.,  Lexington 
Adalberto  J.  Fernandez,  M.D.,  Hazard 
Veryl  F.  Frye,  Jr.,  M.D.,  Somerset 
Jim  K.  Goodrum,  M.D.,  Bowling  Green 
Allen  J.  Hamon,  M.D.,  Carlisle 
Charles  E.  Hogancamp,  M.D.,  Paducah 
Glenn  E.  Hogancamp,  M.D.,  Paducah 
Hal  E.  Houston,  M.D.,  Murray 
J.  Jeff  Johnson,  II,  M.D.,  Paducah 
Daniel  Leb,  M.D.,  Louisville 
David  Leeper,  M.D.,  Symsonia 
Anthony  F.  Leger,  M.D.,  Harlan 
Lucretia  Little,  M.D.,  Madisonville 
R.  Leroy  Little,  Jr.,  M.D.,  Madisonville 


Aureliano  Martinez,  M.D.,  Dayton 
R.  Wathen  Medley,  Jr.,  M.D.,  Owensboro 
Wm.  Raymond  Meeker,  M.D.,  Lexington 
Lamar  C.  Meigs,  M.D.,  Ashland 
Richard  Plant,  M.D.,  Madisonville 
Charles  Richardson,  M.D.,  Bowling  Green 
William  N.  Richardson,  M.D.,  Cadiz 
Pravit  Senavinin,  M.D.,  Barbourville 
James  L.  Shumaker,  M.D.,  Paducah 
Augustin  Sierra,  M.D.,  Henderson 
Valentino  Simpao,  M.D.,  Calhoun 
C.  W.  Van  Hoeser,  M.D.,  Madisonville 
L.  Kenneth  Westerfield,  M.D.,  Owensboro 
Richard  Wham,  M.D.,  Henderson 
Elmer  W.  Ylitalo,  M.D.,  Paducah 
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Angles  make  the  letters  look  tipsy.  Squint  at  the  page  at  arm’s  length. 
Then  try  it  at  ten  feet.  Don’t  suffer  from  the  illusion  that  all  glasses  are 
properly  crafted. 

Rely  on  SOUTHERN  OPTICAL  accuracy 


6 convenient 
locations  m LOUISVILLE 
plus  BOWLING  GREEN 

CHARGE  ACCOUNTS 
INVITEO 


SOUTHERN  OPTICAL  BLOG 
'640  S 4th.  between  Bioadway  S Chestnut 
MEOICAL  ARTS  BLDG  | MEDICAL  TOWERS 
Eastern  Parkway  i Floyd  & Giay 

ST  MATTHEWS 

108  McArthur  Dr 
CONTACT  LENSES.  640  S 4lh 


^chrocidin  Tablets  and  Syrup 

dracycline  HCl— Antihistamine— Analgesic  Compound 

;h  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


THROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
I per  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
tients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
tracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


nlraindications:  Hypersensitivity  to  any 
nponent. 

irning:  In  renal  impairment,  since  liver  tox- 
y is  possible,  lower  doses  are  indicated;  dur- 
prolonged  therapy  consider  serum  level 
erminations.  Photodynamic  reaction  to  sun- 
it  may  occur  in  hypersensitive  persons. 
Jtosensitive  individuals  should  avoid  expo- 
e;  discontinue  treatment  if  skin  discomfort 
urs. 

icautions:  Drowsiness,  anorexia,  slight  gas- 
distress  can  occur.  In  excessive  drowsi- 
s,  consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gaslrointesiinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  dose-related  rise  in 

BUN.  Hypersensitivity  reactions— urucaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
B/ooc/— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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KENTUCKY  MEDICAL  ASSOCIATION 

BOARD  OF  TRUSTEES— 1969-1970 

Officers 

President WALTER  L.  CAWOOD, 

1200  Bath  Ave.,  Ashland  (606)  325-1665  

Pres.-Elect  JOHN  C.  QUERTERMOUS, 

205  S.  8th  St.,  Murray  (502)  753-5161  

Immediate  Past  Pres HENRY  B.  ASMAN, 

1169  Eastern  Pkwy.,  Louisville  (502)  454-4649  ... 

Vice-Pres DAVID  A.  HULL, 

2368  Nicholasville  Rd.,  Lexington  (606)  277-571  1 

Secretary S.  RANDOLPH  SCHEEN, 

1249  Medical  Arts  Bldg.,  Louisville  (502)  451-1661 

Treasurer KEITH  P.  SMITH, 

Medical  Arts  Building,  Corbin  (606)  528-321  1 . . . . 
Speaker,  House  of  Delegates  . . RICHARD  F.  GREATHOUSE, 

5 Triangle  Cen.,  Louisville  (502)  458-3219  

Vice-Speaker CARL  COOPER,  JR.,  Bedford  (502)  255-3282  

Chairman,  Board  of  Trustees  . . .WILLIAM  W.  HALL, 

Mayfair  Square,  Owensboro  (502)  684-6255  . . . . 

Vice-Chairman  THORNTON  E.  BRYAN,  JR., 

Cadiz  Clinic,  Cadiz  (502)  522-6673  


1970 

1971 
1970 

1970 

1972 
1972 

1971 
1971 

1970 

1970 


Delegates  to  the  A.M.A. 

J.  THOS.  GIANNINI,  1169  Eastern  Pkwy.,  Louisville  (502)  458-5315  Jan.  1969-Dec.  1970 

CHAS.  G.  BRYANT,  (Alt.)  1169  Eastern  Pkwy.,  Louisville  (502)  452-1558  ..Jan.  1969-Dec.  1970 

GEORGE  F.  BROCKMAN,  2 East  Main  Cross,  Greenville  (502)  338-3660  ...Jan.  1970-Dec.  1971 

DARYL  P.  HARVEY,  (Alt.)  Glasgow  (502)  651-2133  Jan.  1970-Dec.  1971 

CHAS.  C.  RUTLEDGE,  Hazard  Clinic,  Hazard  (606)  436-3121  Jan.  1970-Dec.  1971 

DAVID  B.  STEVENS,  (Alt.)  304  S.  Limestone.  Lexington  (606)  254-8008  Jan.  1970-Dec.  1971 


Trustees 

1st  District C.  C.  LOWRY,  104  N.  Fifth  St.,  Murray  (502)  753-1340  1971 

2nd  District WILLIAM  W.  HALL,  Mayfair  Square,  Owensboro  (502)  684-6255  1970 

3rd  District THORNTON  E.  BRYAN,  JR.,  Cadiz  Clinic,  Cadiz  (502)  522-6673  1971 

4th  District W.  BRUCE  HAMILTON,  4th  & Buckman,  Shepherdsville  (502)  543-6362  . .1971 

5th  District JOHN  S.  LLEWELLYN,  510  Heyburn  Bldg.,  Louisville  (502)  584-2173  ....1972 

6th  District PAUL  J.  PARKS,  1109  State  St.,  Bowling  Green  (502)  842-0111  1972 

7th  District DONALD  CHATHAM,  615  Washington  St.,  Shelbyville  (502)  633-3525  ..1970 

8th  District LEE  C.  HESS,  721 1 U.S.  42,  Florence  (606)  371-1153  1972 

9th  District J.  CAMPBELL  CANTRILL,  St.  Luke  PI.,  Georgetown  (502)  863-1231  1970 

10th  District ANDREW  M.  MOORE,  108  E.  Maxwell,  Lexington  (606)  252-4406  1970 

11th  District DOUGLAS  H.  JENKINS,  527  W.  Main,  Richmond  (606)  623-3751  1972 

12th  District ROBERT  N.  McLEOD,  JR.,  500  Bourne  Ave.,  Somerset  (606)  678-8155  ...1971 

13th  District PAUL  E.  HOLBROOK,  2nd  National  Bank  Bldg.,  Ashland  (606)  324-1616  . .1970 

14th  District BALLARD  W.  CASSADY,  Pikeville  (606)  437-6698  1971 

15th  District E.  C.  SEELEY,  Medical  Arts  Bldg.,  London  (606)  864-2357  1972 


BUYERS  GUIDE 

MAY  BUYERS  GUIDE  FOR  JOURNAL  OF  KMA  1970 


Arch  Laboratories  287 

Breon  Laboratories  283 

Bristol  Laboratories  274-275 

Burroughs  Wellcome  Company  312 

Campbell  Soup  Company  299 

Conal  Pharmoceuticals  323 

Dow  Chemical  Company  311 

Flint  Laboratories  318-319 

Geigy  Pharmaceuticals  '314-315 

General  Leasing  Corporation  318 

Handley,  J.  D.,  M.D 326 

Highland  Hospital  320 

Hoechst  Pharmaceuticals  321 

Hynson,  Westcott  & Dunning,  Inc 269 

Lederle  Laboratories 271,  307,  320,  331 


Lilly,  Eli  & Company  288 

Macon  Medical  Center  274 

Medical  Protective  Company  330 

Merck  Sharp  & Dohme  284-266 

Merrell,  Wm.  S.  Company  333 

National  Drug  Company  268,  277-278 

Poythress,  Wm.  P.  Company 302,  313 

Private  Practice  Opportunity  281 

Roche  Laboratories  334 

Schmid,  Julius,  Inc 280-281 

Searle,  G.  D.  Company  300-301 

Southern  Optical  Company  330 

Stuart  Pharmaceuticals  324 

Wyeth  Laboratories  327-328 
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antacids,  and  Bentyl  (dicyclomine 
hydrochloride)  too. 
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from  the  discord  of  anxiety. . 


to  emotional  harmony 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

INDICATIONS:  Indicated  when  anxiety,  tension  and  apprehension  are 
significant  components  of  the  clinical  profile. 

CONTRAINDICATIONS:  Patients  with  known  hypersensitivity  to  the  drug. 
WARNINGS:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driving'. Though tshysical  and 
psychological  dependence  have  rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards. 

PRECAUTIONS ; In  the  elderly  and  debilitated,  and  in  children  over  six, 
limit  to  smallest  effective  dosage  (initially  1 0 mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradually  as  needed  and 
talerated.  Not  recommended  in  children  under  six.  Though  generally  nat 
recommended,  if  combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal 
ar  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautians  in  treatment 
af  anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary.  Variable 
effects  an  blood  coagulation  have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

ADVERSE  REACTIONS:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but  are  also  occasionally 
observed  at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased  libido — all  infrequent 
and  generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis)^  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests  advisable  during  protracted  therapy. 


with  the  aid  of  antianxiety 

Librium* 

(chlordiazepoxide 

HCI) 

5-mg,  10-mg 
and  25-mg  capsules 

In  an  age  of  swift  change  and 
challenge,  susceptible  individuals 
may  experience  varying  degrees  of 
excessive  anxiety.  The  resulting 
emotional  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  disease. 
In  properly  individualized  main- 
tenance dosage.  Librium 
(chlordiazepoxide  HCI)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunctive 
therapy  in  psychophysiologic 
disorders.  In  long  clinical  ex- 
perience, Librium  has  demonstrated 
a wide  margin  of  safety. 

Also  available: 

Libritabs® 

(chlordiazepoxide) 
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works  on  the  appetite 
not  on  the 'nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

ContrQtndications:  Concurrently  with  MAO  Inhibitors,  in  pofients  hypersensitive  to 
this  drug;  In  emotionally  unstobie  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetomines,  use  with  great  caution  In 
patients  with  severe  hypertension  or  severe  cordlovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potentlol  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylproplon  hydrochloride  have  been  reported  to  occur 
in  relotlvely  low  Incidence.  As  Is  charocterlstic  of  sympothomimetic  ogents,  it  may 
occasionally  couse  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety, 


and  jitteriness.  In  controst,  CNS  depression  has  been  reported.  In  o few  epileptics 
on  Increase  In  convulsive  episodes  has  been  reported.  Sympathomimetic  cord/o- 
voscu/or  effects  reported  Include  ones  such  os  tachycardia,  precordial  pain, 
arrhythmia,  polpitotion,  and  increosed  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  male  ofter  Ingestion  of 
diethylproplon  hydrochloride;  this  was  an  isoloted  experience,  which  has  not  been 
reported  by  others.  Aflergic  phenomena  reported  Include  such  conditions  as  rash, 
urticorio,  ecchymosis,  and  erythema.  Castroinfestinal  effects  such  as  dlarrheo, 
constipotion,  nausea,  vomiting,  and  obdominol  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  ogranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  hove  been  reported  by  physicians.  These  Include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreosed 
libido,  dysurio,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  toblets;  One  75  mg.  tablet 
daily,  swallowed  whole,  in  mldmornlng  (10  a m.);  TEPANIL:  One  25  mg.  toblet  three 
times  doily,  one  hour  before  meals.  If  desired,  on  odditionof  toblet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age  is  not 
recommended.  t-oo6a  / «/7o  / u.s.  rATENi  no.  s.oot.sto 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 
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Lactinex 

¥ABLE¥S  & ORANULES 

■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


Lactinex  contains  both  Lactobacillus  acidophilus  and 
L.  bulgaricus  in  a standardized  viable  culture,  with  the 
naturally  occurring  metabolic  products  produced  by 
these  organisms. 

Lactinex  has  been  shown  to  be  useful  in  the  treat- 
ment of  gastrointestinal  disturbances,  and  for  relieving 
the  painful  oral  lesions  of  fever  blisters  and  canker 
sores  of  herpetic  origin.^-^-S'^.s.e.T.s 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on 
request. 

HYNSON,  WESTCOTT  & DUNNING,  INC. 

Baltimore,  Maryland  21201 

(LX-OSi 
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A urinary  tract 
infection  was 
eliminated  last  week 

nestinal  monilial  overgrowth 

has  appeared 
this  week 


SiV 


It  doesnl  let  monilia  begin 
where  bacteria  end. 
Declostatin'300 


For  women  who  are  diabetic  or  debilitated,  oral  antibiotic 
therapy  often  sets  the  stage  for  monilial  overgrowth  in  the 
intestine. 

When  you  anticipate  such  a problem,  take  action  with 
DECLOSTATIN  300.  It  combines  the  broad-spectrum  potency 
of  demethylchlortetracycline  with  the  antifungal  effectiveness 
of  nystatin  — it  helps  avoid  monilial  take-over.  Experience  has 
shown  DECLOSTATIN  to  be  highly  useful  for  many  women 
patients;  individual  culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 


V 1 


Demethylchlortetracycline  HCI  300  mg  and 

Nystatin  500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN  ® Demethylchlortetracycline.  DECLOSTATIN  should 
be  equallyor  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 

cycline  or  nystatin. 

Warning:  In  renal  Impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and.  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evi.dence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects.' Gastrointestinal  system  — anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin  — 
macuiopapular  and  erythematous  rashes;  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity:  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney  — rise  in  BUN.  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
-urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy,  Demethylchlortetraoycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b i d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company.  Pearl  River,  New  York 
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MESSAGE 
EROM  THE 
PRESIDENT 


AMA  Convention 

Please  try  to  attend  the  AMA  Annual  Convention  June  21-25  in  Chicago, 
the  hustling,  bustling  city.  There  are  splendid  restaurants  for  good  food. 
The  weather  in  June  is  good  for  the  family  to  boat  or  visit  the  many  attractions 
Chicago  has  to  offer,  such  as  concerts,  museums,  theaters,  zoos  and  art  galleries. 
Show  your  AMA  Journal  to  the  family  for  these  possibilities,  including  the 
tours  offered  through  the  Woman’s  Auxiliary  to  AMA.  j 

Continuing  medical  education  remains  difficult  for  all  physicians  because  of  | 
too  much  to  do  in  too  little  time.  To  keep  up  during  this  period  of  a rapidly 
expanding  volume  of  knowledge  does  require  some  effort.  The  many  programs 
planned  during  the  119th  Annual  Convention  are  varied.  There  is  something  for 
you  as  a general  practitioner  or  as  a specialist.  Your  attendance  is  urged.  Besides 
the  many  scientific  programs,  there  are  many  scheduled  activities  involving  the 
AMA  House  of  Delegates  and  Board  of  Trustees  and  the  reference  committees 
which  exist  to  discuss  problems  in  medicine  and  their  possible  solutions  today. 

Your  support  of  Bob  Long  for  President-Elect  of  the  AMA  is  earnestly  sought 
whether  you  attend  the  meeting  in  Chicago  or  remain  at  home.  Please  contact  any  I 
delegates  that  you  know  to  support  Bob.  The  practice  of  medicine  remains  Bob 
Long’s  “first  love”  evidenced  by  23  years  in  the  very  busy  practice  of  obstetrics 
and  gynecology.  He  has  served  well  for  Kentucky,  his  profession  and  his  com- 
munity. Active  in  the  Kentucky  Medical  Association,  Bob  Long’s  work  with  AMA 
began  in  1956  as  a member  of  the  AMA  House  of  Delegates  and  increased  in 
1963  when  he  was  elected  to  the  Board  of  Trustees  of  the  AMA.  For  Bob  to  win 
would  be  a particularly  important  feather  in  the  cap  of  us  Kentuckians.  More 
importantly,  he  would  render  the  type  of  leadership  that  is  needed  for  service  to 
medicine  in  Kentucky  and  the  United  States. 


340 


C^c 


After  only  one  year: 

Administered 
to  more  pec^>fe  than 
live  in  Lexington, 

Covington, 
and  Owensborot 


injection 

*An  estimated  208,000  patients  have  received  GARAMYCIN  Injectable  to  date.  The  combined  population  ot  Lexington,  Covington,  and 
Owensboro  is  192,500.  (Estimated  1969  figures  from  The  New  York  Times  Encyclopedic  Almanac  1970.) 


See  Clinical  Considerations  section  on  last  page... 


Mounting  acceptance  in  the  hospitaL- 


Proven 

clinical  effectiveness 


Respiratory  Infections 

Outstanding  results  in  serious 
gram-negative  respiratory  infections^’^ 

Garamycin  Injectable  may  prove  successful  where  other 
antibiotics  have  failed. 

Urinary  Tract  Infections 

Strikingly  effective  in  selected  urinary  tract  infections^ 

With  relatively  low  intramuscular  doses,  the  promptly  attained  levels  of 
Garamycin  achieved  in  the  urine  are  considerably  higher  than  the  concentrations 
required  for  effectiveness  against  virtually  all  susceptible  gram-negative 
pathogens.  (Appropriate  precautions  are  indicated  in  patients  with  impaired 
renal  function;  consult  Package  Insert  for  full  details.) 

Septicemia 

May  be  lifesaving^^ 

Numerous  investigators  have  drawn  attention  to  the  value  of  GARAMYCIN 
Injectable  in  the  treatment  of  gram-negative  septicemias,  often  complicated 
by  shock.  Many  hospital  strains  of  Serratia  are  susceptible.® 


Wbunds  and  Burns 

Response  may  be  dramatic 

in  wounds  and  burns  complicated  by  sepsis^ 

The  established  efficacy  of  Garamycin  Injectable  against  Pseudomonas— 
as  well  as  most  other  gram-negative  pathogens— makes  it  an  especially  useful 
agent  in  the  treatment  of  infected  wounds  and  burns. 


Important  Precautionary  Note  Patients  receiving  treatment  with  Garamycin  Injectable 
(gentamicin  sulfate  injection)  should  be  under  close  clinical  observation  because  of  the  toxicity 
associated  with  the  use  of  the  drug.  Ototoxicity,  vestibular  and  auditory,  can  occur  in  patients, 
primarily  those  with  preexisting  renal  damage,  treated  with  Garamycin  Injectable  for  longer  periods 
or  with  higher  doses  than  recommended. 

Garamycin  injectable  is  potentially  nephrotoxic,  and  this  should  be  kept  in  mind  when  it  is  used 
in  patients  with  preexisting  renal  damage. 

This  drug  should  be  limited  to  the  treatment  of  serious  infections  caused  by  susceptible  gram- 
negative bacteria,  with  due  regard  for  relative  antibiotic  toxicity.  (See  Clinical  Considerations  section.) 


Mounting  evidence  in  the  laboratory... 

Over  95%  gram-negative 
pathc^ens  sensitive: 


No  other  antibiotic  performed  comparably  in  vitro  against  gram-negative  pathogens. 

In  a nationwide  culture  audit  of  antibiotic  sensitivity  patterns,  sensitivity  reports  from  106  hospitals, 
geographically  representative  by  census  tract  and  of  varying  sizes,  were  analyzed.  During  the  three- 
month  period,  every  gram-negative  culture  slip  from  every  hospital  was  surveyed.  The  total  number  of 
cultures  involved  in  the  audit  was  97,091.  The  total  number  of  sensitivity  determinations  was  643,503. 


Pathogens 

Percentage  of  sensitive  strains 

Number  of  strains  tested 

Antibiotics* 

Garamycin 

Kanamycin 

Cephalothin 

Cephaloridine 

Ampiciiiin 

Coiistimethate 

Chioramphenicol 

Tetracycline 

Klebsiella 

pneumoniae 

99.5% 

962 

84.7% 

992 

86.2% 

995 

76.1% 

67 

32.7% 

1,020 

96.3% 

640 

82.9% 

1,028 

77.1% 

1,026 

Aerobaeter 

aerogenes 

95.9% 

2,739 

86.1% 

2,818 

53.5% 

2,985 

58.8% 

1,514 

22.7% 

3,066 

88.6% 

2,603 

85.8% 

3,071 

67.8% 

2,981 

Klebsiella 
aerobacter  group 

98.8% 

566 

83.9% 

547 

66.1% 

522 

60.5% 

276 

28.0% 

553 

89.5% 

560 

86.2% 

587 

62.8% 

433 

Klebsiella, 
all  others 

92.7% 

2,944 

83.3% 

3,186 

77.4% 

2,976 

67.5% 

627 

13.5% 

2,883 

95.0% 

2,105 

81.6% 

3,212 

70.6% 

3,063 

Pseudomonas 

aeruginosa 

91.6% 

4,528 

29.8% 

4,460 

6.6% 

4,418 

6.6% 

1,279 

6.0% 

4,360 

91.3% 

3,852 

26.9% 

4,608 

26.4% 

4,404 

Proteus, 

Indole-positive 

91.8% 

1,031 

85.8% 

1,062 

39.9% 

981 

54.1% 

364 

40.2% 

1,042 

10.3% 

758 

76.1% 

1,096 

42.1% 

1,051 

Proteus  mirabllls, 
indole-negative 

94.9% 

3,272 

90.1% 

3,378 

83.1% 

3,290 

77.5% 

975 

78.0% 

3,274 

8.8% 

2,634 

85.9% 

3,469 

26.8% 

3,278 

Proteus, 

unspecified 

96.2% 

1,335 

85.8% 

1,371 

71.7% 

1,434 

70.0% 

647 

64.7% 

1,435 

11.2% 

1,233 

76.0% 

1,421 

22.4% 

1,298 

Escherichia  coll 
and  all  other 
Escherlchlas 

96.4% 

12,557 

91.4% 

12,818 

87.8% 

12,686 

88.8% 

4,251 

74.6% 

12,899 

95.4% 

10,623 

94.1% 

13,086 

70.0% 

12,559 

Paracolobactrum, 

all 

93.4% 

303 

88.9% 

325 

62.0% 

305 

74.2% 

62 

43.8% 

340 

80.9% 

215 

87.1% 

350 

72.6% 

340 

Colltorm  bacteria 

99.0% 

593 

91.2% 

649 

81.5% 

637 

66.7% 

21 

52.7% 

624 

95.6% 

607 

91.6% 

678 

76.1% 

637 

Totals 

95.1% 

30,830 

80.5% 

31,606 

65.3% 

31,229 

68.1% 

10,083 

50.3% 

31,496 

75.8% 

25,829 

79.7% 

32,606 

56.5% 

31,070 

Gram-positive  (included  for  consistency  with  Package  Insert,  not  an  approved  indication) 

Staph— S.  aureus, 
coagulase-positive 

97.4% 

1,548 

88.8% 

1,458 

97.7% 

2,050 

98.7% 

636 

61.1% 

1,559 

20.4% 

628 

94.4% 

2,123 

83.7% 

1,966 

Staph— S.  aureus, 
unspecified 

99.3% 

993 

92.8% 

902 

98.1% 

1,289 

95.3% 

213 

45.8% 

1,153 

29.3% 

116 

96.4% 

1,427 

82.3% 

1,360 

•Adapted  from  a three-month,  nationwide  hospital  audit  by  R.  A.  Gosselin  and  Co.,  Inc.,  Dedham,  Massachusetts  (mid-May  to  mid-August,1969).8 
Antibiotics  with  significant  gram-negative  spectra  are  included.  Organisms  are  listed  as  reported  by  laboratory. 

Sensitivity  testing  was  done  by  the  disc  method,  a generally  reliable  test  in  the  hospital  setting.  It  should  be  noted,  however,  that  the 
results  with  GARAMYCIN  were  somewhat  higher  than  the  results  reported  where  the  tube  dilution  technique  was  used.  (See  Clinical 
Considerations  section  which  follows.)  The  concentration  of  the  GARAMYCIN  disc  was  10  meg. 

Whereas  standard  testing  methods  were  used  by  all  hoysitals,  it  is  acknowledged  that  in  a survey  of  this  kind  considerations  such  as 
differences  in  methodology  are  possible  sources  of  error.  The  comparative  percentage-sensitivity  results  derived  from  a survey  of  this  kind 
are,  therefore,  not  absolute.  One  should  keep  in  mind  also  that  the  proper  selection  of  an  antibiotic  is  based  not  only  on  susceptibility 
testing  but  on  relative  toxicity  and  other  clinical  considerations  as  well. 

It  Is  felt,  nonetheless,  that  the  broad  scope  of  the  survey  and  the  extreme  care  In  data  collection  and  tabulation  permit  a conclusion 
that  the  results  are  generally  representative  of  current  nationwide  antibiotic  sensitivity  patterns. 

Injectable 

Garamyan 

gentamian  I sulfate 

injection 


See  Clinical  Considerations  section  on  last  page... 


ADULT  DOSAGE  GUIDELINES 

See  definitive  prescribing  information  in  Package  Insert. 

Patients  with  Normal  Renal  Function 


Total  Daily  Dose  (administered 

in  two,  three,  or  four  divided  doses) 

Urinary  Tract 
Infections  (due 
to  susceptible 
strains  of 
gram-negative 
bacteria)f 

Less  Severe 
0.8-1.2  mg./kg. 
for  7-10  days 

Resistant/ 
Moderately  Severe 
Larger  doses  or 
additional  antibac- 
terial therapy 
should  be  consid- 
ered in  severe 
urinary  tract  infec- 
tions or  in  resistant 
cases  involving  the 
renal  parenchyma 
or  anatomic 
anomaly. 

Serious /Life- 
Threatening 

up  to  S mg. /kg. 

Other  Infections 
including  bacter- 
emia, infected 
surgical  wounds, 
severe  soft  tissue 
infections,  and 
respiratory  tract 
infections  (due  to 
susceptible  strains 
of  gram-negative 
bacteria) 

S mg./kg,  for  7-10  days 

fAlkalinization  of  the  urine  may  be  a useful  therapeutic  adjunct. 

Patients  with  Impaired  Renal  Function 

To  minimize  the  risk  of  ototoxicity  in  patients  with  impaired  kidney 
function,  only  the  first  dose  should  be  that  normally  recommended.  Each 
subsequent  dose  should  be  half  or  less  of  that  recommended  for  patients 
with  normal  renal  function,  depending  upon  the  degree  of  renal 
impairment. 

In  patients  with  renal  failure  who  are  undergoing  14-hour  hemodialysis 
twice  weekly,  administration  of  1 mg./ kg.  GARAMYCIN  Injectable  at 
the  end  of  each  dialysis  period  has  been  suggested. 

Clinical  Considerations 

Indications:  G.\ramycin  Injectable  is  clinically  effective  in  infections 
due  to  susceptible  strains  of  gram-negative  bacteria,  including 
Pseudomonas  aeruginosa,  and  species  of  indole-positive  and  indole- 
negative Proteus,  Escherichia  coli,  and  Klebsiella- Aerobacter.  Bac- 
teriologic  studies  should  be  conducted  to  identify  the  causative 
organism  and  to  determine  its  sensitivity  to  gentamicin  sulfate. 
Sensitivity  discs  of  the  drug  are  available  for  this  purpose.  If  the 
susceptibility  tests  indicate  that  the  causative  organism  is  resistant 
to  gentamicin  sulfate,  other  appropriate  antibiotic  therapy  should 
be  instituted. 


IN  VITRO  INHIBITION  OF  CLINICALLY  IMPORTANT 
BACTERIA  BY  GENTAMICIN  SULFATE 
(TUBE  DILUTION  STUDIES) 


No.  of  Strains 

No.  of 

(%)  Inhibited  by: 

No.  of 

Strains 

4 meg./ cc. 

8 meg./ cc. 

In  Vitro 

BACTERIA 

Tested 

or  less 

or  less* 

Studies 

Staphylococcus  aureus 
Pseudomonas 

1,210 

1.200 

(99%) 

1,206 

(99%) 

11 

aeruginosa 

885 

771 

(87%) 

828 

(93%) 

16 

Escherichia  coli 

836 

736 

(88%) 

779 

(93%) 

11 

Indole-positive  and 
indole-negative 
Proteus  species 
Klebsiella- Aerobacter 

477 

210 

(44%) 

358 

(75%) 

12 

species 

292 

205 

(70%) 

231 

(79%) 

10 

*Number  of  strains  (%)  of  gram-negative  bacteria  inhibited  by  10 
mcg./cc.  or  less  are  as  follows:  Pseudomonas  aeruginosa,  828  (93%); 
Escherichia  coli,  792  (95%);  Proteus  species,  393  (82%);  Klebsiella- 
Aerobacter  species,  284  (97%).  Erom  same  studies  as  above. 

Source:  Package  Insert 

This  drug  should  be  limited  to  the  treatment  of  serious  infections 
caused  by  gram-negative  bacteria,  particularly  Pseudomonas  aeru- 
ginosa, Proteus  and  other  susceptible  organisms,  with  due  regard 
for  relative  antibiotic  toxicity.  Therefore,  the  drug  should  be  con- 
sidered for  use  against  gram-negative:  1.  Bacteremia;  2.  Infected 
surgical  wounds;  3.  Severe  soft  tissue  infections,  including  burns 
complicated  by  sepsis;  4.  Respiratory  tract  infections:  and  5.  Selected 
cases  of  urinary  tract  infection. 

Contraindications:  Garamycin  Injectable  is  contraindicated  in 
individuals  with  a history  of  hypersensitivity  or  toxic  reactions  to 
gentamicin. 


Warnings:  Patients  receiving  treatment  with 
GARAMYCIN  should  be  under  close  clinical 
observation  because  of  the  toxicity  associated 
with  the  use  of  this  drug.  Ototoxicity,  vestib- 
ular and  auditory,  can  occur  in  patients,  primarily  those  with 
pre-existing  renal  damage,  treated  with  GARAMYCIN  Injectable, 
usually  for  longer  periods  or  with  higher  doses  than  recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  this 
should  be  kept  in  mind  when  it  is  used  in  patients  with  pre-existing 
renal  impairment.  Kidney  function  diminished  by  infection  of  the 
upper  urinary  tract  may,  however,  improve  during  effective  treat- 
ment with  Garamycin  Injectable. 

Concurrent  administration  of  potentially  ototoxic  drugs  such  as 
streptomycin  and  kanamycin  or  of  potentially  nephrotoxic  drugs 
such  as  polymyxin,  colistin,  and  kanamycin  with  gentamicin  sulfate 
has  not  been  shown  to  afford  any  clinical  advantages  and,  moreover  | 
may  result  in  additive  toxicity.  Monitoring  of  vestibular,  cochlear, 
and  renal  function  will  provide  guidance  for  therapy  in  such  cases. 
Precautions:  In  patients  with  impaired  renal  function  in  whom  i 
serious  infection  develops,  serum  concentrations  of  the  drug  may 
rise,  with  consequently  increased  risk  of  ototoxicity.  In  these  pa- 
tients or  in  those  in  whom  recommended  dosage  or  duration  of 
therapy  must  be  exceeded  as  a life-saving  measure,  routiner  studies 
of  kidney  function  should  be  performed  when  possible.  These  may 
be  supplemented  by  evaluation  of  the  vestibular  and  auditory  func- 
tion and  measurement  of  serum  concentration  of  the  drug  when 
feasible.  Serum  concentrations  of  gentamicin  should  be  maintained 
below  the  range  of  10-12  mcg./ml.  to  reduce  risk  of  ototoxicity. 
Ordinarily,  treatment  should  not  be  given  for  more  than  7 to  10 
days  or  be  repeated  unless  required  for  serious  infection  not  re- 
sponsive to  other  agents. 

As  with  other  antibiotics,  treatment  with  Garamycin  Injectable 
may  occasionally  result  in  overgrowth  of  nonsensitive  organisms.  If 
superinfection  occurs,  appropriate  therapy  is  indicated. 

Safety  for  use- in  pregnancy  or  the  potential  for  fetal  ototoxicity  or 
nephrotoxicity  have  not  been  established.  Studies  in  pregnant  ani- 
mals have  not  revealed  teratogenic  or  ototoxic  effects  in  the  fetus. 
Garamycin  Injectable  should  not  be  used  in  pregnant  patients  or 
in  women  of  childbearing  age  unless  its  use  is  deemed  advisable 
by  the  physician. 

Adverse  Reactions:  The  overall  incidence  of  ototoxicity  considered  [ 
related  to  treatment  with  Garamycin  Injectable  was  2.8  per  cent 
(16  of  565  patients).  Contributory  factors  (two  or  more  factors  were 
relevant  to  most  patients)  were  as  follows:  10  had  azotemia,  10 
received  a total  of  1 gram  or  more  of  the  drug,  7 had  recently  re- 
ceived other  potentially  ototoxic  antibiotics  (streptomycin  or  kana- 
mycin), and  5 were  over  60  years  of  age.  Six  also  had  decreased 
high-tone  hearing  acuity,  which  returned  to  or  toward  normal  in 
the  4 patients  retested. 

Analysis  of  BUN  data  indicated  that  4 (2%)  of  172  patients  showed 
increases  in  BUN  that  were  probably  related  to  treatment  with  ' 
Garamycin  Injectable.  Of  20  increases  probably  or  possibly  related 
to  treatment,  7 were  reversible,  9 occurred  in  terminal  patients,  and 
4 had  no  follow-up. 

Other  adverse  reactions  associated  with  treatment  w'ere  one  instance 
each  of  urticaria,  decreased  hematocrit,  and  reversible  depression 
of  granulocytes  with  normal  bone  marrow.  Other  rarely  reported 
and  possibly  treatment-related  adverse  reactions  were  anemia,  in- 
creased reticulocyte  count,  rash,  purpura,  drug  fever,  hypotension, 
convulsions,  twitching,  salivation,  nausea,  vomiting,  increased  trans- 
aminase activity  (SGOT  or  SGPT),  increased  serum  bilirubin,  de-  ' 
creased  serum  calcium,  and  joint  pain. 

Packaging:  Garamycin  Injectable,  40  mg./cc.,  2-cc.  multiple-dose 
vials,  for  intramuscular  administration. 

References:  (1)  Brayton,  R.  G.,  and  Louria,  D.  B.:  Gentamicin  in  ■ 
gram-negative  urinary  and  pulmonary  infections.  Arch.  Int.  Med.  ; 
114:205,  1964.*  (2)  Louria,  D.  B.;  Young,  L.;  Armstrong,  D.,  and 
Smith,  J.  K.:  Gentamicin  in  the  treatment  of  pulmonary  infections, 

J.  Infect.  Dis.  779:483,  1969.  (3)  Cox,  C.  E.;  Gentamicin,  a new 
aminoglycoside  antibiotic:  Clinical  and  laboratory  studies  in  urinary 
tract  infections,  J.  Infect.  Dis.  779:486,  1969.  (4)  Groll,  E.:  Clinical 
experience  with  gentamicin,  data  from  12  German  clinics,  in  Gen- 
tamicin: First  International  Symposium,  Paris,  January  1967, 
Lucerne,  Essex  Chemie  AG,  pp.  121-128.*  (5)  Jackson,  G.  G.:  Labora- 
tory and  clinical  investigation  of  gentamicin,  ibid.,  pp.  62-74.  (6) 
Medeiros,  A.  E.:  Discussion,  J.  Infect.  Dis.  779:533, 1969.  (7)  Polk,  H.: 
Discussion,  J.  Infect.  Dis.  779:529,  1969.  (8)  Three-month,  nationwide 
hospital  audit  by  R.  A.  Gosselin  and  Co.,  Inc.,  Dedham,  Massachusetts 
(mid-May  to  mid-August,  1969). 

♦Dosage  in  this  investigational  study  was  less  than  now  recommended 
in  Package  Insert. 

For  more  complete  prescribing  details,  consult  package  insert  or 
Physicians’  Desk  Reference.  Schering  literature  is  also  available 
from  your  Schering  Representative  or  Medical  Services  Department, 
Schering  Corporation,  Union,  New  Jersey  07083. 
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COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  1-65.  This  19-year-old  married  white  girl 
was  under  the  care  of  a private  physician.  Her 
prenatal  course  was  apparently  uncomplicated. 
The  EDC  was  2/20/65.  Total  weight  gain  during 
this  pregnancy  was  20  pounds.  She  was  admitted  to 
the  hospital  at  3:20  a.m.,  2/26/65,  having  con- 
tractions that  began  at  10:00  p.m.  the  25th.  Vaginal 
examinations  revealed  the  cervix  two  fingers  dilated, 
thin,  membranes  intact,  cephalic  presentation  at  0 
station. 

Temperature  was  normal  on  admission;  BP  was 
128/68.  Urinalysis  revealed  sp.  gr.  1.008,  3 -f 
albumin  and  many  RBC.  Contractions  became  pain- 
ful and  at  4:35  a.m.  she  was  sedated  with  50  mg 
Demerol,  20  mg  Largon  IV.  Vaginal  examination  at 
this  time  revealed  the  cervix  2-2Vi  fingers  dilated 
fetal  vertex  at  plus  1 station,  the  FHT  were  good. 
BP  was  130/70.  She  received  25  mg  Demerol  10 
mg  Largon  IV  at  5:55  a.m.  when  she  complained  of 
pain  in  her  chest. 

At  6:10  a.m.  examination  revealed  a rim  of  cervix 
and  the  fetal  vertex  at  plus  1 station.  BP  170/102. 
She  received  5 cc  50  per  cent  Mag  Sulfate  IM  at 
6:25  a.m.  and  her  BP  was  closely  checked.  At 
6:35  it  was  160/98.  At  6:45  it  was  160/88,  and  at 
7:00  her  BP  was  158/88. 

The  cervix  was  completely  dilated  at  9:30  a.m. 
The  membranes  were  ruptured  in  the  delivery  room 
at  10:15  a.m.  after  administration  of  saddle  block 
anesthesia.  A 6 lb.,  15  oz  girl  was  delivered  with 
outlet  forceps  at  10:47  a.m.  in  good  condition  with 
Apgar  of  8.  The  placenta  was  expressed,  it  was 
complete  and  the  uterus  was  explored  and  cervix 
checked.  The  midline  episiotomy  was  repaired  and 
blood  loss  estimated  200  cc.  A Foley  catheter  was 
left  in  the  bladder. 

At  11:45  a.m.  she  complained  of  severe  chest  pain. 
Her  BP  150/90,  PR  64.  She  received  50  mg.  Demerol 
IM  at  11:30.  BP — 130/72.  She  was  typed  and 
cross  matched  for  blood  at  12:30.  BP — 122/70,  PR 
88  and  she  slept  some.  She  received  500  cc  whole 
blood  at  4:00  p.m.  Some  clots  were  expressed  from 
the  uterus  and  the  bleeding  was  described  as  slightly 
heavy.  She  again  complained  of  chest  pain.  Gelusil 
IV2  oz.  was  given  plus  codeine  IM. 

At  6:30  her  BP  was  90/60  and  she  again  com- 
plained of  chest  pain.  She  was  examined  by  her 
physician;  1000  cc  D5W  was  given  IV  at  8:30.  BP 
was  100/80,  lungs  normal,  heart  regular,  no  mur- 
murs, rate  100.  She  was  somewhat  restless  during 
the  night  and  still  complained  of  pain  in  the  chest. 


The  BP  was  146/96.  At  4:00  a.m.  she  received  25 
mg  of  Demerol  IM. 

At  4:30  p.m.  the  BP  was  146/106,  PR  112.  Pa- 
tient rose  in  bed  and  suddenly  became  ashen,  pulse 
unobtainable,  BP  was  unobtainable  and  breathing 
apparently  ceased.  An  anesthesiologist  in  the  hospi- 
pital  immediately  started  resuscitation.  Neosyneph- 
rine,  4 cc  of  1 per  cent  was  added  to  the  IV'  and  her 
physician  was  called.  When  he  arrived  in  approxi- 
mately 20  minutes  the  patient  was  breathing  and  her 
pulse  was  stronger.  A cardiologist  was  called  in 
consultation.  A portable  chest  x-ray  was  obtained 
and  read  as:  opacification  of  the  left  lung  field, 
probably  representing  edema  and  fluid.  There  was 
some  widening  of  the  upper  mediastinal  area  which 
is  probably  on  the  basis  of  this  fluid  although  the 
possibility  of  a tumor  mass  cannot  be  eliminated. 

The  cardiologist  arrived  at  5:40  a.m.  and  the  EKG 
that  was  taken  was  read  as  sinus  tachycardia,  non- 
specific S.T.  segment  depression,  no  other  abnorm- 
alities. Levophed  was  used  to  support  the  BP.  The 
patient  had  a convulsion  at  6:20,  lost  consciousness 
for  approximately  three  minutes  and  received  artifi- 
cial respiration  during  this  period.  Thiocortef  was 
given.  Her  BP  was  80/40.  She  had  another  con- 
vulsion and  stopped  breathing.  The  head  was  mas- 
saged, oxygen  was  administered,  but  the  patient  ex- 
pired around  7:00  a.m. 

An  autopsy  was  obtained. 

Autopsy  Record 

General  Appearance:  This  is  the  unembalmed 
body  of  a well-developed,  well-nourished  white  fe- 
male appearing  the  stated  age  of  19.  The  anterior 
abdominal  wall  is  flaccid  consistent  with  recent 
gestation.  There  are  no  other  external  signs  of  note. 

Peritoneal  Cavity:  Upon  entrance  into  the  peri- 
toneal cavity  approximately  55  ccs  of  serous  light 
amber  clear  fluid  is  encountered  interpreted  as 
within  normal  limits  for  postpartum  state.  The 
uterus  is  identified  having  the  appearance  of  a typical 
post-gestational  uterus.  There  is  congestion  and 
edema  of  the  uterine  adnexal  structures  interpreted 
as  within  normal  limits  for  the  post-gestational 
phase.  The  coils  of  the  small  and  large  bowel  are 
free.  The  epiploic  foramen  is  open.  The  duodenal 
folds  are  present.  The  liver  margin  is  flush  with  the 
costal  border  in  the  right  mid-clavicular  line.  The 
diaphragm  arches  on  the  left  to  the  fifth  rib;  on  the 
right  to  the  sixth  interspace. 

Pleural  Cavities:  Upon  entrance  into  the  left 
pleural  cavity  unclotted  blood  is  encountered.  On 
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Brief  Summary  of  Prescribing  Information- 
9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers.  ' 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  ^kalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliap'  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea.  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Saliitensitf 

hydroflumethiazide,  50  mg./reserpine, 

0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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The  antinypertensive  therapy 
that  is  ea^to  live  with; 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy-to-Uve-with  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

* Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-Iive  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

^asy-to-Iive  with  cost  of  therapy.  The  one  to  two 

/ tablets  a day  maintenance  dose  makes  Salutensin 
economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 


Salutensitf 

hydroffumethiazide,  50  mg./reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 


the  right  no  free  blood  is  encountered. 

Lungs:  The  right  lung  is  within  normal  limits 
of  consistency  and  crepitation.  The  left  lung  is  the 
site  of  irregular  atelectasis  resultant  from  the  accum- 
ulation of  gross  blood  in  the  pleural  cavity. 

Transverse  Pericardium  and  Heart:  The  transverse 
pericardium  itself  is  free  of  excess  fluid  with  no 
blood  present  in  the  pericardial  sac.  The  heart  in- 
trinsically is  negative  including  the  heart  valves.  The 
significant  pathological  process  is  identified  in  the 
ascending  aorta.  Approximately  1 cm.  cephalad  to 
the  aortic  valve  leaflets  is  a smooth  rounded  fusi- 
form dilatation  of  the  aorta.  This  area  presents 
itself  for  approximately  3 cms  along  the  ascending 
aorta  involving  almost  the  entire  ascending  aorta  ex- 
tending up  to  the  beginning  of  the  arch.  There  is 
identified  on  the  intimal  surface  of  this  bulge  an 
area  of  performation  of  the  lining  of  the  aorta.  This 
is  interpreted  as  the  site  of  leakage.  The  area  of 
dilatation  is  identified  as  an  aneurysm  of  fusiform 
shape  combining  sacculation  and  dissection.  The  dis- 
section of  the  blood  column  extends  cephalad  along 
the  arch  of  the  aorta  into  the  descending  thoracic 
and  abdominal  aorta  so  that  the  entire  aorta  is  the 
site  of  a longitudinal  cleavage  in  which  blood  clot  is 
demonstrable  throughout.  Additionally,  at  multiple 
points  along  the  length  of  the  aorta  the  blood  clot  has 
dissected  its  way  into  the  adventitia  of  the  aorta  and 
into  the  surrounding  adventitious  soft  tissue.  This 
results  in  extravasation  of  blood  in  the  subparietal 
pleurae  bilaterally.  This  is  extremely  pronounced 
cephalad  in  the  apices  of  the  thoracic  cavities  and 
along  the  roots  of  the  great  vessels  as  well  as  along 
the  larynx  and  the  esophagus.  Additionally  at  ap- 
proximately the  level  of  the  fourth  rib  on  the  left 
and  the  retroparietal  pleural  hemorrhage  has  pro- 
duced performation  of  the  overlying  parietal  pleurae 
and  blood  has  penetrated  openly  into  the  left 
thoracic  cavity  as  previously  noted.  All  of  the  blood 
clot  encountered  appears  to  be  of  approximately 
the  same  age.  This  refers  to  the  clot  in  the  aneurysm 
proper,  along  the  length  of  the  aorta,  in  the  retro- 
parietal  pleural  soft  tissue  spaces.  It  is  not  possible 
upon  careful  dissection  to  establish  areas  of  lamina- 
tion or  concentricity  in  an  effort  to  establish  age. 
The  aorta  in  addition  to  the  above  findings  is  the 
site  of  curious  fragility  of  the  intima.  This  structure 
appears  thinned,  pale  white  in  color,  remarkably 
friable  and  “brittle”,  very  easily  fragmented.  The 
structure  also  along  its  entire  length  appears  nar- 


rowed. The  structure  is  probably  consistent  with 
atresia  of  aorta  or  hypoplasia. 

The  remaining  findings  were  within  normal  limits. 

Gross  Anatomical  Diagnoses 

( 1 ) Recent  pregnancy  with  recent  viable  delivery. 

(2)  Postpartum,  puerperal  death. 

(3)  Aneurysm,  ascending  aorta,  etiology  unde- 
termined. 

(4)  Dissecting  aneurysm,  length  of  the  aorta. 

(5)  Ruptured,  aneurysm,  soft  tissue  retro-pleural, 
bilateral  posterior  mediastinal. 

(6)  Hematothorax,  left,  subsequent  to  #5. 

(7)  Possible  true  coarctation  of  the  aorta. 

(8)  Possible  hypoplasia  (atresia)  of  the  aor.a 
with  pseudo-coarctation. 

(9)  Absence,  other  significant  gross  pathological 
findings. 

Correlation  of  the  findings  of  the  aorta  in  this 
case  might  indicate  a true  coarctation  of  the  aorta 
especially  in  view  of  the  site  of  the  aneurysmal  oc- 
currence. However  with  the  narrowing  of  the  aorta 
along  its  length  in  the  pattern  of  “tubular  coarcta- 
tion” the  area  between  the  aortic  valve  and  the 
arch  might  be  referred  to  as  a pseudocoarctation. 

Significant  Microscopic  Findings:  Sections  consist 
of  multiple  areas  taken  through  the  aorta  and  the 
area  of  the  aortic  aneurysm.  Histologically  the 
aorta  in  these  sections  is  represented  by  the  cus- 
tomary intimal,  medial  and  adventitial  components. 
Sections  of  the  clot  are  identified. 

Final  Anatomical  Diagnosis:  Aneurysm  of  the 

Ascending  Aorta  Probably  Congenital  with  Rupture. 

Comment 

The  Committee  ruled  this  an  obvious  indirect 
obstetric  death,  unpreventable.  The  true  cause  of 
death  would  most  certainly  have  been  missed  had 
the  autopsy  not  been  obtained.  In  a review  of  the 
literature,  Mendelsoni  found  200  cases  of  coarcta- 
tion of  the  aorta  without  operation.  A maternal 
mortality  of  seven  per  cent  occurred.  Abdominal  de- 
livery has  been  recommend  by  Burwell  and  Met- 
calfe^,  when  the  history,  signs  or  symptoms  of 
aneurysmal  rupture  are  present.  However  it  would 
seem  that  cesarean  section  would  be  best  unless 
vaginal  delivery  could  be  swiftly  accomplished. 
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unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains;  Quinine  sulfate,  260  mg.,  Amlnophylilne,  195 
mg.  Indications:  For  the  prevention  ond  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps.  Including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  Is  contralndi- 
coted  in  pregnancy  because  of  its  quinine  content.  Precautions/Ad- 
verse  Reactions:  Aminophylline  may  produce  intestinol  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  os  tinnitus,  dizziness,  ond  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  dlstur- 
bonces  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Trichomonads...  Monilia.. .Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem  — 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives,’  '*  broad-spectrum  antibiotics^’  and  prolonged  use  of  corticosteroids. ’ 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.’*” 

Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/ cervicitis  and  vaginal  surgery. 


AVC 


(aminacrine  hydrochloride  0.2%,  sulfanilamide 


15.0%,  allantoin  2.0%) 


SUPPOSITORIES 


(aminacrine  hydrochloride  0.014  Gm.,  sulfanilamide 
.05  Gm.,  allantoin  0.014  Gm.) 


Easy  as  AVC 

Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topicol  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treatment. 

Dosage:  One  appllcotorful  or  one  suppository  in- 
travaginally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 
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WHAT'S  NEW 


in 

Medical  Progress 


Selected  Aspects  of  the  Management  of  Portal  Hypertension 

John  W.  Schaefer,  M.D.* 


Portal  hypertension  is  defined  as  an  ab- 
normally elevated  pressure  within  the  por- 
tal venous  system.  The  hemodynamic  al- 
terations are  complex  and  incompletely  un- 
derstood, but  usually  obstruction  to  portal 
blood  flow  can  be  demonstrated.  One  way  of 
classifying  portal  hypertension  is  based  on  the 
site  of  obstruction  in  relation  to  the  hepatic 
sinusoids.  Thus,  vascular  obstruction  at  the 
pre-sinusoidal  location  is  seen  with  portal  vein 
thrombosis  and  hepatic  lesions  involving  pri- 
marily the  portal  tract  areas,  e.g.  schistosomia- 
sis. Post-sinusoidal  obstruction  occurs  in  most 
types  of  cirrhosis  where  regenerative  nodules 
and  fibrosis  displace  and  compress  hepatic 
veins.  Constrictive  pericarditis  and  hepatic 
vein  thrombosis  are  examples  of  extrahepatic 
conditions  producing  post-sinusoidal  portal  hy- 
pertension. Diffuse  sinusoidal  compression  can 
be  identified  in  most  forms  of  hepatic  disease 
as  an  additional  component  to  vascular  resis- 
tance. By  far  the  most  common  form  of  portal 
hypertension  in  adults  in  this  country  is  seen 
in  patients  with  hepatic  cirrhosis. 

Existence  of  portal  hypertension  can  be 
suspected  in  patients  with  chronic  liver  disease 
especially  in  those  with  demonstrable  portal 
collateral  veins,  splenomegaly  or  ascites.  The 
presence  of  esophageal  varices  is  convincing 
additional  support.  However,  definitive  di- 
agnosis requires  measurement  of  portal  pres- 
sure directly  at  the  time  of  surgery  or  by 
catheterization  of  the  vestigial  umbilical  vein. 
Portal  pressure  can  also  be  accurately  as- 
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sessed  by  determination  of  splenic  pulp  pres- 
sure or  wedged  hepatic  vein  pressure  except  in 
cases  with  pre-sinusoidal  obstruction. 

The  development  of  esophageal  varices  is 
the  most  important  consequence  of  portal 
hypertension.  Elevated  portal  pressure  may 
also  lead  to  congestive  splenomegaly  with 
hypersplenism  and  play  an  important  role  in 
the  development  of  ascites.  Furthermore,  the 
development  of  porto-systemic  shunts  con- 
tributes to  the  occurrence  of  hepatic  en- 
cephalopathy and  perhaps  to  the  syndrome  of 
spontaneous  bacteremia  of  the  cirrhotic. 

Hemorrhage  from  esophageal  varices  is  an 
ominous  complication.  In  patients  with  cir- 
rhosis the  initial  bleed  carries  a 30-50  per  cent 
mortality  rate.  Demonstration  of  varices  does 
not  necessarily  identify  them  as  the  source  of 
upper  intestinal  bleeding.  Approximately  half 
of  the  alcoholics  with  varices  who  present  with 
upper  intestinal  tract  hemorrhage  will  be 
bleeding  from  a lesion  other  than  varices.  The 
most  frequent  alternate  cause  is  hemorrhagic 
gastritis,  but  occasionally  bleeding  occurs  from 
a peptic  ulcer  or  lacerated  mucosa  at  the 
esophagogastric  junction,  the  Mallory-Weiss 
syndrome^. 

Since  it  is  uncommon  at  esophagoscopy  to 
observe  active  bleeding  from  a varix,  the 
diagnosis  of  variceal  hemorrage  rests  heavily 
on  the  exclusion  of  other  possible  bleeding 
lesions.  As  soon  as  the  bleeding  patient  stabi- 
lizes, a barium  x-ray  study  will  usually  show 
varices,  if  present,  and  give  valuable  informa- 
tion on  the  presence  or  absence  of  peptic 
ulceration.  Endoscopy  with  modern  fiberoptic 
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instruments  is  a safe  and  even  more  reliable 
way  to  confirm  existence  of  varices.  In  addi- 
tion the  procedure  allows  one  to  inspect  the 
stomach  for  hemorrhagic  gastritis  a frequent 
source  of  bleeding  that  cannot  be  evaluated 
by  x-ray  examination.  Therefore,  accurate 
diagnosis  of  the  bleeding  site  requires  use  of 
both  early  endoscopy  and  x-ray  examination. 
Other  procedures  including  splenoportogra- 
phy, wedged  hepatic  vein  catheterization,  se- 
lective celiac  arteriography,  and  measurement 
of  hepatic  blood  flow  all  play  an  important 
role  in  assessing  portal  hypertension,  but  are 
of  little  value  in  the  acutely  bleeding  patient. 

There  are  several  unique  features  in  the 
management  of  hemorrhage  in  the  cirrhotic 
patient.  Hepatic  encephalopathy  with  ele- 
vated blood  ammonia  is  a frequent  compliea- 
tion  and  early  administration  of  antibiotics, 
usually  oral  neomycin,  to  reduce  urease  pro- 
ducing bacteria  is  advisable.  Nareotics  and 
sedatives  must  be  avoided,  or  if  absolutely 
necessary  given  in  reduced  dosage.  Fresh 
blood  is  better  than  standard  bank  blood  in 
supplementing  possible  clotting  factor  defi- 
ciencies. 

One  or  more  of  the  following  non-operative 
procedures  are  usually  employed  in  an  at- 
tempt to  eontrol  variceal  bleeding.  Each  pro- 
cedure has  its  advantages  and  none  is  entirely 
satisfactory.  Rapid  intravenous  infusion  of 
vasopressin  (Pitressin)  reduces  portal  blood 
flow  and  pressure  by  inducing  splanchnic  ar- 
teriorlar  constriction^'  The  effect  is  transient, 
less  than  one  hour,  and  repetitive  doses  of 
vasopressin  are  frequently  required.  Potential 
complications  and  undesirable  side  effects  in- 
clude arterial  occlusion,  either  coronary  or 
mesenteric,  reduced  hepatic  arterial  perfusion 
and  systemic  hypertension.  Nevertheless,  in  ap- 
propriately selected  patients  intravenous  vaso- 
pressin is  frequently  effective  in  stopping 
variceal  bleeding  and  is  the  favored  form  of 
therapy  in  many  clinics.  Gastric  cooling,  not 
freezing,  has  also  been  effective,  but  is  not 
frequently  used.  Elaborate  equipment,  need 
for  constant  monitoring,  and  hazards  of  gas- 
tric intubation  are  the  major  drawbacks.  Eso- 
phageal balloon  tamponade  for  24  to  48  hours 
is  still  considered  by  many  to  be  the  most 
reliable  means  of  controlling  hemorrhage  from 
varices.  Expert  placement  and  conscientious 
supervision  are  required  to  avert  the  too 


frequent  complications  of  esophageal  rupture, 
asphyxia  and  aspiration^.  Esophagitis  with 
severity  proportional  to  duration  of  tamponade 
is  an  almost  constant  and  hazardous  complica- 
tion. 

If  variceal  bleeding  stops,  the  patient  should 
have  an  elective  portaeaval  shunt  at  the 
earliest  possible  time.  This  may  be  within  a 
few  days  for  patients  with  little  or  no  evidence 
of  hepatic  decompensation.  For  those  with 
jaundice,  ascites  or  encephalopathy  surgery  is 
best  delayed  for  several  weeks  or  longer  until 
liver  function  can  be  restored  to  the  best  pos- 
sible state. 

If  variceal  hemorrhage  eannot  be  con- 
trolled by  intravenous  vasopressin  and  balloon 
tamponade,  emergency  surgical  procedures 
must  be  considered.  Experienced  surgeons 
wisely  elect  an  immediate  portacaval  shunt  if 
the  patient’s  hepatic  status  is  reasonably  well 
compensated.  An  effective  shunt  stops  vari- 
eeal  hemorrhage  and  virtually  eliminates  recur- 
rence. Transesophageal  ligation  of  the  bleeding 
varix  has  also  been  advoeated,  but  this  only 
offers  temporary  control.  Since  a subsequent 
portacaval  anastamosis  must  be  performed  the 
patient  is  exposed  to  two  major  surgical  pro- 
cedures. Varix  ligation  is  not  the  procedure  of 
choice  in  good  risk  patients. 

A much  more  difficult  problem  arises  when 
a poor  risk  patient  with  moderate  to  severe 
liver  failure  continues  to  bleed.  Both  emergen- 
cy surgery  and  continued  non-operative  man- 
agement are  associated  with  excessively  high 
mortality.  Therapeutically  aggressive  physicians 
still  view  emergency  portacaval  shunt  as  the 
best  hope  for  survival;  others  favor  varix  liga- 
tion. Those  opposed  to  operative  intervention 
point  to  a prohibitive  operative  mortality,  a 
high  incidence  of  progressive  hepatie  dysfunc- 
tion after  surgery  and  frequent  incapaeitating 
encephalopathy  for  survivors.  Firm  recommen- 
dations as  to  the  best  form  of  therapy  cannot 
be  made,  and  the  management  of  variceal 
hemorrhage  in  patients  with  decompensated 
liver  disease  remains  a most  difficult  and  un- 
settled problem. 

The  high  mortality  from  variceal  hemor- 
rhage led  to  eonsideration  of  performing  a 
portacaval  shunt  before  the  first  episode  of 
hemorrhage.  Recently,  several  well  controlled 
studies  showed  that  while  a prophylactic  porta- 
caval shunt  eliminated  the  risk  of  hemorrhage 
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it  failed  to  improve  the  statistics  for  ultimate 
survival'  The  main  problem  is  that  only 
a minority  of  patients  with  varices  ever  ex- 
perience bleeding.  If  prophylactic  shunts  could 
be  limited  to  only  those  patients  with  high  risk 
of  bleeding  the  procedure  might  prove  useful. 
Unfortunately  it  is  not  possible  to  predict  ac- 
curately which  patient  with  esophageal  varices 
is  most  likely  to  bleed.  Another  hazard  of  pro- 
phylactic shunting  is  seen  in  the  small  percent- 
age of  patients  with  good  liver  function  in 
whom  progressive  hepatic  decompensation  fol- 
lows diversion  of  portal  blood  flow  from  the 
liver.  Currently,  prophylactic  shunts  cannot  be 
recommended. 

Many  unsolved  problems  remain  in  the  man- 
agement of  portal  hypertension  and  variceal 
hemorrhage.  Much  of  our  current  treatment  is 
based  on  clinical  studies  lacking  the  necessary 
control  observations.  As  such,  the  reported  re- 
sults on  modes  of  therapy  are  sometimes  diffi- 
cult to  reproduce,  and  recommendations  fre- 
quently conflict.  Perhaps  solution  to  the  prob- 
lems must  await  development  of  better  diag- 
nostic and  therapeutic  measures.  On  the  other 
hand  a greater  number  of  properly  controlled 
clinical  studies,  like  those  evaluating  prophy- 
lactic shunts,  could  provide  better  answers 
with  current  techniques. 
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Fog  on  the  Embankment.  Two  figures  emerge  into  silhouette  against  a 
haloed  street  lamp.  The  flare  of  a match  reveals  the  profile  of  Sherlock 
Holmes.  As  he  lights  his  calabash,  his  companion  speaks: 


“Is  that  why  there’s  such  a smooth,  predictable  response,  Watson?’’ 

“Quite!  With  agent  T^,  SYNTHROID,  the  chances  of  a precipitous 
rise  in  metabolic  rate  are  lessened.” 


“By  Jove,  Holmes,  that  amazing  intuition  of  yours  has  proved  right 
again.  What  we’re  looking  for  is  a single  entity.  I thought  we  were 
dealing  with  several  others— even  twins.  But  now— I’d  say  we’ve 
uncovered  a double  agent.” 

“Tell  me  more,  Watson,  and  be  quick  about  it!’’ 

(Watson  withdraws  a folded  paper  from  inside  his  greatcoat,  and 
reads  aloud  from  it): 


“But  how  does  ‘free’  thyroxine  fit  into  the  picture?’’ 

“Well,  Holmes,  you  might  call  it  the  tissue  thyroid  hormone— because 
‘free’  thyroxine  (that  is,  thyroxine  not  bound  to  protein)  is  active  at 
the  tissue  level.  It  is  gradually  released  from  thyroxine-binding  pro- 
teins. Each  daily  dose  of  SYNTHROID  is  mostly  bound  to  thyroid- 
binding proteins,  and  slowly  released  as  ‘free’  thyroxine— the  form  in 
which  it  is  metabolically  active.” 


“The  key  to  the  whole  cypher  is  SYNTHROID  (sodium  levothy- 
roxine)”. . . 

“Shhh!  Watson,  not  so  loud!  You’ll  alert  our  quarry.’’ 

(Watson  continues):  “A  single  entity  that  serves  two  functions.” 

“A  master  stroke,  Watson.’’ 

“Follow  along.  Holmes.  In  the  neighborhood  of  95%  of  the  circulat- 
ing thyroid  hormone  is  levothyroxine— T<  as  you  call  it.  T4  is  bound 
to  thyroxine-binding  proteins  in  the  serum.  It  becomes  available  only 
gradually  to  tissue  cells— as  free  thyroxine.” 


“Magnificent,  Watson!  So  protein-bound  thyroxine  is  the  major  form 
of  circulating  thyroid  hormone,  and  it  is  released  as  ‘free’  thyroxine. 
And  that’s  why  SYNTHROID  is  able  to  simulate  the  normal  process 
so  artfully.  Q.E.D.” 

“Not  so  fast.  Holmes.  SYNTHROID  works  for  the  physician,  too. 
Because  its  dosage  is  more  precisely  controllable,  and  because  re- 
sponse is  so  smooth  and  predictable,  the  doctor  gets  fewer  phone  calls 
in  the  wee  hours  from  agitated  patients.  Both  parties  get  more  sleep!” 
“Comforting,  my  dear  doctor,  to  know  that  SYNTHROID,  the 
‘single  agent,’  cleverly  does  the  job  of  two.” 


Synthroid"(so(diunn  levothyroxim) 


Now 

available  for  your 

prescribing 

needs 


Cordran^  1ape 

FlurandrenolideTape  (4  meg  per  s,  cm  > 


Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


356 


June  1970  • The  Journal 


OL  JOURNAL 

Kenfuiclky  M^eJical  A 


the 

ssociation 


Issued  Monthly  Under  The  Direction  Of  The  Board  Of  Trustees 


VOLUME  68 


June  1970 


No.  6 


Epidermoid  Carcinoma  in  Chronic  Osteomyelitis: 

A Diagnostic  Problemt 

Eugene  Slusher,  M.D.* 

Lexington,  Kentucky 


Any  case  of  chronic  draining  osteomye- 
litis entering  your  office  is  suspect  of 
harboring  an  epidermoid  carcinoma  in 
the  sinus  tract.  This  is  especially  true  if 
there  has  been  a change  in  symptoms. 

The  purpose  of  this  paper  is  to  present 
five  cases  of  chronic  osteomyelitis  with 
associated  sinus  tracts  that  were  thought 
clinically  to  have  developed  epidermoid  car- 
cinoma and  were  treated  as  such.  One  of 
the  cases,  however,  showed  only  pseudoepi- 
thelial  hyperplasia.  These  cases  will  indicate 
how  difficult  it  is  in  some  patients  to  dif- 
ferentiate pseudoepitheliomatous  hyperplasia 
from  epidermoid  carcinoma.  Pseudoepithelio- 
matous hyperplasia  very  closely  simulates 
epidermoid  carcinoma  both  clinically  and 
pathologically. 

Epidermoid  carcinoma  arising  in  sinus 
tracts  is  said  to  be  rare"-  McAnally  and 
Dockerty  at  the  Mayo  Clinic  analyzed  4,000 
cases  of  osteomyelitis  and  found  carcinoma- 
tous change  in  only  0.23  per  cent  of  the 
cases^®. 

The  most  frequently  reported  site  of  origin 
is  the  tibia.  However,  it  has  been  reported  to 
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occur  in  the  femur,  calcaneus,  metatarsals, 
skull  and  metacarpalsk  Other  areas  have  been 
reported  but  are  much  less  frequent.  The 
original  lesion  usually  is  an  open  fracture. 
Epidermoid  carcinoma  has  been  reported  in 
hematogenous  osteomyelitis^  and  in  tuber- 
culous osteomyelitis-.  One  of  our  cases  de- 
veloped epidermoid  carcinoma  in  blasto- 
mycosis. Fibrosarcoma  has  also  been  reported 
to  occur  in  chronic  draining  osteomyelitis®. 
This  is  a much  rarer  lesion  than  squamous 
cell  carcinoma  arising  in  the  osteomyelitis 
sinus  tracts®’  *. 

The  onset  of  neoplastic  change  has  occurred 
as  early  as  one  and  a half  years®  and  as  long 
as  64  years  after  the  onset  of  the  infection; 
the  average  is  said  to  be  about  30  years®. 

The  symptoms  and  signs  associated  with 
epidermoid  carcinoma  are  increased  pain, 
bleeding,  the  presence  of  a mass  and  an  in- 
creased discharge.  These  usually  are  con- 
sidered part  of  the  infectious  process  and  an 
unnecessary  delay  in  excision  of  the  tumor 
results.  Roentgenograms  of  the  area  may 
show  bony  involvement  by  tumor. 

Biopsy  of  the  lesion  can  be  very  misleading 
unless  multiple  sites  are  biopsied  both  on  the 
surface  and  deep  in  the  ulcer  and  sinus 
tract’®.  Bony  erosion  on  the  x-ray  may  suggest 
carcinomatous  change.  In  some  cases,  excision 
of  the  lesion  is  necessary  to  prove  malignant 
change  as  is  shown  in  case  IV. 

Epidermoid  carcinoma  arising  in  sinus 

,3.37 


Epidermoid  Carcinoma  in 

tracts  of  chronic  osteomyelitis  usually  does  not 
metastasize  but  has  been  found  to  spread 
locally.  Spread  to  regional  nodes,  to  liver, 
lungs,  kidney  and  distant  nodes  has  also  been 
noted'®'  "•  Invasion  of  bone  with  involve- 
ment of  cortex  as  well  as  the  medullary  canal 
occurs  frequently'. 

The  eonditicn  of  pseudoepitheliomatous 
hyperplasia  was  recognized  by  Whits  and 
Weidman  in  1927  who  pointed  out  that  it  is 
sometimes  impossible  to  distinguish  histologi- 
cally between  squamous  cell  carcinoma  and 
benign  hyperplasia.  They  made  a plea  for 
caution  in  interpretation  of  histological  signs 
of  early  malignancy  at  the  edge  of  a chronic 
ulcer,  and  advised  against  a confident  diag- 
nosis of  malignancy  unless  invasion  had 
reached  the  level  of  the  sweat  glands  or  had 
penetrated  beyond  them.  Cruiskshank,  Mc- 
Connell and  Miller^  found  the  diagnosis  of 
pseudoepitheliomatous  hyperplasia  led  only 
to  unfortunate  delay  in  treatment. 

The  epidermoid  carcinoma  in  osteomyelitis 
sinus  tracts  may  have  a similar  etiology  as 
epidermoid  carcinoma  arising  in  burn  scars'''; 
chronic  leg  ulcers^;  bed  sores-;  and  varicose 
ulcers^. 


FIG.  la  Case  1.  Photograph  of  sagittal  section  of  am- 
putated femur  showing  large  tumor  mass  of 
lower  thigh  with  invasion  of  the  femur. 
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FIG.  1b  Case  I.  Radiograph  of  distal  femur  gross  showing 
bony  destruction  with  associated  pathological 
fracture. 


The  following  cases  were  accumulated  at 
the  University  of  Kentucky  from  1963  through 
1967. 

Case  I 

This  is  a 75-year-old  white  male  who 
presented  with  a draining  sinus  and  pain  in 
the  left  thigh  for  three  years  which  had  pro- 
gressively gotten  worse.  Treatment  had  been 
antibiotics  with  little  or  no  response.  A left 
A-K  amputation  was  performed.  The  pathol- 
ogist reported  chronic  osteomyelitis  with  well- 
differentiated  squamous  cell  carcinoma  arising 
in  the  draining  sinus  and  destroying  the  distal 
femur.  No  metastatic  lesions  were  reported 
clinically  or  in  the  pathology  specimen.  (Fig. 
la,  lb). 

Case  II 

This  is  a 51 -year-old  white  male  who  was 
admitted  to  the  surgical  service  with  a history 
of  amputation  of  the  right  leg  several  years 
previously  because  of  chronic  osteomyelitis 
that  had  been  present  since  age  13.  Chronic 
osteomyelitis  had  been  present  in  his  left 
shoulder  since  age  13  also  but  had  shown  little 
or  no  change  until  16  months  prior  to  this 
admission  when  it  began  to  enlarge,  showed 
increased  drainage,  and  produced  shooting 
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FIG.  2 Case  II.  Photograph  of  left  shoulder  showing 
large  fungating  epidermoid  tumor  that  arose 
in  sinus  tract  of  chronic  osteomyelitis.  Blastomy- 
cosis was  found  to  have  produced  the  osteomye- 
litis. 

pains  through  the  shoulder.  Biopsy  and  smear 
showed  blastomycosis  and  pseudoepithclioma- 
tous  hypertrophy  and  hyperplasia.  The  drain- 
age improved  on  treatment  with  Amphoteracin 
B but  growth  of  the  ulcer  increased  rapidly 
and  the  patient  was  readmitted  with  a pre- 
sumptive diagnosis  of  squamous  carcinoma. 
Repeat  biopsy  showed  grade  I squamous  car- 
cinoma. The  patient  underwent  left  fore- 
quarter amputation.  The  pathologist  found 
superficially  infiltrating  squamous  cell  car- 
cinoma in  the  sinus  tract.  No  positive  nodes 
were  found.  (Fig.  2). 

Case  III 

This  is  a 50-year-old  male  with  a chronic 
osteomyelitis  of  the  right  mid-tibia  since  the 
age  of  five  years.  The  osteomyelitis  had 
caused  little  difficulty  and  required  no  treat- 
ment until  about  one  year  prior  to  admis- 
sion when  the  sinus  tract  began  to  drain  pus 
and  bone  chips  and  the  area  in  and  around 
the  sinus  tract  began  to  enlarge.  Biopsy  of 
the  sinus  tract  was  reported  as  squamous  cell 
carcinoma.  Below-the-knee  amputation  was 
performed  with  the  pathologist  finding  squa- 
mous carcinoma  in  the  sinus  tract  and  adjacent 
bone  cortex  and  marrow  cavity.  Groin  dissec- 
tion revealed  no  nodes  with  metastatic  cancer. 
(Fig.  3). 
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Case  IV 

This  57-year-old  white  male  had  developed 
hematogenous  osteomyelitis  of  the  left  cal- 
caneus at  age  10  years  with  associated 
chronic  drainage.  Three  to  four  weeks  prior 
to  admission  the  lesion  was  noted  to  have 
enlarged,  have  shown  increased  drainage  and 
had  become  painful.  Biopsy  was  reported  as 
extreme  pseudoepitheliomatous  hyperplasia. 
Below-the-knee  amputation  was  performed 
and  a definite  diagnosis  of  squamous  cell 
carcinoma  arising  in  the  sinus  tract  was  made. 
(Fig.  4a,  b,  c). 


Case  V 

This  was  the  first  admission  for  this  42- 
year-old  white  female  with  a history  of  chronic 


FIG.  3 Case  III.  Roentgenogram  of  the  leg  made  prior 
to  amputation  shows  destructive  bony  chcr*]es 
of  osteomyelitis  and  tumor  in  the  cortex  as  well 
as  medullary  involvement  of  tibia. 
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FIG.  4a  Case  IV.  Photograph  of  foot  showing  chronic 
sinus  with  fungating  tumor. 

osteomyelitis  following  an  open  fracture  of  the 
left  tibia  at  12  years  of  age.  Previous  at- 
tempts at  saucerization  failed  and  the  patient 
was  admitted  for  and  had  a B.  K.  amputation. 
The  pathology  specimen  showed  chronic  os- 
teomyelitis and  pseudoepitheliomatous  hyper- 
plasia. No  carcinomatous  changes  were  seen. 
(Fig.  5a,  b,  c). 

Discussion 

The  five  cases  presented  here  differ  very 
little  from  those  reported  in  the  literature 
except  for  the  case  of  epidermoid  carcinoma 
arising  in  a sinus  tract  of  chronic  osteomyelitis 
of  blastomycosis.  All  cases  were  suspected  of 
having  epidermoid  carcinoma,  however,  one 
showed  only  pseudoepitheliomatous  hyper- 
plasia in  the  excised  specimen. 

Distant  spread  was  suspected  in  only  one 
case  (case  III)  however,  groin  dissection 
showed  only  inflammatory  change  in  the 
excised  nodes.  Local  spread  beyond  the  sinus 
tract  was  present  in  all  four  cases  of  epider- 
moid carcinoma. 

All  of  the  patients  in  this  series  had  a 
change  in  the  signs  and  symptoms  related  to 
their  osteomyelitis,  whether  they  had  epider- 
moid carcinoma  or  pseudoepitheliomatous  hy- 
perplasia. They  all  complained  of  increasing 
pain,  increasing  discharge,  enlarging  mass  and 


failure  to  respond  to  medical  treatment.  These 
changes  should  make  one  suspect  the  de- 
velopment of  epidermoid  carcinoma. 

X-ray  evidence  of  bony  destruction  is  not 
distinctive  for  epidermoid  carcinoma  since  it 
can  occur  in  both  osteomyelitis  and  pseudo- 
epitheliomatous hyperplasia.  The  most  impor- 
tant diagnostic  procedure  is  a biopsy’.  This 
should  be  taken  from  the  superficial  lesion, 
d^ep  in  the  sinus  tract,  and  in  multiple  sites. 
If  the  biopsy  is  negative,  yet  clinically  car- 
cinoma is  suspected,  I would  suggest  repeating 
the  biopsy. 

Treatment  is  surgical  amputation  in  both 
epidermoid  carcinoma  and  pseudoepithelio- 
matous hyperplasiah  Johnson  and  Kempson 
justify  amputation  in  pseudoepitheliomatous 
hyperplasia  on  the  grounds  that  “epidermoid 
carcinoma  will  be  missed  because  the  turner 
is  so  well  differentiated  that  a definite  his- 
tological diagnosis  of  carcinoma  cannot  be 


FIG.  4b  Case  IV.  Photograph  of  sagittal  section  through 
amputated  foot  and  lower  leg.  Tumor  invasion 
of  the  calcaneus  is  obvious. 


FIG.  4c  Case  IV.  Radiograph  of  the  foot  prior  to  am- 
putation showing  chronic  osteomyelitis  and  bony 
destruction  of  calcaneus  secondary  to  tumor  in- 
vasion. 
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FIG.  5b  Case  V.  Photograph  of  sagittal  section  of  am- 
putated leg  showing  that  there  is  destruction  of 
lower  tibia. 


FIG.  5c  Case  V.  AP  and  lateral  radiograph  of  leg  shows 
destruction  of  the  distal  tibia. 
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is  the  treatment  of  chcice.  Regional  lymph 
nodes  should  be  biopsied  at  the  time  of 
amputation^  Follow-up  on  all  four  eases  to 
date  shows  no  evidence  of  metastatic  carci- 
noma cr  death  from  the  epidermoiJ  carcinom  t. 


Summary 

Four  cases  of  epidermoid  carcinoma  arising 
in  sinus  tract  of  chronic  osteomyelitis  have 
been  reviewed  and  one  case  of  pseudeepithe- 
liomatous  hyperplasia  was  presented.  The 
problem  of  determining  if  a patient  has  only 
atypical  pseudoepitheliomatous  hyperplasia  or 
epidermoid  carcinoma  is  discussed.  One  case 
of  epidermoid  carcinoma  occurring  in  a sinus 
tract  that  had  proven  blastomycosis  was  re- 
viewed. The  typical  clinical  signs  and  symp- 
toms were  enumerated.  The  most  mportant 
aid  in  diagnosis  is  the  biopsy.  Treatment 
should  be  amputation  and  regional  node  in- 
vestigation in  all  cases  of  epidermoid  car- 
cinoma and  atypical  pseudoepitheliomatous 
hyperplasia. 
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FIG.  5a  Case  V.  Photograph  of  amputated  leg,  anterior 
view.  Fungating  ulcerative  lesion  is  seen  on 
anteriomedial  aspect  of  leg. 

made.”  Multiple  biopsies  may  even  miss  the 
lesion  as  in  Case  IV.  Many  of  the  cases  with 
extensive  osseous  destruction  secondary  to 
pseudoepitheliomatous  hyperplasia  will  have 
a ncn-functioning  limb  and  thus  amputation 
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childhood  Psychosis:  A Review  of  the  Syndrome 


Robert  G.  Aug,  M.D.* 

Lexington,  Kentucky 


Childhood  psychosis  need  not  be  an 
enigma  when  it  is  defined  as  a grotip  of 
clinical  syndromes  tvhich  share  certain 
pathognomonic  symptoms.  When  these 
symptoms  are  distinguished  from  non- 
specific symptoms,  differential  diagnosis 
is  also  clarified. 

For  most  physicians,  including  many 
psychiatrists,  childhood  psychosis**  is  a 
very  puzzling  subject.  Perhaps  our  best 
entree  to  this  enigma  is  via  a concrete  incident; 

A busy  executive  assigned  his  secretary  the 
task  of  purchasing  a Dalmation.  The  secretary 
opened  her  notebook  and  asked  a long  series 
of  specific  questions:  “How  big  a Dalmation 
do  you  want?  How  old?  What  price?  How 
soon  do  you  want  it?”  etc. 

After  a half  hour  of  such  questions,  the 
secretary  seemed  to  have  covered  every  de- 
tail. She  closed  her  notebook,  started  out  the 
door,  and  said  “Okay,  I’ll  have  it  for  you 
today.”  But,  halfway  out  the  door,  she  paused 
and  said;  “By  the  way,  what  in  the  world 
is  a Dalmation?” 

This  is  quite  parallel  to  our  present  under- 
standing of  childhood  psychosis.  Although  we 
now  have  a rich  body  of  description  of  the 
clinical  syndromes,  we  cannot  yet  be  sure  of 
what  is  (or  what  are)  the  underlying  disease 
entities.  “Disease  entity”  implies  that  we  at 
least  agree  upon  a specific  etiology,  a specific 
pathology  (which  may  be  in  psychological 
terms),  a specific  natural  course  of  the  disease, 
etc. 

As  a matter  of  fact,  there  is  also  disagree- 
ment as  to  just  which  clusters  of  symptoms 
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sis” is:  with  onset  at  any  time  prior  to  11  years  of 
age.  Actually,  in  the  majority  of  cases  the  onset  is 
observable  prior  to  five  years  of  age. 


are  properly  to  be  labeled  as  psychosis  in 
childhood.  Among  members  of  the  same  staff 
of  a given  child  psychiatry  center,  there  is 
reliable  agreement;  but  there  are  marked 
discrepancies  from  one  center  to  another,  and 
from  one  expert  authority  to  another.  Thus 
we  have  Kanner’s^  “Early  Infantile  Autism”; 
Mahler’s^  “Symbiotic  Psychosis”;  Rank^  Put- 
nam^ and  Pavenstedt’s^  “Child  with  Atypical 
Development”;  Bender’s®  “Childhood  Schiz- 
ophrenia”; Goldfarb’s'  “Childhood  Schiz- 
ophrenia”; Ekstein  and  Wallerstein’s®  “Border- 
line Psychotic  Child”;  Rank  and  Kaplan’s® 
“Pseudoschizophrenic  Child”;  Bergman  and 
Escalona’s^®  “Child  with  Unusual  Sensitivity”; 
and  others. 

As  we  study  the  actual  clinical  descriptions 
underlying  these  various  names  and  concepts 
applied  to  psychotic  children,  we  find  both 
similarities  and  differences.  With  our  present 
knowledge,  we  cannot  formulate  childhood 
psychosis  as  a single  distinct  disease  entity, 
but  rather  as  a heterogeneous  group  of  re- 
lated, overlapping  clinical  syndromes  (per- 
haps seven  or  eight  in  number).  The  main 
substance  of  this  paper  will  be  a listing  of 
the  common  parts  of  these  various  syndromes; 
but  first,  a brief  note  on  the  reason  for  such 
diversity  and  lack  of  agreement. 

Although  some  of  the  problem  is  due  to 
partial  differences  among  the  patient  popula- 
tion being  studied  at  the  various  child  psy- 
chiatry centers,  the  most  basic  reason  for  the 
conflicting  opinions  is  the  fact  that  the  con- 
cept “psychosis”  grew  out  of  adult  psychiatry 
and  only  belatedly  has  been  applied  to  chil- 
dren. 

The  concept  “psychosis”  had  its  origin  in 
the  clinical  description  of  certain  kinds  of 
adult  patients  who  demonstrated: 

1.  A markedly  distorted  relationship  with 
reality  (withdrawn  from  the  environment; 
often  showing  delusions  and  hallucinations.) 

2.  A chaotic,  disorganized  quality  in  be- 
havior and  thinking. 

3.  Relatively  severe  disruption  of  not  just 
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one  aspect,  but  most  or  all  aspects  of  adapta- 
tion, including  social,  intellectual,  occupa- 
tional, sexual,  etc. 

4.  Inability  to  be  responsible  for  oneself; 
poor  judgment;  socially  inappropriate  be- 
havior. 

When  we  attempt  to  apply  these  criteria  to 
children,  we  have  to  look  for  quite  different 
symptoms,  because  the  child’s  personality  is 
in  an  earlier  stage  of  development,  is  con- 
stantly growing  and  changing,  and  is  still  in- 
complete in  many  ways.  As  a result,  some 
behavior  that  would  be  considered  psychotic 
in  an  adult  is  not  psychotic  in  children  at  a 
certain  age,  and  not  even  abnormal  in  chil- 
dren at  a still  younger  age  (e.g.  a marked 
egocentricity  of  interests  and  attention,  or  re- 
fusal to  communicate  in  response  to  certain 
situations;  accusing  others  of  being  “ . . . all 
against  me”,  spoken  in  the  heat  of  battle.) 

Furthermore,  it  is  much  harder  for  the 
physician  to  get  verbal  expression  or  con- 
firmation of  what  the  child  is  experiencing, 
than  is  the  case  with  psychotic  adults.  This 
makes  it  much  harder  to  discern  such  clear- 
cut,  flagrant  symptoms  of  psychosis  as  de- 
lusions and  hallucinations. 

So  much  for  our  very  condensed  survey  of 
the  reasons  for  the  welter  of  conflicting  view- 
points on  childhood  psychosis.  We  can  re- 
solve this  confusing  situation  by  pulling  to- 
gether the  common  parts  of  the  clinical  de- 
scriptions from  all  the  various  child  psychiatry 
centers,  and  picking  out  those  symptoms 
which  (in  the  author’s  opinion)  should  be 
considered  pathognomonic  for  childhood  psy- 
chosis. These  pathognomonic  symptoms  (to 
be  called  “cardinal  symptoms”)  are  both 
necessary  and  sufficient  for  the  diagnosis. 

The  critical  point  of  diagnosis  is  to  dis- 
tinguish these  cardinal  symptoms  from  a 
second  group  of  symptoms  (to  be  called 
“non-specific”)  which  are  frequently  present 
in  childhood  psychosis,  but  are  neither  neces- 
sary nor  sufficient  for  the  diagnosis.  These 
non-specific  symptoms  do  occur  in  other  con- 
ditions and  are  therefore  not  sufficient  for  the 
diagnosis;  and  one  does  find  cases  of  child- 
hood psychosis  without  these  symptoms,  so 
they  are  not  necessary  for  the  diagnosis.  How- 
ever, when  present  they  can  be  the  most 
prominent,  spectacular  part  of  the  presenting 
clinical  picture  of  childhood  psychosis,  a situ- 


ation which  causes  much  of  the  confusion 
about  differential  diagnosis. 

Cardinal  Symptoms 

I.  Characteristic  Severe  Impairment  of  Con- 
tact With  the  Environment,  Especially  the 

Social  Environment 

Most  basically,  psychotic  children  do  not 
relate  to  persons  as  persons,  as  manifested 
in  the  following  ways: 

1.  A curious  deficiency  of  eye  contact.  The 
child  seems  to  focus  his  gaze  right  through  or 
beyond  the  examiner,  giving  rise  to  the  feel- 
ing: “He  looks  at  me  as  if  I’m  not  there.” 

2.  Unresponsiveness  to  spoken  words,  some- 
times giving  the  impression  of  deafness.  These 
children  are  much  more  consistently  oblivious 
to  sounds  with  personal  and  social  meaning 
than  to  inanimate  sounds. 

3.  Lack  of  distinguishing  people  from  in- 
animate objects.  One  child  would  walk  right 
over  (and  step  on)  sunbathers  lying  on  a 
beach.  Another  child,  after  dismembering  a 
special  doll  built  to  be  taken  apart,  then 
tried  to  unscrew  the  psychiatrist’s  arm  and 
pry  off  his  head. 

4.  Relating  only  to  a part  of  the  examiner 
(especially  to  the  hand)  rather  than  to  the 
whole  person. 

Psychotic  children’s  contact  with  the  in- 
animate environment  does  not  show  such 
consistent  or  characteristic  impairment.  In 
those  cases  where  the  child  does  appear  well 
“tuned  in”  to  the  inanimate  environment, 
there  is  a marked  discrepancy  between  his 
relationship  with  the  inanimate  environment 
and  his  (much  poorer)  relationship  with  the 
social  environment. 

II.  Characteristic  Impairment  of  Effect  and 
Its  Expression 

Most  basically,  this  is  an  incongruity  of 
effect,  e.g.  an  apparent  smile  which  conveys 
neither  mirth  nor  warmth,  “sends”  no  feeling. 
At  other  times,  the  child  may  seem  to  be 
having  a strong  emotion,  but  the  observer 
cannot  “read”  the  feeling. 

Effect  may  be  flat,  have  a very  narrow 
range.  Also,  the  child  may  show  sudden 
baffling  changes  in  mood,  with  no  apparent 
cause. 

III.  Impairment  of  Speech,  Especially  its  Use 
for  Social  Communication 

Although  speech  is  absent  in  some  psy- 
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chotic  children,  it  is  present  in  others.  If 
speech  is  present,  there  is  a discrepancy 
between  possession  of  a vocabulary  and  abili- 
ty to  use  it  for  social  communication.  It  is 
this  impairment  of  the  use  of  speech  for  social 
communication  which  is  pathognomonic. 

Examples  of  the  non-communicative  use  of 
speech  include: 

1.  Repetitious  reciting  of  TV  commercials 
and  other  stereotyped  “spiels.” 

2.  Echolalia,  neologisms,  having  one’s  own 
private  language,  or  other  highly  idiosyn- 
cratic speech. 

3.  Sing-song  or  monotonous  speech  which 
fails  to  communicate  appropriate  effect  by 
intonation,  pitch,  melody,  emphasis,  or  rhythm; 
also,  timbre  of  voice  is  peculiar  (hollow, 
squawking,  or  shrill.) 

IV.  Characteristic  Impairment  of  Sense  of 
Personal  Identity 

It  would  be  justified  to  replace  the  word 
“impairment”  here  with  the  word  “absence”: 
the  psychotic  child  lacks  a unified  sense  of 
self  as  the  subject  of  his  feelings,  sensations, 
pain  or  pleasure,  or  as  the  subject  of  his 
actions.  E.G.,  one  child  said:  “There’s  a baby 
grasshopper,”  and  then  looked  around  the 
room  in  a searching  manner,  saying:  “Some- 
body said  ‘There’s  a baby  grasshopper’  ” 
(said  with  genuine  perplexity.)  The  observer 
felt  the  child  was  obviously  unable  to  experi- 
ence himself  as  the  subject  of  his  own  voice. 

This  “dysidentity”  may  also  show  up  in 
the  child’s  reversal  of  pronouns;  most  char- 
acteristically, he  does  not  refer  to  himself  in 
the  first  person  (“I”  or  “me”),  but  instead 
uses  “you”  or  “he”  in  a context  tantamount 
to  referring  to  himself. 

Some  psychotic  children  begin  to  form 
some  unified  identity  as  a non-human  objeet, 
espeeially  some  machine,  such  as  an  electric 
fan,  automobile  or  vacuum  cleaner.  The  child 
will  make  noises  like  a vacuum  cleaner,  talk 
to  “other”  vacuum  cleaners,  etc.  This  phenom- 
enon gives  an  entirely  different  feeling  to 
the  observer  from  that  of  a child  merely 
pretending  to  be  a vacuum  cleaner;  for  the 
psychotic  child,  being  the  machine  is  his 
literal  (and  entire)  sense  of  self. 

V.  Unevenness  of  Development;  Disorganiza- 
tion and  Lack  of  Intergration  of  Personality 

Many  psychotic  children  show  “islands”  of 
precocious  functioning  in  the  midst  of  grossly 


primitive,  infantile  behavior  in  other  areas, 
e.g.  the  eight-year-old  who  could  recite  the 
proper  scientific  names  of  all  the  bird  species 
in  North  America,  but  could  not  take  a bath 
or  feed  himself. 

Most  psychotic  children  constantly  give  off 
a feeling  of  chaos  and  great  disorganization, 
a sense  of  panicky  confusion. 

This  lack  of  personality  integration  also 
shows  up  in  the  psychotie  child’s  inability  to 
play.  His  fiddling  with  various  objects,  and 
his  use  of  fantasy,  somehow  lack  qualities  we 
normally  sense  in  children’s  play.  The  dif- 
ference seems  to  be  due  to  a eombination  of 
(1)  the  sense  of  chaos,  (2)  an  empty, 
vacuous  quality,  (3)  a desperate,  driven 
quality  and  (4)  the  absense  of  any  sense  of 
enjoyment. 

Non-Specific  Symptoms 

I.  Inability  to  Grasp  Basic  Categories  of 

Thought 

Some  psyehotic  children  show  endless  pre- 
occupation with  their  puzzlement  over  such 
concepts  as  time,  space,  cause-and-effect, 
matter  and  texture,  . . . basic  modes  of 
thinking  which  normally  take  place  “auto- 
atically”,  without  even  calling  for  any  con- 
scious attention.  For  example,  some  psychotic 
children  can  not  intuitively  grasp  that  an 
object  has  an  “other”  side  or  an  edge,  as  if 
his  understanding  of  the  spatial  and  material 
properties  of  physical  objects  has  not  pro- 
gressed beyond  that  of  the  infant  of  five  to 
eight  months  of  age. 

II.  Various  Disturbances  of  Motility 

Some  psychotic  children  are  hyperactive, 
some  are  not.  A more  characteristic  disturb- 
ance of  motility  is  preoccupation  with  a 
very  narrow  range  of  actions  (e.g.  constantly 
shaking  a certain  string  or  rope,  walking  in 
a circle,  flapping  his  hands  close  to  his  head, 
or  repetitively  tapping  every  object  in  a 
caricature  of  a “karate  chop.”)  These  motility 
patterns  are  stereotyped,  usually  look  bizarre, 
and  seem  to  be  unrelated  to  anything  the 
observer  can  see  in  the  “real”  external  environ- 
ment. 

Another  motility  disturbance  shown  by 
some  psychotic  children  is  rhythmic  primitive 
movements  such  as  rocking,  head-banging, 
“whirling”,  or  simply  jumping  up  and  down 
repetitively  in  the  same  place.  It  is  this 
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“whirling”,  in  which  the  child  repeatedly  spins 
around  (as  is  done  when  preparing  to  “Pin 
The  Tail  On  The  Donkey”)  which  Lauretta 
Bender*^  singled  out  as  being  of  such  great 
diagnostic  significance;  it  turns  out,  however, 
that  this  “whirling”  phenomenon  occurs  in 
only  .about  25  per  cent  of  psychotic  children. 

III.  Impaired  Control  of  Impulses 

Many  psychotic  children  are  unable  to 
maintain  even  minimal  social  conformity  when 
not  under  the  constant  direct  guidance  of  an 
adult.  The  adult  charged  with  the  care  of 
such  an  impulsive  child  has  to  resort  to  some- 
thing very  close  to  “man-to-man”  guarding  or 
something  like  a “full-court  press”  in  order 
to  prevent  sudden  harmful  misbehavior.  (The 
analogy  to  basketball  defense  is  only  a slight 
exaggeration.) 

When  such  impulsivity  is  combined  with 
hyperactivity,  it  may  constitute  the  presenting 
problem,  the  reason  for  exclusion  from  school 
and  referral  to  the  physician.  Such  a situation 
presents  a problem  in  differential  diagnosis, 
for  hyperactivity  and  impulsivity  can  also  be 
seen  in  the  “minimal  brain  damage”  syndrome, 
as  well  as  in  the  antisocial  child  and  in  certain 
neurotic  children  with  acute  anxiety.  It  is  a 
direct  and  simple  matter  to  rule  out  (or  rule 
in)  childhood  psychosis  on  the  basis  of  the 
presence  or  absence  of  the  five  cardinal 
symptoms. 

IV.  Impairment  of  Social  Skills 

When  the  psychotic  child  shows  some  im- 
provement, so  that  he  begins  to  seek  some 
social  contact,  he  seeks  such  contact  by 
running  full-speed  and  crashing  into  the 
adult’s  leg,  stepping  on  his  foot,  leaning  very 
awkwardly  against  him,  etc.  The  psychotic 
child  also  shows  excessive  reliance  upon  in- 
direct ways  of  relating,  such  as  tossing  a ball 
or  rolling  a marble  toward  the  adult.  Such  a 
child  is  also  unable  to  “read”  various  social 
cues,  e.g.  sensing  whether  another  person  is 
kidding  or  serious. 

V.  Lack  of  Age-Appropriate  Defenses  by 
Which  to  Handle  Anxiety 

Under  this  rubric  we  can  include  the  fol- 
lowing behavioral  symptoms: 

1.  Marked  immaturity  of  mannerisms  and 
behavior. 

2.  Excessive  anxiety,  resembling  that  of  an 
anxiety  neurosis. 

3.  Neurotic  defenses,  especially  phobic  and 
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obsessive-compulsive  defenses. 

Thus  some  cases  of  childhood  psychosis 
require  differential  diagnosis  (respectively) 
from  immature  personality  disorders,  from 
anxiety  neuroses  or  from  phobic  or  obsessive- 
compulsive  neuroses.  In  all  cases  the  differen- 
tial diagnosis  can  be  made  on  the  basis  of  the 
presence  or  absence  of  the  five  cardinal 
symptoms. 

VI.  Obsessive  Insistence  on  Sameness 

Some  psychotic  children  have  extremely 
severe  panic  or  temper  tantrums  in  response 
to  any  change  in  either  the  arrangement  in 
space  of  various  familiar  objects,  or  in  the 
sequence  in  time  of  daily  routines. 

This  symptom  is  especially  consistently 
present  in  that  sub-group  of  psychotic  chil- 
dren designated  by  Kanner^  as  “Early  Infantile 
Autism.”  It  has  traditionally  been  regarded  as 
pathognomonic  for  “Early  Infantile  Autism”; 
however,  it  actually  is  not  sufficient  for  the 
diagnosis  (of  either  Early  Infantile  Autism 
or  of  any  other  kind  of  childhood  psychosis) 
because  obsessive  insistence  on  sameness 
does  occur  in  varying  degrees  in  other  con- 
ditions, especially  in  some  cases  of  mental 
retardation  and  in  some  cases  of  the  syndrome 
of  “minimal  brain  damage.” 

Perhaps  this  symptom  is  best  viewed  as  a 
rote  adaptation  to  the  general  problem  of 
having  very  limited  adaptive  skills,  and  yet 
having  to  cope  with  complexity  and  change  in 
the  environment:  abolishing  all  change  is 

apparently  an  attempt  to  reduce  drastically 
any  demands  for  flexible  adaptation. 

Further  Comments  on  Differential  Diagnosis 

As  stated  earlier,  the  difficulties  concerning 
the  differential  diagnosis  of  childhood  psy- 
chosis can  be  resolved  by  discriminating 
cardinal  symptoms  from  non-specific  symp- 
toms. In  every  specific  case,  childhood  psy- 
chosis can  be  ruled  in  or  ruled  out  on  the 
basis  of  the  presence  of  absence  of  the  five 
cardinal  symptoms.  In  the  course  of  our  listing 
of  the  non-specific  symptoms,  we  applied 
this  touchstone  to  two  of  the  clinical  situations 
in  which  one  has  to  rule  out  childhood 
psychosis: 

I.  Hyperactive-impulsive  behavior 

II.  An  apparent  neurosis,  especially  of  the 
obsessive-compulsive,  phobic  or  anxiety  type 

The  differential  diagnosis  of  childhood 
psychosis  includes  three  additional  items: 
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III.  Mental  retardation 

IV.  Other  conditions  with  delayed  or  ab- 
sent speech 

V.  Other  conditions  in  which  the  child 
deviates  from  consensus  (i.e.  behaves  in  an 
odd  or  “different”  way.) 

The  problem  of  differentiating  mental  re- 
tardation from  childhood  psychosis  occurs 
because  both  conditions  are  manifested  by 
disturbances  of  personality  development,  de- 
velopment which,  in  the  very  young  child,  has 
not  yet  occurred.  In  addition  to  applying  our 
touchstone  of  the  presence  or  absence  of  the 
five  cardinal  symptoms  of  childhood  psy- 
chosis, the  following  practical  points  are  help- 
ful: 

1.  Although  many  retardates  show  a kind 
of  stereotyped  rigidity  and  monotony  in  their 
behavior  and  in  their  topics  of  conversation, 
it  is  not  on  such  a private,  unshared  basis 
as  in  psychotic  children. 

The  examiner  can  much  more  easily  “tune- 
in”  to  and  understand  their  narrow  little  world. 

2.  The  retardate  does  not  show  such 
unevenness  of  development;  rather,  he  usually 
shows  a more  uniform,  even,  across-the-board 
retardation  in  most  areas. 

3.  The  retardate  does  not  show  the  marked 
chaos  and  disorganization  that  the  psychotic 
child  does. 

4.  The  retardate’s  topics  of  conversation 
are  usually  limited  to  simple,  concrete  sub- 
jects which  are  related  to  the  immediate 
environment.  This  stands  in  contrast  to  the 
psychotic,  whose  topics  and  interests  usually 
seem  quite  complex  and  abstract,  as  well  as 
unrelated  to  the  immediate  environment. 

We  can  only  comment  briefly  about  the 
last  two  areas  of  differential  diagnosis  (that 
of  delayed  or  absent  speech  and  that  of 
deviation-from-consensus. ) 

Actually,  the  most  frequent  cause  of  de- 
layed or  absent  speech  is  mental  retardation. 
Other  causes,  besides  childhood  psychosis, 
are: 

1.  Minimal  brain  damage 

2.  Nerve  deafness  (Only  nerve  deafness, 
not  conduction  deafness,  is  a significant  cause 
of  delayed  speech.) 

3.  Aphasia 

4.  “Developmental  aphasia” 

5.  Severely  neglected  “uncivilized”  chil- 
dren. usually  found  in  conditions  of  pervasive 
social  pathology  and  poverty.  These  children 


resemble  the  sociopathic  group  more  than  any 
other  diagnostic  group. 

6.  Elective  mutism:  This  is  best  classified 
as  a type  of  neurotic  character,  in  which  the 
child  is  motivated  to  withhold  speech,  usually 
in  the  manner  of  a stubborn,  oppositional 
two-year-old. 

The  other  conditions  in  which  the  child 
deviates  from  consensus,  aside  from  child- 
hood psychosis,  are: 

1.  Neuroses  (especially  phobic  and  obses- 
sive-compulsive neuroses.)  It  is  the  intensity 
of  the  neurotic  child’s  involvement  in  his 
rituals  and  avoidances  (which  appears  so  out- 
of-keeping  with  our  common-sense  view  of 
the  unimportance  of  such  things)  which  gives 
the  appearance  of  marked  oddness. 

2.  Personality  traits  such  as  shyness,  active 
fantasy  life  and  noticeable  daydreaming,  . . . 
which  may  be  found  in  normal  or  neurotic 
children. 

3.  Primitive  behavior  in  severely  neglected 
“uncivilized”  quasi-sociopathic  children  (e.g. 
eating  feces  or  parts  of  a dead  animal.  In 
these  children,  such  shockingly  indiscriminate 
oral  incorporation  amounts  to  a form  of  pica.) 

4.  Tics,  especially  vocal  tics  (e.g.  in  the 
Tic  of  Gilles  de  la  Tourette.) 

Again,  throughout  this  entire  variety  of 
conditions  which  can  resemble  childhood 
psychosis,  the  differential  diagnosis  can  al- 
ways be  made  on  the  basis  of  the  presence 
or  absence  of  the  five  cardinal  symptoms  of 
childhood  psychosis. 

Summary 

The  problem  of  multiple  conflicting  defini- 
tions of  childhood  psychosis  was  discussed. 
As  a solution  to  this  problem,  it  was  proposed 
that  we  define  childhood  psychosis  as  a 
heterogeneous  group  of  related  clinical  syn- 
dromes, all  of  which  share  five  pathognomonic 
symptoms  in  common. 

The  key  to  the  knotty  problems  of  dif- 
ferential diagnosis  of  childhood  psychosis  lies 
in  distinguishing  these  pathognomonic  (or 
“cardinal”)  symptoms  from  the  non-specific 
symptoms  which,  when  present,  may  domi- 
nate the  presenting  clinical  picture  of  child- 
hood psychosis.  This  key  principle  was  then 
briefly  applied  to  the  five  types  of  condition 
in  which  the  question  of  differential  diagnosis 
from  childhood  psychosis  usually  arises. 

(References  on  page  377) 
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Acute  Promyelocytic  Leukemia 

A.  J.  Fernandez,  M.D.*  and  Roy  R.  Bontrager,  M.D.** 

Hazard,  Kentucky 


Promyelocytic  leukemia,  the  gravest  clin- 
ical form  of  leukemia,  is  rarely  reported. 
This  paper  concerns  a case  recently  ob- 
served in  this  area.  Emphasis  is  placed 
upon  the  importance  of  the  coagulopathy 
and  upon  the  probable  cause  of  sparcity 
in  reports. 

This  paper  deals  with  a rarely  reported 
type  of  leukemia  characterized  by  a very 
rapid  clinical  demise,  a marked  hemor- 
rhagic tendency  due  to  disorders  of  fibrinogen 
metabolism  which  are  not  observed  in  other 
acute  leukemias,  and  a proliferation  of 
atypical  promyelocytes  in  the  bone  marrow. 
Although  an  autopsy  was  not  performed,  the 
clinical  picture,  laboratory  results  and  bone 
marrow  study  in  this  case  supported  conclusive 
evidence  to  substantiate  the  diagnosis  of  acute 
promyelocytic  leukemia.  Even  though  this  type 
of  leukemia,  first  described  by  European  in- 
vestigators, has  been  recognized  as  a definite 
nosologic  entity,  only  about  60  cases  liave 
been  recorded  in  medical  literature^’  -• 

Case  Report 

This  49-year-old  man  was  admitted  on 
January  14,  1970  with  a three  day  history  of 
“smothering,  weakness,  and  a lump  in  the  left 
side  of  the  neck”.  The  examining  physician 
also  noted  ecchymotic  areas  of  the  skin,  fore- 
head and  left  side  of  the  neck.  The  patient 
also  noticed  that  he  would  “bruise  easily” 
during  the  three  days  before  admission.  Four 
weeks  before  admission  he  was  treated  with 
Ampicillin  for  a cellulitis  in  his  right  forearm 
and  two  weeks  before  admission  had  com- 


*Chief pathologist,  Hazard  and  Whitesburg  Appala- 
chian Regional  Hospitals,  Hazard 
**Staff  physician,  Appalachian  Regional  Hospital, 
Whitesburg 


plained  of  some  low  back  pain  which  was 
treated  symptomatically  with  analgesics. 

Physical — showed  an  anemic  appearing  49- 
year-old  man  complaining  of  shortness  of 
breath.  Blood  pressure  112/70,  pulse  130, 
respirations  26  and  temperature  98.  The  con- 
junctivae  were  pale  and  the  skin  showed 
obvious  ecchymosis  of  the  neck  and  a tender 
mass  along  the  left  border  of  the  neck.  There 
were  also  small  ecchymotic  areas  on  the  fore- 
head, right  forearm  and  both  legs.  The  lung 
fields  were  clear  and  there  was  a sinus  tachy- 
cardia with  a grade  II  of  VI  systolic  murmur 
heard  along  the  left  cardiac  border.  The 
abdomen  was  soft  with  some  minimal  tender- 
ness with  deep  palpation  over  the  left  iliac  area 
of  the  abdomen.  Liver  and  spleen  were  not 
palpable. 

Laboratory — the  chest  x-ray  showed  mild 
emphysematous  changes  in  the  lungs  and  the 
EKG  showed  a sinus  tachycardia  with  non- 
specific changes.  On  admission  the  stool  was 
negative  for  blood  and  the  hemoglobin  was 
6.2,  hematocrit  18,  WBC  9,150  with  a 
platelet  count  of  40,800.  The  peripheral  smear 


FIG.  1 The  peripheral  smear  shows  large  and  small  cells 
of  the  myeloid  series  corresponding  to  the  atypical 
myelocytes  and  promyelocytes  as  the  predominant  cell 
type.  A satisfactory  myeloblast  could  not  be  identified 
but  a few  mature  lymphocytes  and  neutrophils  are  present. 
Note  the  fairly  normal  red  blood  cells  (Wright  Stain  20X)  . 
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initially  showed  15  lymphocytes  and  85  cells 
in  the  myeloid  series  (mostly  atypical  myelo- 
cytes and  promyelocytes).  (Fig.  1.)  The  Lee 
and  White  clotting  time  was  8 minutes  and  30 
seconds  and  a bone  marrow  examination  was 
done  before  transfusion  was  initiated. 


Hospital  Course — after  the  initial  diagnos- 
tic studies  were  completed  he  was  given  two 
units  of  fresh  blood.  On  the  fourth  hospital 
day  he  started  passing  black  stool  and  his 
hemoglobin  dropped  to  5.1  and  the  hematocrit 
dropped  to  13.  He  was  transfused  with  four 
more  units  of  blood  and  referred  to  a surgeon 
and  an  internist.  Late  on  the  fourth  hospital 
day  he  was  still  bleeding  from  the  GI  tract 
and  had  a temperature  of  102  degrees.  His 
BUN  had  gone  up  to  118  mgs.  per  cent  and 
his  white  count  was  11,400.  Bleeding  time 
then  was  33  minutes  and  45  seconds  and  the 
coagulation  time  was  12  minutes.  The  initial 
clot  retraction  was  one  hour  and  20  minutes 
and  the  prothrombin  time  was  reported  as 
32.3  seconds  with  a control  of  12  seconds.  No 
clot  formation  was  reported  after  three  min- 
utes. 

On  the  fifth  hospital  day  there  was  a normal 
partial  thromboplastin  time  and  the  prothrom- 
bin time  was  prolonged  to  21  seconds.  The 
coagulation  time  was  15  minutes  and  bleeding 
time  was  over  30  minutes.  A fibrinogen  assay 
after  approximately  six  units  of  blood  was 
within  normal  limits.  The  fibrinolysin  test 
showed  complete  lysis  in  12  hours.  The  white 
count  went  up  to  16,300  and  platelet  count 
was  68,000  on  the  fifth  hospital  day.  An 
upper  GI  series  showed  no  abnormality  of 
the  upper  GI  tract  but  a suggestion  of  a 
possible  retrogastric  mass.  The  chest  film 
showed  a minimal  interstitial  pneumonitis. 

The  patient  remained  confused  and  partially 
disoriented  and  the  purpura  and  ecchymoses 
became  more  marked  in  the  upper  trunk 
region.  No  lymphadenopathy  was  apparent 
and  he  became  uremic  and  went  into  con- 
gestive heart  failure.  Despite  digitalization 
and  supportive  treatment  he  continued  his 
fulminating  course  and  expired  in  the  late 
evening  of  the  fifth  hospital  day.  The  bone 
marrow  examination  done  on  the  day  of  ad- 
mission reported  a hypercellular  bone  marrow 
with  numerous  atypical  promyelocytes  and 


FIG.  2 Shows  flooding  of  the  bone  marrow  by  atypical 
myelocytes  and  promyelocytes  (Wright  Stain  20X). 


myelocytes  with  extensive  replacement  of  the 
erythroid  elements.  (Fig.  2.) 

Discussion 

A myelo-proliferative  disorder  of  the  mye- 
loid series  in  which  the  maturation  of  the  cells 
is  apparently  arrested  at  the  myelocytic  and/or 
promyelocytic  stage  should  be  expected  to 
produce  an  intermediate,  or  fruste,  form  of 
leukemia.  From  a strictly  hematologic  point 
of  view,  the  clinical  course  of  an  intermediate 
form  of  leukemia  would  be  expected  to  be 
more  prolonged  than  an  acute  blastic  leuke- 
mia, but  would  be  less  prolonged  than  the 
chrcnic  leukemia  in  which  the  uncontrolled 
proliferation  of  myeloid  cells  proceeds  in  the 
normal  fashion  to  the  segmental  forms. 

The  promyelocyte  is  an  intermediate  cell 
between  the  myeloblast  and  the  mature  cells. 
Thus,  from  a therapeutic  point  of  view,  pro- 
myelocytic leukemia  should  be  easier  to 
handle  and  should  be  expected  to  progress  to 
a more  chronic  form  of  leukemia.  But  from 
previous  clinical  reports  as  well  as  our  own 
patient  this  was  not  the  case. 

Acute  promyelocytic  leukemia  is  recognized 
as  one  of  the  gravest  forms  of  leukemia  with 
the  shortest  survival  time.  This  statement 
may  not  be  absolute  since  cases  have  been 
described  with  remissions  from  eight  to  24 
months'^.  The  fact  that  all  cases  reported  in 
medical  literature  showed  strong  hemorrhagic 
diathesis  and  the  majority  expired  with  a clin- 
ical picture  of  exanguinating  or  cerebral  hem- 
orrhage supports  the  contention  that  the  dis- 
turbances of  the  coagulation  process,  associat- 
ed with  thrombocytopenia,  are  primarily  re- 
sponsible for  the  graveness  and  acuteness  of 
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this  type  of  leukemia,  rather  than  the  effects 
of  the  etiologic  agent,  whatever  it  may  be,  on 
the  hematopoetic  organs. 

Hypofibrinogenemia  appears  to  be  the 
most  constant  and  characteristic  hematologic 
finding,  as  well  as  the  proliferation  of  atypical 
promyelocytes,  in  this  type  of  leukemia; 
whereas  in  other  acute  leukemias,  hyper- 
fibrinogenemia  or  normal  fibrinogen  levels  is 
the  rule.  Thrombocytopenia  is  a consistent 
finding  of  acute  leukemias  in  general,  due  to 
the  replacement  of  normal  constituents  of  the 
bone  marrow  by  leukemic  cells. 

Many  efforts  by  different  authors  have 
been  directed  at  determining  the  possible 
cause  of  hypofibrinogenemia  and  discrepancies 
have  appeared  in  the  literature  between  those 
who  report  that  increased  fibrinolysins-  are 
characteristic  of  promyelocytic  leukemia  and 
those  who  find  hypofibrinogenemia  with  no 
evidence  of  fibrinolysin  activity  in  the  blood^. 
At  the  same  time,  repeated  liver  function  tests 
have  consistently  failed  to  demonstrate  liver 
damage  to  a degree  significant  enough  to 
incapacitate  liver  cells  in  the  synthesis  of 
fibrinogen.  Thus,  a controversy  exists  in  which 
the  mechanism  for  fibrinogen  synthesis  ap- 
pears to  be  normal  and  an  excess  of  fib- 
rinolysin activity  of  the  blood  has  not  been 
clearly  established. 

Baker  and  co-workers®  reported  a case 
with  a fibrinogen  and  factor  V deficiency,  in 
which  the  autopsy  demonstrated  diffuse  in- 
travascular clotting.  This  would  suggest  that 
the  bleeding  in  this  case  was  due  to  in- 
travascular clotting  and  defibrination,  a fact 
that  has  not  been  supported  by  other  investi- 
gators. Neither  the  cause  of  the  hypofib- 
rinogenemia nor  the  relationship  between  the 
disturbances  in  the  fibrinogen  metabolism  and 
the  myeloproliferative  disorders  have  been 
determined  at  the  present  time. 

Rosenthal®  reported,  as  an  exceptional 
event,  a promyelocytic  leukemia  patient  with 
a remission  of  18  months,  during  which  time 
normalization  of  the  bone  marrow  along  with 
an  increase  in  the  fibrinogen  level  occurred. 
The  event  indicates  a true  relationship  be- 
tween the  activity  in  the  bone  marrow  and 
the  metabolism  of  the  fibrinogen.  What  is 
uncontroversial  is  that  hemorrhages  due  to 
hypofibrinogenemia  and  thrombocytopenia  ac- 
count for  the  graveness  and  short  life  span 
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of  the  patients,  rather  than  the  extent  of  the 
bone  marrow  and  visceral  involvement.  In 
other  words,  death  is  usually  due  to  hemor- 
rhages in  the  vital  organs  during  the  first  few 
weeks  after  initial  symptoms,  before  a visceral 
response  or  leukemic  infiltration  is  extensive 
enough  to  impair  important  organic  functions. 
The  short  life  span  may  explain  the  lack  of 
response  of  this  process  to  anti-leukemic 
drugs. 

The  case  study  we  have  presented  shows 
a similar  clinical  behavior  and  similar  hemato- 
logic findings  reported  by  other  authors.  The 
fact  that  the  coagulation  studies  were  per- 
formed on  the  patient  after  whole  blood 
transfusions  and  fibrinogen  infusions  had  been 
administered  would  explain  some  of  the 
normal  results  obtained.  The  fibrinolysin  test 
showed  a complete  lysis  at  12  hours  and  this 
would  suggest  an  increased  plasma  fibrinolysin 
activity. 

The  accuracy  of  the  test  is  difficult  to 
evaluate  since  it  was  a qualitative  test  per- 
formed after  the  patient  had  had  several 
blood  transfusions.  A bone  marrow  study  was 
done  when  the  patient  was  initially  admitted 
and  was  reported  on  the  fifth  hospital  day. 
An  additional  bone  marrow  puncture  was  not 
performed  because  of  the  patient’s  serious  con- 
dition, and  without  the  benefit  of  additional 
studies,  the  clinical  discharge  diagnosis  was 
acute  myelocytic  leukemia. 

The  rareness  of  promyelocytic  leukemia 
accounts  for  the  lack  of  clinical  awareness  of 
physicians  of  its  existence.  Apparently  cases 
occur  that  go  unrecognized,  or  are  classified 
under  different  names.  For  example,  Newman 
and  co-workers’"  recent  report  of  the  late 
appearance  of  leukemias  in  Hodgkin’s  disease, 
case  #2  clinically  and  hematologically  quali- 
fies to  be  included  in  the  promyelocytic 
category  of  acute  leukemia,  but  they  preferred 
to  classify  the  case  as  an  acute  atypical  form 
of  leukemia,  namely  acute  myelomonoc3hic 
leukemia. 

Summary 

We  have  presented  a case  of  acute  pro- 
myelocytic leukemia  of  which  there  are  ap- 
proximately 60  cases  reported  in  medical 
literature.  Promyelocytic  leukemia,  from  a 
hematologic  point  of  view,  behaves  clinically 
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in  a very  malignant  fashion.  The  clinical 
picture  in  our  case  was  similar  to  that  reported 
by  other  authors.  The  coagulation  disorder 
appears  to  be  the  salient  feature  in  the  short 
clinical  course  and  not  the  leukemic  process, 
since  visceral  involvement  is  minimal  and  not 
of  the  magnitude  necessary  to  impair  the  vital 
functions.  The  rapid  onset  of  abnormal  coag- 
ulation accounts  for  early  death,  which  in 
turn  is  probably  responsible  for  the  failure  of 
anti-leukemic  treatment  to  produce  substantial 
remissions. 

Like  this  case  herein  presented,  other  cases 
have  probably  gone  unrecognized  and  have 
been  reported  under  the  diagnosis^  of  acute 
myelogenous  leukemia,  which  may  also  ac- 
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count  for  so  few  cases  being  reported  in 
medical  literature. 
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appears  advisable  and  return  them  to  the  author  if  not 
considered  suitable  for  publication. 

Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Ephraim 
McDowell  Drive,  Louisville,  Kentucky  40205. 
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Theres  a soup 

for  almost  every  patient  and  diet 
...for  every  meal 
and,  it’s  made  by 


PROTEIN  CONTENT/  7 oz.  Serving* 


Green  Pea  with  Ham  (Frozen)  7.6 
Hot  Dog  Bean  8.4 

Pepper  Pot  6.1 

Split  Pea  with  Ham  10.2 

Vegetable  Beef  5.0 

Vegetable  with  Beef  (Frozen)  5.4 


Bean  with  Bacon 
Beef 

Chicken  Broth 
Chicken  'N  Dumplings 
Chili  Beef 
Green  Pea 


When  protein  is  the  focal  point  in  your  patients 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 


♦ From  “Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 
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Flagyl 


brand  of 

metronidazole 


Cures  Trichomoniasis  in 
Both  Women  and  Men 


About  half  of  all  husbands  of  in- 
fected women  harbor  Trichomonas 
vaginalis.^ 

Few  of  these  men  have  symptoms. 
Even  so,  all  are  capable  of  perpetuat- 
ing the  infection  and  rendering  treat- 
ment of  a woman  alone  futile. 

Only  a systemically  active  medica- 
tion like  Flagyl  is  capable  of  reach- 


ing the  hidden  reservoirs  of  infection 
in  the  genitourinary  tracts  of  both 
men  and  women. 

Only  Flagyl  has  been  able  to 
achieve  rates  of  cure  consistently 
above  90  per  cent  and  often  up  to 
100  per  cent  in  trichomonal  infec- 
tions in  both  men  and  women. 


Indications:  For  the  treatment  of  trichomo- 
niasis in  both  male  and  female  patients  and 
the  sexual  partners  of  patients  with  a recur- 
rence of  the  infection  provided  trichomonads 
have  been  demonstrated  by  wet  smear  or 
culture. 

Contraindications:  Evidence  of  or  a history 
of  blood  dyscrasia,  active  organic  disease  of 
the  central  nervous  system  and  the  first  tri- 
mester of  pregnancy. 

Warnings:  Use  with  discretion  during  the  sec- 
ond and  third  trimesters  of  pregnancy  and 
restrict  to  patients  not  cured  by  topical  mea- 
sures. Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious  to  the 
newborn. 

Precautions:  Mild  leukopenia  has  been  re- 
ported during  Flagyl  use;  total  and  differen- 
tial leukocyte  counts  are  recommended 
before  and  after  treatment  with  the  drug, 
especially  if  a second  course  is  necessary. 
Avoid  alcoholic  beverages  during  Flagyl  ther- 
apy because  abdominal  cramps,  vomiting  and 
flushing  may  occur.  Discontinue  Flagyl 
promptly  if  abnormal  neurologic  signs  occur. 
There  is  no  accepted  proof  that  Flagyl  is  ef- 
fective against  other  organisms  and  it  should 
not  be  used  in  the  treatment  of  other  condi- 
tions. Exacerbation  of  moniliasis  may  occur. 
Adverse  Reactions:  Nausea,  headache,  ano- 
rexia, vomiting,  diarrhea,  epigastric  distress, 
abdominal  cramping,  constipation,  a metallic, 
sharp  and  unpleasant  taste,  furry  or  sore 
tongue,  glossitis  and  stomatitis  possibly  asso- 
ciated with  a sudden  overgrowth  of  Monilia, 
exacerbation  of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia,  dizzi- 
ness, vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an  extrem- 
ity, fleeting  joint  pains,  confusion,  irritability, 
depression,  insomnia,  mild  erythematous 


eruptions,  “weakness,”  urticaria,  flushing,  dry- 
ness of  the  mouth,  vagina  or  vulva,  vaginal 
burning,  pruritus,  dysuria,  cystitis,  a sense  of 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido,  nasal  con- 
gestion, proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the  drug. 
Patients  receiving  Flagyl  may  experience  ab- 
dominal distress,  nausea,  vomiting  or  head- 
ache if  alcoholic  beverages  are  consumed. 
The  taste  of  alcoholic  beverages  may  also  be 
modified. 


Dosage  and  Administration:  In  the  Female. 
One  250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated  if  re- 
quired in  especially  stubborn  cases;  in  such 
patients  an  interval  of  four  to  six  weeks  be- 
tween courses  and  total  and  differential  leu- 
kocyte counts  before,  during  and  after 
treatment  are  recommended.  Vaginal  inserts 
of  500  mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  inserts 
are  used  one  500-mg.  insert  is  placed  high 
in  the  vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two  250-mg. 
tablets  daily  during  the  ten-day  course  of 
treatment.  Do  not  use  the  vaginal  inserts  as 
the  sole  form  of  therapy.  In  the  Male.  Pre- 
scribe Flagyl  only  when  trichomonads  arc 
demonstrated  in  the  urogenital  tract,  one 
250-mg.  tablet  two  times  daily  for  ten  days. 
Flagyl  should  be  taken  by  both  partners  over 
the  same  ten-day  period  when  it  is  prescribed 
for  the  male  in  conjunction  with  the  treat- 
ment of  his  female  partner. 

Dosage  Forms:  Oral  tablets  . . . 250  mg. 

Vaginal  inserts  . . 500  mg. 

*References  available  on  request. 
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Research  in  the  Service  of  Medicine 
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For  the  patient  who  has  been 
through  an  accident,  the  worry 
and  anxiety  following  the 
mishap  may  actually  heighten 
the  perception  of  pain.  This  is 
why  there’s  a classic  Va  grain 
sedative  dose  of  phenobarbital 
in  Phenaphen  with  Codeine— 
to  take  the  nervous  “edge”  off, 
so  the  rest  of  the  formula  can 
control  the  pain  more  effectively. 

A. H.  Robins  Company,  yi,LJ,.rinD  I MC 
Richmond,  Va.  23220  /111  I / U D 1 IN  3 


Phenaphen*  with  Codeine 

Phenaphen  with  Codeine  Nos,  2,  3,  or  4 contains:  Phenobarbital  (V4  gr.),16.2 
mg.  (warning:  may  be  habit  forming);  Aspirin  (2V2  gr.),  162.0  mg.;  Phenacetin 
(3  gr.),  194.0  mg.;  Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  Va 
gr.  (No.  2),  V2  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may  be  habit  forming). 

The  compound  analgesic  that  calms  instead  of  caffeinates 

Indications:  Phenaphen  with  Codeine  provides  relief  in  severer  grades  of 
pain,  on  low  codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics.  Contraindica- 
tions: Hypersensitivity  to  any  of  the  components.  Precautions:  As  with  all 
phenacetin-containing  products  excessive  or  prolonged  use  should  be 
avoided.  Side  effects:  Side  effects  are  uncommon,  although  nausea,  con- 
stipation and  drowsiness  may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 
1 or  2 capsules  every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule 
every  3 to  4 hours  as  needed.  For  further  details  see  product  literature. 
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It  Is  Well  To  View  More  Than  One  Side  Of  A Question 


In  a recent  issue  of  the  Louisville  Courier- 
Journal,  Joe  Creason  related  a story  about 
former  Governor  McCreary.  During  his  sec- 
ond term  as  Governor  of  Kentucky,  in  the  early 
part  of  this  century.  Governor  McCreary  was 
noted  for  evading  the  issues  and  being  non- 
committal. The  story  was  told  that  on  a train 
trip,  two  politicians  who  accompanied  the 
Governor  made  a wager  that  one  of  them  might 
be  able  to  cause  the  Governor  to  make  a 
positive  statement  about  something  during  the 
trip.  Later  in  the  day  as  the  train  passed  a 
large  flock  of  sheep,  one  of  the  men  pointed 
out  to  the  Governor  the  large  number  of  black 
sheep  in  the  flock  and  asked  the  Governor  if 
he  had  ever  seen  so  many  solid  black  sheep 
in  one  place  before.  The  Governor  locked 
for  a short  while  and  replied,  “They  do  appear 
to  be  black  from  this  side”. 

The  present  writer  has  no  more  desire  than 
Governor  McCreary  had  in  making  a positive 
commitment  on  certain  viewpoints,  but  would 
like  to  see  the  other  side.  It  is  always  well  to 
know  as  many  sides  of  a situation  as  possible 
before  making  any  conclusion,  and  it  is  doubly 
important  to  know  the  other  side  if  one  de- 
cides to  disagree. 

At  the  Blue  Shield  Annual  Program  Con- 
ference, October  31,  1969,  in  San  Francisco, 
labor’s  viewpoint  was  presented  by  John  F. 
Tomayko,  director,  Department  of  Insurance, 
Pension,  and  Unemployment  Benefits,  United 
Steelworkers  of  America. 

Mr.  Tomayko  stated  that  it  was  his  belief 
that  Blue  Shield  should  make  very  drastic  or 
even  revolutionary  improvements  in  their  or- 
ganization if  they  intended  to  have  a realistic 
approach  to  the  Seventies. 

He  urged  that  Blue  Shield  policy-making 
and  governing  boards  must  truly  reflect  the 
needs  of  the  consumers  by  giving  them  a con- 
trolling interest  in  the  boards.  He  further  stated 


that  he  would  prefer  to  assure  his  members  that 
the  participating  physicians  on  the  Blue  Shield 
Board,  even  though  they  be  limited  in  number, 
represent  the  concern  of  his  Union,  and  that 
concern  is,  that  the  present  system  of  the  de- 
livery of  health  care  is  not  working. 

He  also  recommended  that  a central  power 
of  authority  be  vested  in  the  national  Blue 
Shield  organization,  which  should  be  composed 
mostly  of  representatives  of  the  consumers,  and 
that  their  concern  should  be  centered  around 
the  fact  that  health  care  of  the  highest  quality 
is  a basic  human  right  of  every  American. 

Another  important  point  that  he  made  is 
that  solo  practice  is  out  and  group  practice 
is  in.  By  group  practice  he  meant  a system  of 
comprehensive  health  care  of  the  highest  qual- 
ity on  a prepaid  basis.  He  stated  that  Blue 
Shield  should  be  willing  to  work  with  such 
groups.  He  stated  that  the  evidence  is  over- 
whelming in  such  group’s  intelligent  and  eco- 
nomical use  of  the  available  health  care  dollar 
and  he  intimated  that  such  groups  serve  the 
consumer  and  not  the  health  profession. 

Mr.  Tomayko  further  stated  that  if  Blue 
Shield  is  to  continue  in  the  Seventies  it  must 
begin  formulating  changes  in  structure  in  prep- 
aration for  a national  system  of  health  insur- 
ance. He  has  no  doubt  that  this  will  become 
a reality,  and  asks  if  Blue  Shield  will  have  a 
role  to  play.  He  states  that  the  future  of  Blue 
Shield,  like  the  future  of  labor  and  the  nation, 
rests  with  the  youth,  and  the  youth  of  America 
is  demanding  change  and  improvement  in  that 
change.  Hear  their  voices  and  you  will  succeed. 

The  writer  agrees  that  the  future  of  all  of 
us  rests  with  the  youth  of  America.  Tremend- 
ous changes  are  shaping  the  future  and  those 
who  would  have  some  part  in  shaping  these 
ehanges,  must  look  at  all  sides  and  seek  a more 
realistic  approach  to  the  youth  of  today.  Times 
are  changing.  Lewis  W.  Dickinson,  M.D. 
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No  wonder  you  see  so  many  more  cases  of  vaginal 
moniliasis  during  this  season.  A damp,  warm 
bathing  suit  provides  a perfect  breeding  ground  for 
fungal  invaders.  But  your  patients  need  not  suffer 
the  pain,  the  embarrassment  and  the  discomfort 
of  these  stubborn  infections.  Nor  the  disappointment 
which  comes  when  they  find  “the  cure  didn’t  take.” 

Candeptin  avoids  disappointment. 

With  Candeptin,  you  and  your  patients  have 
reason  for  confidence.  A single,  1 4-day  course 
of  therapy  with  Candeptin  is  usually  sufficie 
to  eradicate  the  invader,  while  rapidly 
itching,  burning,  discharge  and  malodor. 

And  Candeptin  is  “cidal”  as  well  as  “static”; 

1 00  times  more  potent  than  nystatin  in  vitro, 
it  has  achieved  culture-confirmed  cure  rates  of 
90%  and  more  (even  in  notoriously  difficult 
pregnant  patients ) . Why  not  maximize  your 
chances  of  success  by  adopting  effective,  well- 
tolerated  Candeptin  as  your  agent  of  first  choice? 


Agent  of  first  choice 

Candeptin 

candicidin^ 


VAGINAL  TABLETS/OINTMENT 


the  fortnight 
fungicide  for 

PRIVAn 
ENDMYNOJ 


Summer  time. ..monilia  time! 
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Epidermoid  Carcinoma  in  Chronic  Osteomyelitis — Slusher 

(Continued  from  page  361) 


CSJldGptin  ®CANDICIDIN 
Formula: 

Candeptin  Vaginal  Ointment 
contains  a dispersion  of 
candicidin  powder  equivalent 
to  0.6  mg.  per  gm.  or  0.06% 
candicidin  activity  in  U.S.R 
petrolatum.  3 mg.  of  candicidin 
is  contained  in  5 gm.  of  ointment 
or  one  applicatorful.  Candeptin 
Vaginal  Tablets  contain 
candicidin  powder  equivalent  to 
3 mg.  (0.3%)  candicidin  activity 
dispersed  in  starch,  lactose  and 
magnesium  stearate. 

Indications: 

Vaginal  moniliasis  due  to  Candida 
albicans  and  other  Candida  species. 

Contraindications: 

Patient  sensitivity  to  any  of  the 
components.  During  pregnancy 
manual  tablet  insertion  may  be 
preferred  since  the  use  of  the 
ointment  applicator  or  tablet 
inserter  may  be  contraindicated. 

Caution: 

Clinical  reports  of  sensitization 
or  temporary  irritation  with 
Candeptin  Vaginal  Ointment  or 
Vaginal  Tablets  have  been 
extremely  rare.  To  avoid  re- 
infection, it  is  recommended  that 
the  patient  refrain  from  sexual 
intercourse  during  treatment 
or  the  husband  wear  a condom. 

Dosage: 

One  vaginal  applicatorful  of 
Candeptin  Ointment  or  one 
Vaginal  Tablet  is  inserted  high 
in  the  vagina,  twice  a day, 
in  the  morning  and  at  bedtime, 
for  14  days.  Treatment  may  be 
repeated  if  symptoms  persist 
or  reappear. 

Dosage  forms: 

Candeptin  Vaginal  Ointment 
is  supplied  in  75  gm.  tubes  with 
applicator  ( 14-day  regimen 
requires  2 tubes).  Candeptin 
Vaginal  Tablets  are  packaged 
in  boxes  of  28,  in  foil,  with 
inserter— enough  for  a full 
course  of  treatment.  Store  under 
refrigeration. 

Federal  law  prohibits  dispensing 
without  prescription.  Candeptin 
is  a registered  trade-mark  of 
Julius  Schmid,  Inc. 


JULIUS  SCHMID 
PHARMACEUTICALS 
New  York,  N.Y.  10019 
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Continuing  Educational 


From  The 


Opportunities 


KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY  IN  SURROUNDING  STATES 


JUNE 

10  PANMED  television  series,  “Surgical  Endodon- 
tics,” KETV-TV  9:30  p.m.  EDT  (8:30  p.m. 
CDT) 

17  PANMED  television  series,  “Drug  Interaction 
II,”  KETV-TV  9:30  p.m.  EDT  (8:30  p.m.  CDT) 
24  PANMED  television  series,  “Commonly  Occur- 
ring Cardiac  Arrythmias,”  KETV-TV  9:30  p.m. 
EDT  (8:30  p.m.  CDT) 

JULY 

1 PANMED  television  series,  “Patterns  of  Nurs- 
ing I,”  KETV-TV  9:30  p.m.  EDT  (8:30  p.m. 
CDT) 

8 PANMED  television  series,  “Gingivectomy:  An 
Obsolete  Procedure?”  KETV-TV  9:30  p.m.  EDT 
(8:30  p.m.  CDT) 

15  PANMED  television  series,  “Poison  Control 
Center,”  KETV-TV  9:30  p.m.  EDT  (8:30  p.m. 
CDT) 

22  PANMED  television  series,  “In  A Medical  Labo- 
ratory,” KETV-TV  9:30  p.m.  EDT  (8:30  p.m. 
CDT) 

29  PANMED  television  series,  “Preparation  of 
the  Child  for  the  Hospital,”  KETV-TV  9:30  p.m. 
EDT  (8:30  p.m.  CDT) 

AUGUST 

5 PANMED  television  series,  “Patterns  of  Nursing 
II,”  KETV-TV  9:30  p.m.  EDT  (8:30  p.m.  CDT) 
12  PANMED  television  series,  “Detection  of  Oral 
Cancer,”  KETV-TV  9:30  p.m.  EDT  (8:30  p.m. 
CDT) 

19  PANMED  television  series,  “Family  Prescription 
Records,”  KETV-TV  9:30  p.m.  EDT  (8:30  p.m. 
CDT) 

26  PANMED  television  series,  “Football  Injuries,” 
KETV-TV  9:30  p.m.  EDT  (8:30  p.m.  CDT) 

SEPTEMBER 

16-19  Emergency  Care  and  Transportation  of  Sick 
and  Injured  Persons  advanced  course,  Uni- 
versity of  Kentucky,  Lexington 
22-24  Annual  Meeting,  Kentucky  Medical  Associa- 
tion, Convention  Center,  Louisville 


JUNE 

21-25  Annual  Meeting,  American  Medical  Associa- 
tion, Chicago,  111. 

AUGUST 

23-28  Annual  Meeting,  Flying  Physicians  Associ- 
ation, Bayshore  Inn,  Vancouver,  British  Co- 
lumbia 

SEPTEMBER 

10-12  Annual  Meeting,  American  Association  of  Ob- 
stetricians and  Gynecologists,  Hot  Springs,  Va. 

25-Oct.  1 Annual  Meeting,  American  Academy  of 
General  Practice,  San  Francisco,  Calif. 

OCTOBER 

4 Council  on  Environmental  and  Public  Health, 
Roosevelt  Hotel,  New  Orleans,  La. 

5 Annual  Meeting,  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  Dunes  Hotel, 
Las  Vegas,  Nev. 

12-16  Clinical  Congress  of  American  College  of  Sur- 
geons, the  Conrad  Hilton  Hotel,  Chicago,  111. 

NOVEMBER 

6-7  Annual  Meeting,  Congress  of  County  Medical 
Societies,  Netherland  Hilton  Hotel,  Cincinnati, 
Ohio 


Private  Practice  Opportunity  in 
Lexington,  Kentucky 

Drawing  from  700,000  population.  Five 
modern  hospitals  with  open  staff  priv- 
ileges including  University  of  Ken- 
tucky Hospital.  We  need  2 Family 
Physicians,  1 Radiologist,  2 Internists, 
and  1 General  Surgeon  to  furnish  the 
required  services.  Write  Box  7264, 
Lexington,  Kentucky  40502. 
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All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130 mg. aminophylline.  Dosage  isone tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylhne. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  14  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


JUDGE  ANTIBIOTIC 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Special  Report  on  Proposed  Dues  Increase 
KMA  Ad  Hoc  Committee  on  Finance 

Henry  B.  Asman,  M.D.,  Louisville,  Chairman 


1 . The  dues  for  Active  members  of  the  Association 
shall  be  $130  per  year,  effective  January  1,  1971  — 
with  the  exception  that 

2.  The  dues  for  new  members  entering  practice  for 
the  first  time  shall  be  $80  per  year  for  the  first  three 
full  years  of  practice. 


At  the  direction  of  the  House  of  Delegates, 
the  Executive  Committee  of  the  Board  of 
Trustees  appointed  an  Ad  Hoc  Committee  on 
Finance  to  study  the  present  financial  structure 
and  the  projected  financal  requirments  of  the 
Association,  and  to  make  recommendations  for  such 
changes  in  the  dues  structure  that  will  enable  it  to 
carry  on  its  work  in  an  effective  and  efficient 
manner. 

The  members  of  the  Committee  were:  George 
Brockman,  M.  D.,  Greenville,  delegate  to  the  AMA, 
past-president  and  chairman  of  the  Building  Com- 
mittee responsible  for  our  present  Headquarters 
Building;  Lee  C.  Hess,  M.  D.,  Florence,  trustee  of 
the  8th  District  and  past  chairman  of  the  Board; 
Keith  P.  Smith.  M.  D.,  Corbin,  treasurer  of  the  As- 
sociation and  past  chairman  of  the  Board;  Ballard  W. 
Cassady,  M.  D.,  Pikeville,  trustee  of  the  14th  Dis- 
trict and  chairman  of  the  Budget  Committee,  and 
Henry  B.  Asman,  M.  D.,  Louisville,  immediate  past- 
president  and  former  secretary  of  the  Association. 

The  Committee  met  on  February  7,  1970,  and 
submitted  its  report  to  the  Executive  Committee  on 
March  19,  and  to  the  Board  of  Trustees  on  April  8. 
The  report  was  adopted  by  the  Board  with  minor 
changes. 

Because  of  the  importance  of  this  matter  to  all 
of  the  members,  and  the  impact  of  its  adoption 
upon  the  future  of  the  Association,  the  Board  di- 
rected that  the  individual  Trustees,  in  cooperation 
with  this  Committee,  give  wide  publicity  to  the  find- 
ings and  recommendations  of  the  committee  prior  to 
the  meeting  of  the  House  of  Delegates  in  September. 
This  article  has  been  prepared,  therefore,  so  that 
all  members,  and  especially  all  delegates,  may  be 
knowledgeable  when  the  matter  is  presented  for  dis- 
cussion next  fall.  The  individual  Trustees  and/or 


members  of  the  committee  will  be  pleased  to  appear 
at  any  District  meeting  to  discuss  the  matter. 

Methods 

In  pursuing  the  charge  assigned  to  the  Committee 
it  was  judged  to  be  reasonable  to  review  in  detail 
the  activities  and  finances  of  the  Association  during 
the  past  six  years,  since  the  last  major  dues  increase 
became  effective  on  January  1,  1964,  and  to  base 
our  attempts  to  project  future  financial  requirements 
on  these  findings. 

In  addition,  we  studied  the  current  budget  and  the 
financial  statement  for  the  first  six  months  of  this 
fiscal  year.  A survey  of  nine  state  associations  of 
comparable  size  and/or  geographical  proximity  en- 
abled us  to  relate  our  position  and  activity  to  our 
sister  organizations. 

We  can  view  with  pride  the  increased  growth  in 
stature  and  in  numbers,  as  well  as  the  many  accom- 
plishments of  the  Association  during  this  space  of 
years.  These  things  didn’t  just  happen,  however,  but 
are  the  result  of  greater  awareness  of  our  responsi- 
bilities, and  the  diligence  and  dedication  with  which 
our  members  and  staff  have  pursued  our  purpose — to 
serve  the  physician,  the  profession  and  the  public. 

In  this  fast-changing  world,  an  era  of  exploding 
scientific  knowledge,  challenges  to  the  medical  pro- 
fession from  all  sides,  and  scrutiny  by  the  consumer, 
one  does  not  need  a crystal  ball  to  recognize  that 
our  activities  and  responsibilities  must  continue  to 
expand  if  we  are  to  remain  a vibrant,  progressive 
organization  attuned  to  the  times.  An  inventory  of 
the  resources  available  to  meet  these  challenges  re- 
veals an  abundance  of  manpower — talented,  knowl- 
edgeable, dedicated  physicians  and  staff  ready  and 
anxious  to  move  ahead^ — but  a financial  structure 
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that  has  not  kept  pace  with  the  present,  let  alone  the 
demands  of  the  future. 

The  last  major  increase  in  dues  was  in  January 
1964.  In  the  interval  since  then  only  a $5  increase 
has  been  voted,  and  that  was  earmarked  for  the  spe- 
cific purpose  of  augmenting  our  legislative  activi- 
ties. 

General  Operating  Expenses 

Since  1964,  the  cost  of  living  and  of  doing  busi- 
ness, according  to  the  Bureau  of  Labor  Statistics,  has 
increased  21.9  per  cent.  If  the  activities  and  services 
of  our  Association  had  remained  static  since  that 
time,  our  dues  would  have  to  be  $91.50  per  year  just 
to  stay  even.  That  our  activities  have  not  remained 
static,  but  have,  in  fact,  mushroomed,  is  evidenced 
by  the  fact  that,  in  spite  of  a reduction  in  the  num- 
ber of  committees  from  51  to  35,  the  number  of  com- 
mittee meetings  increased  from  145  in  1964  to  a 
total  of  206  in  1969 — a net  increase  of  61. 

During  this  same  period  of  time  the  general  op- 
erating expenses  of  the  Association  increased  by  24 
per  cent,  and  the  budget  for  the  1970-71  fiscal  year 
calls  for  a further  increase  of  15.7  per  cent  in  these 
expenditures. 

Table  I (below)  is  illustrative  of  the  growing  de- 
mands upon  the  financial  resources  of  the  Asso- 
ciation. These  are  representative  examples  of 
promotional  and  other  authorized  expenditures. 


These  and  other  programs  with  which  KMA  must 
become  more  deeply  involved  in  coming  years,  such 
as  peer  review,  ecology,  health  manpower  and  con- 
tinuing medical  education,  demand  that  we  provide 
the  financial  resources  necessary  to  maintain  our  po- 
sition of  leadership. 

Administrative  Staff 

The  marked  increase  in  Associational  activities 
has  placed  an  additional  burden  on  both  the  ad- 
ministrative and  office  staffs.  Field  Services  and 
legislative  activities  have  been  adequately  and  very 
competently  staffed  since  the  addition  of  a second 
man  early  in  1969,  as  a result  of  funds  appropri- 
ated through  the  $5  dues  increase  voted  by  the  House 
of  Delegates  in  September,  1967. 

The  internal  operations  of  the  Association,  how- 
ever, have  grown  out  of  proportion  and  are  straining 
the  limits  of  endurability  of  two  men.  Additional  staff 
will  be  needed  in  the  very  near  future.  In  order  to 
obtain  and  retain  staff  men  of  the  caliber  we  demand, 
salaries  commensurate  with  responsibility  and  com- 
petitive with  the  market  are  necessary.  That  our 
salary  scale  has  been  ridiculously  low  is  evidenced 
by  the  fact  that  the  annual  compensation  of  our  Ex- 
ecutive Director  was  $7,000  below  the  average  of  his 
counterparts  in  the  states  we  surveyed.  It  was,  in  fact, 
below  the  average  for  the  No.  2 man  in  these  states. 
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The  additional  work-load  also  demands  additional 
secretarial  and  other  office  personnel.  Here,  again, 
wages  must  be  commensurate  with  ability  and  com- 
petitive with  the  local  market. 

The  Headquarters  Office 

The  Headquarters  Office  building  of  our  Associ- 
ation is  now  approaching  its  10th  birthday.  Normal 
wear  and  tear  has  taken  its  toll.  Painting,  re- 
decorating, replacing  draperies,  rugs,  etc.  are  neces- 
sary now  for  the  preservation  of  the  building  and  its 
appearance.  With  the  increase  of  personnel  and  traffic 
in  the  administrative  area  of  the  building,  accoustical 
tile  and  carpeting  has  been  recommended  to  reduce 
noise  and  distraction  and  increase  efficiency. 

The  present  parking  lot  is  totally  inadequate  and 
additional  parking  space  is  an  immediate  necessity. 

Discussion  of  the  Headquarters  Office  inevitably 
leads  to  the  realization  that  the  Association  has  al- 
ready outgrown  its  present  space.  Offices  designed 
for  one  person  are  now  shared  by  two  or  three.  The 
room  originally  assigned  to  the  Auxiliary  is  now 
shared  by  KBMPAC.  Space  for  storage  and  for 
more  modern  office  equipment  is  practically  non- 
existent. 

TABLE  II 


Total  Income — Total  Expense 


KMA  must  face  the  fact  that  an  addition  to  the 
building  must  have  high  priority  in  the  years  just 
ahead,  and  it  is  a happy  thought  that  those  who 
planned  the  present  building  had  sufficient  foresight 
to  make  provision  in  the  plans  for  such  an  eventuality. 
The  constantly  increasing  activities  and  programs 
of  the  Association  will  necessitate  a growth  in  staff 
if  we  are  to  meet  our  responsibilities;  an  enlarged 
staff  requires  more  space  in  which  to  work  ef- 
ficiently. It  is  to  be  hoped  that  a new  Building 
Committee  will  be  appointed  in  the  near  future  to 
initiate  plans  for  such  an  addition,  and  it  is  recom- 
mended that  the  membership  authorize  the  accumu- 
lation of  funds  to  finance  the  construction. 

Reserve  Fund 

Accepted  policy  in  a non-profit  organization  such 
as  KMA  dictates  that  a reserve  fund  equivalent  to 


TABLE  III 
Journal 


one  year’s  operating  expenses  should  be  maintained 
at  all  times,  in  order  to  guarantee  the  financial  sta- 
bility of  the  organization.  At  the  present  time  our 
reserve  is  $75,000  and  it  is  fairly  evident  that  it  will 
be  necessary  to  draw  on  that  reserve  during  the 
next  fiscal  year  in  order  to  meet  budgetary  re- 
quirements. It  is  recommended  that  funds  be  set 
aside  over  the  next  five  years  to  assure  that  our  re- 
serve will  again  be  built  up  to  an  acceptable  level. 

Income 

The  income  of  the  Association  is  derived  primarily 
from  three  sources:  the  Journal,  the  Annual  Meeting, 
and  from  dues. 

There  has  been  a steady  decrease  in  income  of 
the  Journal  account,  as  a result  of  a marked  decrease 
in  national  drug  advertising,  and  a steady  increase  in 
costs  due  to  inflation,  etc.  This  has  resulted  in  a 
deficit  of  $14,000  in  the  Journal  account  in  fiscal 
year  1969,  and  there  is  no  reason  to  believe  that 
the  situation  will  improve  in  coming  years. 

The  Annual  Meeting  income  has  shown  a small  but 
steady  gain  over  the  past  six  years,  due  to  the  ag- 
gressive promotion  of  our  Administrative  staff,  but 
expenses  have  exceeded  these  gains  in  each  of  the 
past  four  years  and  the  deficit  for  1969  was  $3,200. 
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Membership  dues  accounts  for  80  per  cent  of  the 
Association’s  income.  There  has  been  a gradual  in- 
crease in  income  from  dues  as  a result  of  the  gain 
of  about  230  members  in  the  past  six  years.  This  net 
gain,  however,  hardly  covers  the  deficit  in  the  1969 
Journal  and  Annual  Meeting  accounts.  It  is  obvious, 
then,  that  the  added  revenue  necessary  to  carry  on 
the  work  of  the  Association  must  come  from  an  in- 
crease in  membership  dues. 

It  is  felt  that  there  should  be  but  one  class  of 
active  members  in  the  Association.  The  differential 
dues  structure,  allowing  reduced  dues  for  full-time 
teachers  in  medical  schools,  was  a generous  and 
worthwhile  gesture  when  it  was  introduced,  but  it 
has  been  widely  misunderstood  and  mis-interpreted 
as  conferring  a sort  of  “second-class  citizenship’’  on 
our  colleagues  in  academic  medicine.  We  believe  that 
the  Association  should  make  no  distinction  between 
doctors  of  medicine,  regardless  of  their  field  of 
practice.  The  interest,  cooperation  and  contributions 
by  our  colleagues  in  the  two  schools  would  seem  to 
indicate  that  they  concur  in  this  position. 

Discussion 

The  same  inflationary  pressures  that  have  forced 
us  to  increase  our  fees  in  order  to  support  and  protect 
our  families,  to  cover  our  increased  overhead,  to 
pay  increased  dues  to  other  professional  and  civic 
organizations  and  to  the  country  clubs  to  which  we 
belong,  have  had  their  effect  on  KMA.  It  is  only 
reasonable,  then,  that  we  should  expect,  and  be  will- 
ing, to  increase  our  annual  contribution  to  the  organ- 
ization that  is  dedicated  to  the  best  interest  of  the 
physician,  the  profession  and  our  patients. 

There  are  hundreds  of  members  who  are  most 
knowledgeable  of  the  programs  and  activities  of  the 
Association — through  their  service  as  officers, 

trustees,  committeemen,  and  in  other  ways.  For  these 
physicians  this  article  is  unnecessary  because  they 
realize  that  their  investment  in  KMA  is  probably 
the  most  valuable  contribution  to  the  profession  that 
is  in  their  power  to  make. 

There  are  others,  however — the  majority,  in  fact — 
who  may  not  be  so  knowledgeable,  do  not  participate 


in  KMA  activities,  do  not  really  understand  the  As- 
sociation’s efforts  in  their  behalf,  and,  unfortunately, 
have  never  had  an  opportunity  to  visit  the  Head- 
quarters Office  to  see  their  organization  “in  action’’. 
It  may  be  somewhat  idealistic,  but  would  be  quite 
rewarding,  if  every  member,  and  especially  every 
delegate — who  determines  KMA  policy — could  spend 
one  whole  day  in  the  Headquarters  and  observe  our 
capable  staff  and  some  of  our  dedicated  committees 
at  their  work. 

We  have  been  most  fortunate  in  KMA  to  have 
been  able  to  accomplish  what  we  have  done,  to  main- 
tain the  prestige  and  stature  of  our  Association  and 
to  complete  payments  on  our  building,  but  reasonable 
men  will  agree  that  we  have  done  these  things  while 
sacrificing  programs  and  activities  in  which  we 
should  have  been  more  deeply  involved,  while  ex- 
pecting and  demanding  more  of  our  staff  than  we 
were  willing  to  pay  for,  and,  in  the  meantime,  have 
used  reserve  funds  rather  than  maintain  a sound 
financial  structure  and  build  toward  the  future. 

Let  us  not  repeat  the  mistake  we  made  in  1968 
when  we  voted  a token  increase  in  dues  and  ear- 
marked it  for  a specific  purpose.  Rather,  let  us 
view  the  broad  picture.  Let  us  be  realistic  and  provide 
the  financial  stability  to  our  Association  that  will 
assure  its  continued  growth  in  the  pursuit  of  our 
goals. 

Recommendations 

The  Ad  Hoc  Committee  has  made  an  objective, 
in-depth  study  of  the  financial  structure  and  the  pro- 
jected financial  requirements  of  the  Association.  The 
Executive  Committee  and  the  full  Board  of  Trustees 
have  reviewed  the  findings  and  recommendations 
of  the  Committee  and  have  voted  to  submit  to  the 
House  of  Delegates  in  September  the  following  rec- 
ommendations: 

1.  The  dues  for  Active  members  of  the  Association 
shall  be  $130  per  year,  effective  January  1,  1971 — 
with  the  exception  that 

2.  The  dues  for  new  members  entering  practice  for 
the  first  time  shall  be  $80  per  year  for  the  first 
three  full  years  of  practice. 
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/hat  she  really  needs,  Doctor,  is  a shot  of  penicillin.” 


lybe.  Maybe  not.  In  any  case  she  needs  something  to 
itrol  her  sneezing,  watery  eyes  and  runny  nose.  And  for 
St  children  over  six,  Novahistine®  LP  can  be  depended 
to  provide  fast  relief  from  summer  colds  and  allergy. 
3se  continuous-release  tablets  have  a vasoconstrictor- 
ihistamine  formulation  that  begins  working  in  minutes, 
continues  to  provide  relief  for  hours.  A single  Nova- 
tine  LP  tablet,  morning  and  evening,  can  keep  most 


ig  patients  free  of  symptoms  all  day  and  all  night.  Use 

osjiitirkn  in  inrliv/irli  lalc 


Novahistine' 


with  caution  in  individuals 
with  severe  hypertension, 
diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention. 
Caution  ambulatory  patients 
that  drowsiness  may  result. 


LP 


decongestant 

(Each  tablet  contains  25  mg.  of  phenylephrine 
hydrochloride  and  4 mg.  of  chlorpheniramine 
maleate.) 
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Clinical  Extension 
of  a pure 
Smooth  Muscle 
Relaxant 


TROCINATE 

Brand  THIPHENAMIL  HCl 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfiort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS— MUCOUS  COLITIS 
...  the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  ...  the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  ( 1.  Urol. 
73:487-93) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 
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To  Order  Copies 
CONTACT: 


As  a public  service,  Kentucky 
BLUE  CROSS®  and  BLUE  SHIELD®  are 
making  these  booklets  available  to  you. 
While  our  supply  is  limited,  they 
might  be  of  help  to  you  as 
health  education 
documents. 


Public  Relations  and  Advertising  Department 

BLUE  CROSS  'and  BLUE  SHIELD  ' 

BLUE  CROSS  HOSPITAL  PLAN,  INC.  KENTUCKY  PHYSICIANS  MUTUAL,  INC. 


3101  Bardstown  Road  Louisville,  Ky.  40205  (502)  452-1511 
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National  Association  of  Blue  Shield  Plans 


Some  Notes  On  Hypertension 


PHYSICIANS  doing  general  medical  prac- 
tice frequently  encounter  new  patients 
that  have  an  elevated  blood  pressure. 
Does  the  patient  really  have  hypertensive 
vascular  disease  is  a question  that  presents 
itself.  If  it  is  the  decision  that  true  hyper- 
tension exists  then  one  has  to  decide  what 
kind  of  diagnosis  work-up  will  be  done. 

A number  of  blood  pressure  determinations 
should  be  made — preferably  on  different  days 
— before  a diagnosis  of  diastolic  hypertension 
is  made.  There  is  considerable  information  to 
indicate  that  lability  of  the  blood  pressure  of- 
ten precedes  established  hypertensive  vascular 
disease.  This  is  not  always  the  case,  however, 
and  an  individual  may  have  isolated  eleva- 
tions of  the  pressure  under  stress  without  de- 
veloping established  hypertension.  Established 
essential  hypertension  of  a mild  to  moderate 
degree  may  appear  suddenly  in  a previously 
normatensive  individual  that  has  been  followed 
for  some  other  medical  condition  over  an  ex- 
tended period  of  time. 

A complete  history  and  physical  examina- 
tion is  done  in  all  of  these  patients  for  two 
major  reasons.  One  is  to  determine  the  pres- 
ence and  degree  of  arteriosclerotic  vascular 
tension.  The  second  reason  is  the  determina- 
tion, if  possible,  of  a specific  etiology  of  the 
hypertension.  The  history  and  physical,  also, 
are  determinations  of  the  patient’s  general 
health  and  a specific  evaluation  of  the  cerebral 
circulation,  retinal  circulation,  coronary  cir- 
culation, condition  of  the  abdominal  aorta  and 
the  status  of  the  peripheral  circulation. 

A diagnostic  work-up  of  the  hypertensive 
group  of  patients  will  reveal  only  a minority 
who  have  a specific  etiology  of  the  disease. 
However,  such  a diagnostic  work-up  is  indi- 
cated in  all  of  these  patients.  It  is  o'nly  in 
this  way  that  the  patient  who  has  a specific 
cause  will  be  discovered.  Sometimes  the  his- 
tory and  the  physical  itself  will  indicate  a 


specific  cause  of  the  hypertension.  Examples 
of  this  would  be  coarctation  of  the  aorta, 
pheochromocytoma,  renal  artery  stenosis, 
polycystic  renal  disease,  Cushing’s  Syndrome 
or  primary  aldosteronism.  In  each  new 
hypertensive  patient  the  question  should  be 
asked — does  he  have  one  of  the  specific 
causes  of  hypertension?  Unless  the  different 
etiologies  are  specifically  thought  of,  the 
diagnosis  is  apt  to  be  missed  in  a small  group 
of  patients. 

Certain  laboratory  tests  may  be  considered 
routine  in  the  evaluation  of  the  hypertensive 
patients.  These  include  urinalysis,  blood 
count,  serum  cholesterol,  chest  X-ray,  electro- 
cardiogram, rapid  sequence  intravenous  pyelo- 
gram,  blood  urea  nitrogen  and  the  serum 
electrolytes — sodium,  potassium  and  chlorides. 
Some  of  these  basic  tests  are  not  only  diagnos- 
tic but  serve  as  helpful  baselines  when 
therapy  is  instituted. 

Information  gained  from  the  history,  phy- 
sical and  routine  laboratory  tests  may  indi- 
cate additional  diagnostic  tests.  Those  most 
commonly  indicated  are  those  to  evaluate 
adrenal  function  and  renal  blood  flow.  The 
measurement  of  catecholamines  or  vanillyl 
mandelic  acid  in  the  24-hour  urine  specimen 
is  done  if  there  is  any  reason  to  suspect  pheo- 
chromocytoma. If  there  is  a possibility  of 
primary  aldosteronism  a urinary  aldosterone 
determination  is  done.  To  evaluate  renal 
blood  flow  the  radioactive  renogram  is  used 
to  supplement  information  obtained  from  the 
rapid  sequence  intervenous  pyelogram.  If  there 
is  any  question  after  these  procedures  of  the 
possibility  or  renovascular  hyptertension — ren- 
al arteriography  is  done. 

In  summary:  these  brief  and  incomplete 
notes  stress  again  the  importance  in  the  indi- 
vidual hypertensive  patient  of  a thorough  and 
complete  history  and  physical — and  a diagnos- 
tic evaluation.  Walter  S.  Coe,  M.D. 


388 


Fast...long-lasting 
relief  of  aches 
and  pains  4 

of  coids  and  f iu  ^ 


with  the  unique 

timed-reiease 

aspirin 


Double  strength  Measurin  timed-release  aspirin 

offers  a new  kind  of  control  for  your  patients  with  cold 

and  flu  discomforts.  In  each  10-grain  tablet  are  over 

6,000  microscopic  reservoirs  that  release  aspirin  at  a 

controlled  rate— some  right  away  and  some  later 

on.  This  means  fast  relief  of  symptoms, 

followed  by  hours  of  comfort.  Throughout 

the  day,  Measurin  gives  your  patients 

freedom  from  a 4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Measurin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in 
24  hours.  For  maximum  nighttime  pain  relief, 

2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


ORGANIZATION  SECTION 


General  Sessions  To  Deal  With  Timely  Topics 
At  KMA  Annual  Meeting,  September  22-24 


The  four  general  sessions  of  the  1970  KMA  An- 
nual Meeting  will  feature  scientific  presentations 
that  are  both  timely  and  informative  for  today’s 
physician.  Guest  speakers  from  across  the  country 
will  address  physicians  on  such  topics  as  “Emer- 
gencies,” "Cardio-Pulmonary  Resuscitations,”  “In- 
dustrial .Medicine,”  and  “Tuberculosis.” 


Doctor  Smith  Doctor  Frazier 


The  three-day  session,  which  will  be  held  Sep- 
tember 22-24  at  the  Louisville  Convention  Center, 
will  also  feature  a Crackerbarrel  Session  on  Sep- 
tember 23.  meeting  of  the  16  specialty  groups, 
meetings  of  the  House  of  Delegates  of  KMA,  the 
President's  Luncheon  (see  story  next  page),  tech- 
nical and  scientific  exhibits,  an  Orientation  Pro- 
gram for  new  members,  and  meetings  of  the 
Woman's  Auxiliary  to  KMA. 

Participating  in  the  opening  session  of  the  meet- 
ing on  September  22  dealing  with  “Emergencies,” 
will  be  Margaret  H.  D.  Smith,  M.D.,  New  Or- 
leans, La.;  Shervert  H.  Frazier,  Jr.,  M.D.,  New 
York,  N.  Y.;  Donald  J.  Jaffar,  M.D.,  Southfield, 
Mich.,  and  J.  Leonard  Goldner,  M.D.,  Durham,  N.C. 

A guest  of  the  Kentucky  Chapter,  American 
Academy  of  Pediatrics,  Doctor  Smith  will  speak  on 
“Croup.”  Professor  of  pediatrics  and  epidemiology 
at  Ttilane  Medical  School  and  Tulane  School  of 
Public  Health,  she  is  a graduate  of  Joh^s  Hopkins 
School  of  Medicine.  Doctor  Smith  is  a member  of 
numerous  scientific  societies  and  is  on  the  Board  of 
Scientific  Counselors,  NIH  Division  of  Biologies 
Standards. 

A 1943  graduate  of  the  University  of  Illinois 
College  of  Medicine,  Doctor  Frazier  is  a guest 
of  the  Kentucky  Psychiatric  Association.  He  is  cur- 
rently a professor  of  clinical  psychiatry  at  Colum- 
bia University  College  of  Physicians  and  Surgeons. 


Doctor  Jaffar  Doctor  Goldner 


Doctor  Frazier  serves  as  secretary  of  the  American 
Board  of  Psychiatry  and  Neurology  and  is  on  the 
editorial  boards  for  several  journals  relating  to 
psychiatry. 

Speaking  on  “Urologic  Emergencies”  as  a guest 
of  the  Kentucky  Urological  Association,  Doctor  Jaf- 
far is  a clinical  professor  of  urology  at  Wayne  State 
University  School  of  Medicine.  A 1968  graduate 
of  the  University  of  Michigan,  Doctor  Jaffar  is  the 
immediate  past  president  of  the  American  Urolog- 
ical Association. 

Doctor  Goldner,  as  a guest  of  the  Kentucky 
Orthopaedic  Society,  will  speak  on  “Vascular  In- 
juries Associated  with  Fracture.”  A 1943  graduate 
of  the  University  of  Nebraska  College  of  Medicine. 
Doctor  Goldner  is  professor  and  chairman  of  the  di- 
vision of  orthopaedic  surgery  at  Duke  University 
Medical  Center.  He  is  serving  this  year  as  the 
president  of  the  Southern  Medical  Association. 

Information  regarding  other  speakers  will  be  car- 
ried in  future  issues  of  The  Journal. 

Camp  Set  For  Diabetic  Children 

The  Kentucky  Diabetes  Association  has  planned 
its  annual  summer  camp  for  diabetic  children  to 
be  held  August  9 - 22  at  Camp  Kysoc  in  Carrollton. 
The  camp  has  been  renamed  the  James  Robert  Hen- 
don Camp  for  Diabetic  Children  in  honor  of  its 
founder. 

Physicians  are  urged  to  inform  their  diabetic 
patients  and  the  parents  of  these  children  of  this 
opportunity.  Further  information  can  be  obtained  by 
contacting  the  James  Robert  Hendon  Camp  for 
Diabetic  Children,  Fincastle  Building,  Louisville,  Ky. 
40202. 
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Trustee  Districts  Plan  Meetings 
On  Insurance,  Peer  Review 

J.  Campbell  Cantrill,  M.  D.,  Georgetown,  is  plan- 
ning a meeting  of  the  Ninth  Trustee  District  in 
Maysville  in  July.  Physicians  in  this  District  will 
receive  further  information  on  this  meeting  in  a 
later  mailing. 

Three  Trustee  Districts  conducted  annual  meet- 
ings in  May  and  June.  The  physicians  in  these  dis- 
tricts heard  presentations  on  liability  insurance  and 
peer  review  activities  as  requested  by  the  KMA 
Board  of  Trustees. 

The  Sixth  District  met  on  May  12  at  the  Ramada 
Inn,  Bowling  Green,  according  to  Paul  J.  Parks, 
M.  D.,  KMA  trustee.  Douglas  H.  Jenkins,  M.  D., 
trustee  for  the  Eleventh  District  scheduled  the  meet- 
ing of  his  District  on  May  21  at  the  Arlington 
Country  Club  in  Richmond. 

The  program  of  the  Twelfth  District,  which  met 
Jii-e  10  at  the  Holiday  Inn,  Somerset,  featured  a 
discussion  on  peer  review  led  by  Marvin  A.  Bowers, 
Jr.,  M.  D.,  Louisville,  chairman  of  KMA’s  Claim  and 
Utilization  Review  Committee.  In  addition,  KMA 
Immediate  Past  President  Henry  B.  Asman,  M.  D.. 
Louisville,  discussed  KMA’s  future  and  details  re- 
lating to  a proposed  dues  increase.  Robert  N.  Mc- 
Leod. Jr.,  M.  D.,  is  Twelfth  District  Trustee. 

Dr.  Eblen  Elected  At  KAGP  Mtg., 
Drs.  Bryant,  Halcomb  Honored 

The  Kentucky  Academy  of  General  Practice 
named  Kenneth  M.  Eblen,  M.  D.,  Henderson,  presi- 
dent-elect at  its  19th 
Annual  Scientific  Assem- 
bly May  6-8  in  Louis- 
ville. Benjamin  F.  Roach, 
M.  D.,  Midway,  was  in- 
stalled as  president,  suc- 
ceeding John  G.  Ru- 
lander,  M.  D.,  Louisville, 
who  presided  at  the 
meeting. 

This  year’s  three-day 
session  was  dedicated  to 
Charles  G.  Bryant,  M.  D., 
Louisville,  for  his  “generous  service  through  the 
years.’’  Doctor  Bryant  was  honored  at  the  Academy’s 
annual  banquet  and  was  presented  an  Academy  gold 
seal  ring. 

Francis  J.  Halcomb,  M.  D.,  Scottsville,  was  chosen 
“Citizen-Doctor”  of  the  year  by  the  Academy. 
Doctor  Halcomb,  a 1943  graduate  of  the  University 
of  Louisville  School  of  Medicine,  is  president  of  the 
school  board  at  Scottsville  and  is  credited  with 
much  of  the  planning  of  the  new  Allen  County  High 
School. 

A general  practitioner  at  Henderson,  Doctor  Eb- 
len was  graduated  from  the  University  of  Louisville 
School  of  Medicine  in  1948.  A former  KMA  dele- 
gate and  member  of  the  KAGP  Board  of  Directors, 
Doctor  Eblen  served  as  KMA  vice  president  from 


1964-65.  He  is  a member  of  the  American  Society 
of  Anesthesiologists  and  the  Southern  Medical  As- 
sociation. 

Highlights  of  the  annual  session  included  an  ad- 
dre.ss  by  William  J.  Lederer,  author  of  “The  Ugly 
American.”  Mr.  Lederer  spoke  on  “Do  You  Want  to 
Stay  Married?”  KAGP  members  and  other  physicians 
gave  many  informative  scientific  presentations,  and 
Frank  R.  Lemon,  M.  D.,  Lexington,  was  awarded  a 
plaque  for  the  “outstanding  scientific  exhibit.” 

The  meeting  dates  for  next  year’s  Annual  Assem- 
bly are  May  5 and  6 at  the  Louisville  Convention 
Center  and  the  Seelbach  Hotel. 

President’s  Luncheon  To  Feature 
Author  of  “At  Your  Own  Risk” 

Ralph  Lee  Smith,  New  York,  N.  Y.,  well  known 
for  his  book  exposing  chiropractic,  will  be  the 

featured  speaker  for  the 
President’s  Luncheon 
during  the  Annual  Meet- 
ing of  the  Kentucky  Medi- 
cal Association,  accord- 
ing to  Walter  L.  Ca- 
wood,  M.  D.,  Ashland, 
KMA  president.  Mr. 
Smith  will  discuss  “I  Get 
the  Treatment,”  a pres- 
entation based  on  a 
chapter  from  his  book 
“At  Your  Own  Risk.” 
The  luncheon  will  be  held  in  the  Flag  Room  of  The 
Kentucky  Hotel  on  September  23. 

A 1951  graduate  of  Swarthmore  College,  Mr. 
Smith  is  a former  editor  for  the  National  Better 
Business  Bureau  and  since  1958  has  done  a con- 
siderable amount  of  free-lance  writing.  He  received 
the  Russell  L.  Cecil  Distinguished  Medical  Writing 
Award  from  the  Arthritis  Foundation  in  1963  and 
the  American  Medical  Association  Medical  Journalism 
Award,  Magazine  Category  in  1965. 

In  addition  to  “At  Your  Own  Risk,”  Mr.  Smith 
has  authored  several  other  books,  including  “The 
Health  Hucksters,”  “Getting  to  Know  the  World 
Health  Organization,”  and  “The  Grim  Truth  About 
Mutual  Funds.”  He  also  frequently  contributes  to 
magazines,  newspapers  and  textbooks. 


FINANCE  OFFICER  — For  Floyd 
County  Comprehensive  Health  Pro- 
gram. Full  time  salaried  position.  Ex- 
perience should  include  cost  account- 
ing, purchasing,  reporting,  super- 
vision, and  budget.  Apply  by  June  15, 
1970  to  William  B.  Cook,  M.D.,  Chair- 
man of  the  Board — First  Avenue — 
Prestonsburg,  Kentucky  41653. 
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Rural  Scholarship  Fund  Reaches 
Million  Dollar  Milestone 

A million  dollar  milestone  was  reached  at  the 
24th  annual  meeting  of  the  Rural  Kentucky  Medical 
Scholarship  Fund  held  May  14.  The  Fund,  established 
in  1946  for  the  purpose  of  providing  a better 
distribution  of  physicians  in  rural  Kentucky,  has 
now  loaned  over  one  million  dollars.  There  are  now 
161  loan  recipients  in  practice  in  86  Kentucky 
counties. 

Loans  to  10  first-year  medical  students  and  23  up- 
perclassmen, totaling  $65,500,  were  approved  by 
the  Board  of  Trustees  of  the  Fund  at  this  meeting, 
according  to  C.  C.  Howard,  M.  D.,  Glasgow,  Board 
chairman.  Sixteen  of  the  recipients  have  agreed  to 
practice  in  counties  listed  as  “critically  in  need  of 
physicians.” 

Recipients  receiving  loans  for  the  first  time  are 
Eddie  L.  Bunch,  Williamsburg;  James  Cundiff,  Shep- 
herdsville;  Robert  Hendren,  Louisville;  E.  Gary  Ho- 
gan, Horse  Cave;  Benjamin  Kutnicki,  Hazel  Green; 
Larry  Maynard,  Myra;  Jerry  Moore,  Ft.  Thomas; 
John  Patton,  Whitley  City;  William  Powell,  Lex- 
ington, and  Joseph  Skipworth,  Bowling  Green. 

Douglas  M.  Haynes  M.  D.,  Louisville,  dean  of  the 
University  of  Louisville  School  of  Medicine  and 
John  Meisenheimer,  Ph.D.,  Richmond,  were  elected 
as  new  members  of  the  Fund’s  Board  of  Trustees. 

Doctor  Howard  expressed  at  the  meeting  the 
Board’s  appreciation  for  the  interest  and  support  of 
Governor  Louie  B.  Nunn,  Health  Commissioner 
Russell  E.  Teague,  M.D.,  and  the  members  of 
the  Kentucky  General  Assembly. 

KHA  Elects  Mr.  Ahlstedt; 
Installs  Mr.  Frazier 

Paul  W.  Ahlstedt,  FACHA,  administrator  of  Meth- 
odist Evangelical  Hospital,  Louisville  was  chosen 

by  the  Kentucky  Hospi- 
tal Association  as  its 
president  - elect  during 
the  41st  Annual  Conven- 
tion held  April  20-24 
in  Louisville.  Also  during 
the  meeting,  Chalmer  H. 
Frazier,  administrator  of 
the  Prestonsburg  Gen- 
eral Hospital,  Prestons- 
burg, was  installed  as 
the  Association’s  presi- 
dent. 

A graduate  of  the  University  of  Kansas  and 
Northwestern  University,  Mr.  Ahlstedt  became  ad- 
ministrator of  Methodist  Evangelical  in  1957,  when 
construction  on  the  hospital  was  begun.  He  came 
to  Louisville  from  the  Wichita  Falls  General  Hos- 
pital in  Texas,  where  he  was  administrator  for  six 
years. 

Guest  speakers  for  the  meeting  included  Jack 
A.  L.  Hahn,  president-elect  of  the  American  Hos- 


pital Association  and  Brian  J.  Shea,  M.  D.,  director- 
general  of  medical  services  for  South  Australia. 

Harold  Peterson,  administrator  of  Baroness-Er- 
langer  Hospital,  Chattanooga,  Tenn.,  addressed  the 
KHA  General  Session  on  "Stock-Owned  Hospitals.” 
Other  hospital  authorities  participated  in  discussions 
on  health  manpower  and  education. 

Dr.  Kinsman  Receives  Honor 
At  ACP  Annual  Meeting 

D.,  Louisville,  was  made 
College  of  Physicians  at 
the  Annual  Meeting  of 
the  College  in  Philadel- 
phia on  April  13. 

Doctor  Kinsman, 
thought  to  be  the  only 
Kentuckian  to  be  giv- 
en this  honor,  is  a for- 
mer Govenor  of  the 
ACP  for  Kentucky  and 
was  a regent  and  first 
vice-president  of  the  Col- 
lege. Dean  of  the  Uni- 
versity of  Louisville 
School  of  Medicine  from 
became  vice-president  of 
the  University,  Doctor  Kinsman  has  been  very  active 
in  the  affairs  of  medicine  in  Kentucky.  He  is  also  a 
former  president  of  the  Kentucky  Heart  Associ- 
ation and  a past  president  of  the  Jefferson  County 
Medical  Society. 

A native  of  Nova  Scotia,  Doctor  Kinsman  received 
his  medical  degree  from  McGill  University  in  Mon- 
treal in  1922. 

KMA  To  Utilize  Housing  Bureau 
For  1970  Annual  Meeting 

The  Executive  Committee  of  KMA  has  estab- 
lished that  the  Louisville  Convention  Housing  Bu- 
reau will  be  available  for  use  by  all  those  planning 
to  attend  the  1970  KMA  Annual  Meeting.  Forms  for 
securing  lodging  reservations  and  for  pre-registering  at 
the  Annual  Session  are  included  in  this  issue  of  the 
Journal,  (see  page  395) 

In  arriving  at  this  decision,  the  members  of  the 
Executive  Committee  noted  that  an  international 
convention  will  be  held  in  Louisville  at  the  same 
time  as  the  KMA  Annual  Meeting  this  year  and 
that  the  use  of  the  Housing  Bureau  will  aid  mem- 
bers in  obtaining  rooms  at  their  favorite  locations. 

Board  Chairman,  William  W.  Hall,  M.D.,  Owens- 
boro, urged  all  members  to  make  their  reservations 
early  while  good  rooms  are  still  available.  Doctor 
Hall  pointed  out  that  members  can  cancel  their 
reservations  if  they  find  they  will  be  unable  to  at- 
tend the  meeting,  but  those  waiting  until  the  last 
minute  might  have  difficulty  in  obtaining  a room. 

You  are  urged  to  make  your  Annual  Meeting  room 
reservations  now. 


Mr.  Ahlstedt 


J.  Murray  Kinsman,  M. 
a Master  of  the  American 


Doctor  Kinsman 

1949  until  1963  when  he 


392 


Doxidan  is  a gentle  laxative  designed  to  free  your 
patient  from  the  hemodynamic  consequences  of 
straining  at  stool.  With  a fecal  softening  agent  to 
keep  the  stool  soft  and  easy  to  evacuate,  and  with 
just  enough  peristaltic  stimulation  to  urge  the 
sluggish  bowel,  Doxidan  reduces  the  hemody- 
namic “bind”  of  constipation. 

Composition:  Each  capsule  contains  50  mg.  dan- 
thron  N.F.  and  60  mg.  dioctyl  calcium  sulfosuc- 
cinate. 

Dosage:  Adults  and  children  over  12 — one  or  two 
capsules  daily.  Children  6 to  12 — one  capsule 
daily.  Give  at  bedtime  for  two  or  three  days  or 
until  bowel  movements  are  normal. 

Supplied:  Bottles  of  30,  100  (FSN  6505-074-3169) 
and  1000  (FSN  6505-890-1247). 


...to  reduce 

the  hemodynamic  “bind” 
of  constipation 
in  congestive  heart  failure 


Constipation  in  the  chronic  heart  failure  patient 
carries  with  it  the  ever-present  threat  of  acute 
cardiac  decompensation  while  straining  at  stool. 
In  the  already  weakened,  distended  heart,  a sud- 
den influx  of  blood  on  termination  of  the  Valsalva 
maneuver  is  considered  to  be  the  mechanism  of 
some  of  the  deaths  occurring  in  these  cardiac 
patients  during  straining  efforts.* 


'Best,  C.  H.  and  Taylor,  N.  B.:  The  Physiolog- 
ical Basis  ot  Medical  Practice,  7th  edition, 
Williams  and  Wilkins,  Baltimore,  1961,  p.  480. 


DOXIOaN' 


HOECHST 

PHARMACEUTICAL  CO. 

Div.  American  Hoechst  Corp. 
Cincinnati,  Ohio  4-5229  U.S.A. 


C-124 


A valuable  hospital  antibiotic 
—when  there  is  no  time 


Because  of  potential  ototoxicity, 
official  package  circular. 


Brief  Summary  of  Prescribing 
Information:  6-9/15/69.  For  com- 
plete information,  consult  Official 
Package  Circular. 

Indications:  Infections  of  the  urinary,  res- 
piratory and  gastrointestinal  tracts  and  of 
skin,  soft  tissues,  bone,  periosteum  and  blood 
due  to  sensitive  organisms.  Culture  and  sensitivity 
studies  should  be  performed. 

Contraindications:  A history  of  hypersensitivity  to  the  drug. 

Prior  auditory  damage  by  kanamycin  or  other  agents  may  be  a contrain- 
dication if  effective  alternative  therapy  is  available. 

Warnings:  Since  the  drug  is  excreted  almost  entirely  by  glomerular 
filtration,  renal  malfunction  can  cause  abnormally  high  serum  levels  of 
kanamycin  which  may  prove  ototoxic.  Assess  renal  function  periodi- 
cally. both  before  and  during  therapy.  Renal  dysfunction  or  pre-renal 
azotemia  sharply  increase  the  risk  of  ototoxicity  and  permanent  deaf- 
ness. In  such  cases  decrease  the  size  and  frequency  of  doses.  Discontinue 
kanamycin  and  check  hearing  if  azotemia  increases.  In  older  patients 
and  patients  receiving  a total  dose  in  excess  of  15  Grams,  watch  care- 
fully for  signs  of  ototoxicity. 

Precautions:  If  mycotic  or  bacterial  superinfection  occurs,  discontinue 
kanamycin  and  initiate  appropriate  therapy.  Cumulative  ototoxic  effects 
may  be  produced  by  concurrent  or  consecutive  use  of  other  ototoxic 
drugs.  High  doses  may  cause  irritation  at  injection  sites.  The  druqshould 
not  be  physically  mixed  with  other  antimicrobials. 

Adverse  Reactions:  Severe  irreversible  hearing  loss  may  occur.  Stop 


therapy  if  tinnitus,  subjective  hear 
ing  loss  or  high  frequency  loss  de 
velop.  Signs  of  renal  irritation  ma' 
appear  (casts,  cells,  proteinuria).  If  ren£ 
function  is  normal,  such  irritation  is  revers 
ible  and  is  not  necessarily  an  indication  for  stop 
ping  therapy.  Skin  eruptions  have  been  notei 
rarely.  To  avoid  neuromuscular  paralysis  with  respira  ; 
tory  depression,  postpone  intraperitoneal  instillation  in  post  i 
operative  patients  until  recovery  from  anesthesia  and  muscle  relaxant  p 
IS  complete.  L 

Dosage  and  Administration:  The  usual  dose  is  7.5  mg./Kg./12  houn  F 
I.M.  The  average  adult  dose  is  1 Gram  daily  and  should  not  exceed  1 .( 
Gram  even  in  the  heaviest  patients.  Uncomplicated  infections  due  tc  '' 
sensitive  organisms  should  respond  in  24  to  48  hours.  If  no  response  ! 
occurs  in  5 days,  stop  therapy  and  recheck  the  bacterial  sensitivities  ' 
Hydrate  patients  well  to  minimize  renal  irritation.  Inject  deeply  into  the 
upper  outer  quadrant  of  the  gluteal  muscle.  Discard  partially  used  vial:  i 
after  48  hours. 

Supplied:  Rubber  capped  vials  as  a ready-to-use  sterile  aqueous  solu  I 
tion  in  two  concentrations:  0.5  Gm.  in  2 ml.  1 .0  Gm.  in  3 ml.  | 

Also  available — Pediatric  Injection  75  mg.  in  2 ml.  ^ 

A.H.F.S.  Category  8:1 2. 2F  j 

BRISTOL  LABORATORIES  I 

Division  of  Bristol-Myers  Company 
Syracuse.  New  York  J3201 


BRISTOL 


in  severe  systemic  infections— postoperative  bacteremia.  Gram-negative/staph  pneu- 
monias or  neonatal  sepsis— Kantrex®  (kanamycin  sulfate)  is  often  indicated  before  results 
of  customary  sensitivity  tests  can  be  reported.  Clinical  response  is  often  seen  within  24- 
48  hours  in  susceptible  infections,  with  remission  soon  after. 


1 0 years  of  experience  confirm  the  continuing  effectiveness  of  Kantrex*against  many 
Gram-negative  bacilli  (most  Pseudomonas  are  resistant)  and  staph. 


carefully  as  outlined  in  the 


KANTREX*  INJECTION 

(kanamycin  sulfate) 


PLAN  NOW  FOR  THE  1970  ANNUAL  MEETING 

Of  The 

KENTUCKY  MEDICAL  ASSOCIATION 

September  22-24/  1970  Convention  Center,  Louisville 

AKE  YOUR  HOTEL  RESERVATIONS  TODAY!!  PRE-REGISTER  NOW  TO  SAVE  TIME  LATER!! 


Reservation 
Requests 
|iould  Reach  The 
Louisville 
Convention 
Bureau 
By 

ITEMBER  10,  1970 


> e-Register  Now 
and 

Save  Time 
The  Meeting! 


REQUEST  FOR  HOTEL  RESERVATION 


Louisville  Convention  Bureau 

Please  Print  or  Type  Three  Hotel  Choices.- 

1st  


2nd 


3rd 


If  hotels  of  your  choice  are  unable  to  make 
reservations,  may  the  Housing  Bureau  secure  a 
reservation  as  good  as  possible  elsev^here? 


Yes. 


No. 


Room  Will  Be  Occupied  By: 
Name  


Address 
City  . . . 


. State 


Zip 


Telephone:  (502)  584-4208 


Type  of  Accommodations 
. . . .Single  Room(s) 

. . . .Double  Bed  Rooms (s) 
....  Room  With  Twin 
. . . .Suite  (Parlor  & Twin) 


. . . .Suite  (Parlor  & Two 
Bedrooms) 


Arrival  Date 


Hour*  

Departure  Date 


AM 

.PM 


Additional  Occupants 

Kentucky  Medical  Association  — Annual  Meeting  — September  22-24,  1970 


*Rooms  will  not  be  held  after  6 p.m.  unless  requested. 


PRE-REGISTRATION  FORM 


1970  KMA  Annual  Meeting  Convention  Center 

September  22-24,  1970  Louisville 


Avoid 

Registration 

Lines 

By 

Filling  Out 


( Please 

Print  or 

Type) 

NAME  . , 

ADDRESS 

(Number  & Street) 

(City) 

(County)  (State) 

□ 

KMA  Member 

□ 

Intern  or  Resident 

□ 

Non-Member  Physician 

□ 

Medical  Student 

FIELD  OF  PRACTICE 


This  Card! 


KENTUCKY  MEDICAL  ASSOCIATION 
1970  ANNUAL  MEETING 

LOUISVILLE 

SEPTEMBER  22-24,  1970 


Plan  Now  To  Attend!  Use  These  Handy  Postcards  to 
Make  Hotel  Reservations  — Register  in  Advance  of  Meeting 

1 


STAMP 


1 DETACH 

1 

1 

1 

1 AND 

Louisville  Convention  Bureau 
Convention  Center 
525  West  Walnut  Street 
Louisville,  Kentucky  40202 

i 

1 

1 

1 MAIL 

1 

1 

1 

! TODAY! 

STAMP 


1 


Kentucky  Medical  Association 
3532  Ephraim  McDowell  Drive 
Louisville,  Kentucky  40205 


HIGHLAND  HOSPITAL 


Asheville,  North  Carolina 

Founded  1 904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodnama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an 
extensive  and  well  organized  activities  program,  including  occupational  therapy,  art  therapy, 
music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treat- 
ment program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs 
of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704-254-3201 


—The  lowest  priced  tetracycline— nystatin  combination  available— 


;p)7 


i 


i, 


Digest  of  Proceedings,  Board  of  Trustees 

April  8,  1970 


The  third  meeting  of  the  Board  of  Trustees  was 
held  on  April  8,  1970,  in  conjunction  with  the  KMA 
Interim  Meeting  in  Gilbertsville.  The  meeting  opened 
with  a number  of  reports,  including  the  report  of  the 
President,  Walter  L.  Cawood,  M.D.,  who  commented 
on  the  recent  session  of  the  Kentucky  General  As- 
sembly. Budget  Committee  Chairman,  Ballard  W. 
Cassady,  M.D.,  presented  the  1970-71  proposed 
Fiscal  Year  budget  which  was  adopted. 

The  report  of  the  Ad  Hoc  Committee  on  Finance 
was  presented  by  Henry  B.  Asman,  M.D.,  chairman. 
The  report,  calling  for  the  KMA  House  of  Delegates 
to  consider  a dues  increase  at  the  1970  KMA 
meeting,  was  adopted  by  the  Board. 

J.  Thomas  Giannini,  M.D.  summarized  the  activi- 
ties relating  to  the  campaign  of  Robert  C.  Long, 
M.D.  for  President-Elect  of  AMA  and  urged  con- 
tinued support  of  all  members  for  Doctor  Long’s 
candidacy. 

The  Chairman  for  State  Affairs  of  the  KMA 
Committee  on  Legislative  Activities,  Fred  C.  Rainey, 
M.D.,  reported  at  length  on  the  activities  of  the 
1970  Kentucky  General  Assembly.  He  pointed  out 
several  changes  which  had  taken  place  due  to  the 
implementation  of  a new  committee  system,  and 
noted  there  were  nearly  1,400  Bills  introduced  during 
the  Session  of  which  10%  were  medically  oriented. 

Nominations  were  confirmed  for  submission  to  the 
Governor  for  membership  on  the  Governor’s  Ad- 
visory Council  for  Medical  Assistance,  the  Hos- 
pital Licensure  Council,  and  the  Board  of  Nursing 
Education  and  Registration. 

Considerable  discussion  was  held  concerning  the 
activities  of  the  Plans  and  Development  Committee. 
Thornton  E.  Bryan,  M.D.,  chairman,  reported  the 
Committee  had  a lengthy  and  informative  session 


which  covered  many  matters  of  importance  and 
presented  to  the  Board  eight  recommendations  set 
forth  by  his  committee.  These  recommendations  in- 
cluded changes  in  such  areas  as  the  Orientation 
Program,  KMA  Senior  Day  Program,  urging  the 
KMA  Journal  to  publish  articles  on  liability  in- 
surance, reaffirmation  of  KMA  opposition  to 
“screening  panels,”  and  a proposal  that  KMA  es- 
tablish a Committee  on  Medical  Economics. 

Marvin  Bowers,  M.D.,  chairman  of  the  Claims 
and  Utilization  Review  Committee,  presented  a num- 
ber of  recommendations  concerning  his  committee’s 
activities.  More  detailed  recommendations  are  to  be 
brought  back  to  the  Board  regarding  the  changes, 
membership  and  responsibility  of  a new  peer  review 
segment  of  Claims  and  Utilization  Review. 

The  Commissioner  of  Health,  Russell  Teague, 
M.D.,  spoke  of  the  great  number  of  claims  filed 
with  Workmen’s  Compensation  regarding  Coal  Work- 
ers Pneumoconiosis.  This  matter  is  now  under  study 
in  the  Department  of  Health  and  assistance  from 
KMA  and  the  private  sector  of  medicine  was 
solicited.  It  was  agreed  to  refer  this  subject  to  the 
Ad  Hoc  Committee  to  Study  Occupational  Pulmo- 
nary Disease  which  would  have  the  expertise  to  deal 
with  the  problems  set  forth  by  Doctor  Teague. 

The  Board  heard  and  adopted  proposed  recom- 
mendations of  the  Executive  Committee  regarding 
changes  in  the  KMA  Orientation  Program.  A 
change  in  KMA  Bylaws  to  reflect  an  additional  year 
of  Orientation  opportunities  will  be  voted  upon  by  the 
House  of  Delegates  at  the  1970  Annual  Meeting. 

William  W.  Hall,  M.D.,  read  a report  on  the 
“Mental  Health  Care  for  the  Poor”  Conference  held 
in  Chicago  in  March,  1970.  KMA  was  represented 
at  this  meeting  by  John  W.  Baird,  M.D.,  chairman 


Physicians  attending  the  April  9 morning  session  of  the  1970  KMA  Interim  Meeting  at  Kentucky  Dam  Village  State 
Park  paid  close  attention  to  the  panel  discussion  on  Peer  Review.  Speaking  to  the  group  here  is  Vincent  Santare,  M.D., 
Munster,  Ind.,  a member  of  the  Board  of  Trustees  of  the  Indiana  State  Medical  Society.  The  other  panel  participants, 
from  left  to  right,  are  Walter  L.  Cawood,  M.D.,  Ashland,  KMA  president  and  moderator  of  the  Peer  Review  panel;  John 
W.  Koon,  Louisville,  executive  secretary  of  the  Kentucky  Farm  Bureau  Federation,  and  Marvin  A.  Bowers,  Jr.,  M.D., 
Louisville,  chairman  of  the  KMA  Claims  and  Utilization  Review  Committee. 
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of  KMA’s  Committee  on  Community  and  Rural 
Health.  The  report  was  accepted  for  information. 

AMA  Trustee,  Robert  C.  Long,  M.D.,  reported  on 
current  activities  and  programs  of  the  AMA.  He 
also  thanked  the  Board  members  for  their  support  of 
his  candidacy  for  President-Elect  of  AMA.  Follow- 
ing this,  a brief  report  on  the  AMA  Conference  on 
"Mental  Health  Care  for  the  Poor”  was  presented 
by  the  chairman. 

Doctor  Hall  reviewed  the  minutes  of  the  March  26 
Executive  Committee  meeting,  and  emphasized  the 
section  dealing  with  a Medicaid  Participating  Physi- 
cian form  which  has  been  proposed  by  the  Kentucky 
Department  of  Health.  Several  objections  which 
KMA  has  to  the  form  were  pointed  out  to  the 
Board  during  the  discussion.  Legal  Counsel  and 
Thomson  R.  Bryant,  Jr.,  M.D.,  chairman  of  the 
Physicians  Advisory  Committee  on  Title  XIX,  partici- 
pated in  the  discussion  and  pointed  out  that  a phy- 
sician could  sign  the  form  in  its  present  composition; 
however,  it  was  not  to  be  construed  whatsoever  as 
an  endorsement  by  KMA.  The  Commissioner  of 
Health  stated  that  no  such  form  or  cover  letter 
would  be  distributed  until  it  had  been  cleared  with 
the  Physicians’  Technical  Advisory  Committee. 

The  Medicine  and  Religion  Representative  to 
AMA,  J.  Campbell  Cantrill,  M.D.,  reported  on  the 
activities  of  the  AMA  Committee  and  requested 
some  changes  relating  to  KMA’s  Committee  on 
which  action  was  delayed  pending  more  study. 

George  F.  Brockman,  M.D.  reported  on  activities 
of  the  Comprehensive  Health  Planning  Committee 
and  spoke  briefly  concerning  legislation  regarding 
a new  TB  Control  Statute  which  was  passed  during 
the  1970  General  Assembly. 

A resolution  concerning  “Physician’s  Assistant” 
programs  was  passed  and  a request  was  made  that 
the  Board  endorse  a specific  coronary  care  training 
program  which  is  being  used  in  hospitals  in  surround- 
ing states.  No  action  was  taken  pending  further 
study. 

The  meeting  closed  with  Doctor  Hall  reminding 
the  Board  of  Trustees  of  the  Washington  Dinner, 
scheduled  for  June  1-2,  1970  and  requesting  staff  to 
investigate  locations  for  the  1971  Interim  Meeting. 


Luncheon  speaker  J.  Ed  McConnell  emphasizes  a particular 
point  during  his  address  to  the  physicians  attending  the 
1970  Interim  Meeting.  Mr.  McConnell,  president  of  Ken- 
tucky Physicians  Mutual  and  Blue  Cross  Hospital  Plan, 
discussed  “Blue  Cross-Blue  Shield  in  Kentucky — Todoy.” 

Newborn  Symposium  Scheduled 

The  department  of  pediatrics  of  the  University  of 
Louisville  School  of  Medicine  will  hold  its  Fourth 
Annual  Newborn  Symposium  on  November  5-6.  The 
theme  for  this  year's  program  is  “Metabolic  Prob- 
lems in  the  Newborn.” 

Participating  in  this  two-day  session  will  be  Mar- 
vin Cornblath,  M.  D.,  Louis  Gluck,  M.  D.,  Harry  H. 
Gordon,  M.D.,  Charles  Lowe,  M.D.,  Grant  Morrow, 
II,  M.  D.,  Gerard  B.  Odell,  M.  D.,  Leo  Stern, 
M.  D.,  Robert  Usher,  M.  D.  and  the  faculty  of  the 
department  of  pediatrics  of  the  Louisville  school.  For 
further  information  on  the  symposium  contact  Billy 
F.  Andrews,  M.  D.,  professor  and  chairman,  depart- 
ment of  pediatrics,  226  East  Chestnut  Street, 
Louisville,  Ky.  40202. 


Following  their  presentations  on  the  panel  on  the  Physi- 
cian's Assistant  at  the  1970  Interim  Meeting,  Robert  W. 
Ewer,  M.D.,  Galveston,  Tex.  (left)  and  D.  Robert  Howard, 
M.D.,  Durham,  N.C.  (center)  talk  with  Walter  I.  Hume, 
Jr.,  M.D.,  Louisville,  who  moderated  this  discussion. 


ADMINISTRATOR— Needed  for  OEO 
Comprehensive  Health  Program  in 
Eastern  Kentucky.  Four  (4)  or  more 
years  experience  in  Public  Health  or 
Administration  in  a closely  related 
field.  Must  be  able  to  work  with  com- 
munity activities,  organizations  and 
people  in  area  State  and  Federal 
Community  Action  Agencies — salary 
negotiable — based  on  training,  experi- 
ence and  prior  income.  Reply — Wil- 
liam B.  Cook,  M.D.,  Chairman  of  the 
Board,  First  Avenue,  Prestonsburg, 
Kentucky  41653.  Please  reply  by  June 
30,  1970. 
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PROFESSIONAL  LIABILITY  INSURANCE 

is  a Li^L  mat'L  distmction 


Professional  Protection  Exclusively  since  1899 


LOUISVILLE  OFFICE:  Riley  Lassiter,  Representative 
Suite  260 

Shelbyville  Raad  Mall  Office  Center 
400  Sherburn  Lane 

Telephone;  (Area  Code  502)  895-5501 
Mailing  Address;  P.O.  Box  20065,  Louisville,  Kentucky  40220 
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OPTICAL  ILLUSION? 


u 

f 

- 

IS 

L 

_ 

Angles  make  the  letters  look  tipsy.  Squint  at  the  page  at  arm’s  length. 
Then  try  it  at  ten  feet.  Don’t  suffer  from  the  illusion  that  all  glasses  are 
properly  crafted. 

Rely  on  SOUTHERN  OPTICAL  accuracy 


6 convenienl 
locations  in  LOUISVILLE 
plus  BOWLING  GREEN 

CHARGE  ACCOUNTS 
INVITED 


SOUTHERN  OPTICAL  BLDG 
'640  S 4th  between  Broadway  & Chestnut 
MEDICAL  ARTS  BLDG  ! MEDICAL  TOWERS 
Eastern  Parkway  I Floyd  & Gray 

ST  MATTHEWS 

108  McArthur  Dr 
CONTACT  LENSES.  640  S 4th 
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Clinic  Appoints  Med.  Director 

Leo  L.  Leveridge,  M.  D.  was  recently  appointed 
as  medical  director  of  the  Daniel  Boone  Clinic, 
Harlan.  A 1940  graduate  of  McGill  University 
Faculty  of  Medicine,  Doctor  Leveridge  succeeds  John 
H.  Willard,  M.  D.,  Harlan,  who  retired  in  January. 

Doctor  Leveridge  will  be  concerned  with  the  train- 
ing of  surgical  residents,  will  serve  as  a consultant 
in  the  continuing  medical  education  of  the  staff  and 
in  the  introduction  of  medical  systems  and  computer 
services. 


Jin  itlemoriam 


MAX  E.  BLUE,  M.  D. 

Richmond 

1905-1970 

Max  Ewart  Blue,  M.  D.,  64  died  on  January  15 
after  a long  illness.  A general  practitioner,  Doctor 
Blue  practiced  in  Richmond  since  1941.  A 1930 
graduate  of  the  Indiana  Medical  School,  Doctor  Blue 
served  for  five  years  as  an  Army  medical  officer, 

A former  president  of  the  Madison  County  Medical 
Society,  Doctor  Blue  was  associated  with  the  Phi  Chi 
medical  fraternity  and  was  a former  health  officer 
in  Richmond. 

ARMAND  E.  COHEN,  M.D. 

Louisville 

1900-1970 

Armand  Earl  Cohen,  M.  D.,  69,  died  April  23  of 
head  and  internal  injuries  due  to  an  automobile 
accident  on  that  date.  A Louisville  allergy  specialist. 
Doctor  Cohen  was  a 1928  graduate  of  the  University 
of  Louisville  School  of  Medicine.  Active  in  the  af- 
fairs of  medicine,  Doctor  Cohen  was  president  of 
Jewish  Hospital  in  1951  and  was  grand  consul  of 
Phi  Delta  Epsilon  medical  fraternity  in  1967.  A 
clinical  professor  at  the  University  of  Louisville, 
Doctor  Cohen  was  a former  president  of  the  Louis- 
ville Society  of  Medicine. 


IVIEDICAL  DIRECTOR— For  on  going 
OEO  Comprehensive  Health  Care 
Program.  Challenging  position  in  de- 
livery of  comprehensive  health  care 
in  a rural  county  in  Eastern,  Ken- 
tucky. Full  time  position — salary 
negotiable — based  on  experience,  and 
previous  salary.  Requirements — li- 
censed physician,  practical  experience 
and  public  health  preferred,  or  other 
related  community  health  program 
and  activities.  Apply  by  June  30,  1970 
to  William  B.  Cook,  M.D.,  Chairman 
of  Board — First  Avenue — Prestons- 
burg,  Kentucky  41653. 


WARD  LEWIS  CORUM,  M.  D. 

Louisville 

1907-1970 

Ward  Lewis  Corum,  M.  D.,  died  on  March  24 
at  the  age  of  62.  A 1936  graduate  of  the  University 
of  Louisville  Medical  School,  Doctor  Corum  prac- 
ticed internal  medicine  in  Louisville. 

During  World  War  II,  Doctor  Corum  served 
overseas  as  a major  in  the  Army  Medical  Corps. 
He  was  a member  of  the  Jefferson  County,  Kentucky 
and  American  medical  associations. 


CHARLES  T.  MORAN,  M.D. 

Louisville 

1901-1970 

Charles  Thomas  Moran,  M.  D.,  68,  a Louisville 
ophthalmologist  for  25  years,  died  April  18.  Doctor 
Moran  was  a graduate  of  the  University  of  Louis- 
ville Medical  School  and  was  advisory  chairman  of 
the  Kentucky  advisory  committee  of  the  National  So- 
ciety for  Prevention  of  Blindness.  He  was  a member 
of  the  American  College  of  Surgeons  and  the  Acade- 
my of  Ophthalmology. 


Con- 

ven- 

ience! 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144  S-144  tab- 
lets in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louts,  Missouri  63102 
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ACS  To  Meet  In  October 

The  56th  Annual  Clinical  Congress  of  the  Ameri- 
can College  of  Surgeons  will  be  held  in  Chicago 
October  12-16.  Included  on  the  program  are  18 
postgraduate  courses,  more  than  260  research-in- 
progress reports  and  panel  discussions  in  general 
surgery.  For  more  information  on  the  Congress 
and  for  official  registration  forms  contact  Mr.  T.  E. 
McGinnis,  American  College  of  Surgeons.  55  East 
Erie  Street,  Chicago,  Illinois  6061 1. 


KMA  Committee  Reports 


KMA  Community  and  Rural  Health  Committee 

KMA  Headquarters  March  26,  1970 

John  M.  Baird,  M.  D.,  Danville,  Chairman 

The  KMA  Community  and  Rural  Health  Com- 
mittee met  recently  and  made  plans  for  Community 
Health  Week  in  Kentucky,  May  3-9.  1970.  Designed 
to  replace  Immunization  Week,  which  has  been  spon- 
sored by  the  committee  in  the  past.  Community 
Health  Week  will  focus  public  attention  on  the  value 
of  physical  fitness  and  good  health. 

Other  agenda  items  discussed  included  Home 
Health  Care  Programs,  the  status  of  tuberculosis  in 
Kentucky,  highway  safety  and  mental  health  pro- 
grams. 


NEWS  ITEMS 


David  S.  Nightingale,  M.D.,  specializing  in  cardio- 
vascular and  thoracic  surgery,  is  now  practicing  in 
association  with  Doctors  Harter,  Bryant,  Davis,  and 
Rubel  in  Louisville.  A 1956  graduate  of  the  Uni- 
versity of  Louisville  School  of  Medicine,  Doctor 
Nightingale  completed  his  internship  and  residency 
at  the  University  of  Pennsylvania.  Doctor  Nightin- 
gale served  on  the  faculty  of  the  University  of 
Florida  from  1967-69  before  returning  to  Louisville. 

John  A.  Darpel,  Jr.,  M.D.  is  now  practicing  in 
association  with  Doctors  Jacobs  and  Stevie  in 
Erlanger.  Specializing  in  obstetrics  and  gynecology. 
Doctor  Darpel  graduated  in  1963  from  St.  Louis 
University.  After  serving  his  internship  at  St.  John’s 
Hospital,  St.  Louis,  Doctor  Darpel  served  in  the 
Air  Force  as  a captain.  He  then  took  his  residency 
at  Good  Samaritan  Hospital,  Cincinnati,  which  he 
completed  in  1969. 

Charles  L.  Langsam,  M.D.  is  clinical  director  at 
Waverly  Mental  Health  Center.  A graduate  of 
Washington  University,  St.  Louis,  Doctor  Langsam 
completed  his  residency  at  Bellevue  Hospital,,  New 
York  City.  A lieutenant  colonel  in  the  Army 
Medical  Corps  for  five  years.  Doctor  Langsam 
previously  practiced  psychiatry  in  Ohio,  California 
and  Indiana. 


Veryl  F.  Frye,  Jr.,  M.D.,  a general  surgeon,  is  now 
practicing  with  Doctors  Weddle  and  Hill,  Somerset 
Clinic.  A 1962  graduate  of  the  University  of 
Louisville  School  of  Medicine,  Doctor  Frye  com- 
pleted his  internship  and  residency  in  Louisville 
hospitals. 

R.  Wathen  Medley,  Jr.,  M.D.,  an  internist,  has  set 
up  practice  in  Owensboro.  He  is  a 1963  graduate 
of  Tulane  University  Medical  School  and  completed 
his  internship  at  Methodist  Hospital,  Dallas,  before 
going  into  the  Army  as  a flight  surgeon  in  1964. 
Doctor  Medley  completed  his  residency  in  1969  at 
Medical  College  of  Virginia,  Richmond. 

Paul  Glenn  Young,  M.D.,  is  now  in  practice  with 
James  McClellan,  M.D.,  Lexington.  A pathologist. 
Doctor  Young  graduated  from  the  University  of 
Louisville  School  of  Medicine  in  1963.  He  took  his 
internship  at  Johns  Hopkins  Hospital  and  his 
residency  at  the  Memorial  Hospital  for  Cancer  and 
Allied  Diseases,  1967-69. 

Samuel  L.  Cooper,  .M.D.,  is  now  in  practice  with 
George  I.  Udhe,  M.D.,  Louisville.  An  otolaryn- 
gologist, Doctor  Cooper  graduated  from  the  Uni- 
versity of  Louisville  School  of  Medicine  in  1963, 
and  completed  his  internship  and  residency  at  St. 
Joseph  Infirmary. 

John  K.  McBain,  M.  D.  is  director  of  nuclear  medi- 
cine and  associate  professor  of  radiology  and  medi- 
cine at  the  University  of  Louisville  School  of 
Medicine.  A 1956  graduate  of  Stanford  University, 
Doctor  McBain  completed  four  years  of  residency 
in  internal  medicine.  Before  coming  to  Louisville 
last  year,  Doctor  McBain  practiced  in  Dayton. 

John  L.  Simmons,  M.  D.  is  a member  of  the  faculty 
at  the  University  of  Kentucky  College  of  Medicine 
in  the  urology  division.  Doctor  Simmons  graduated 
from  Washington  University  in  1951  and  completed 
his  internship  at  the  Medical  College  of  Virginia 
and  his  residency  at  North  Carolina  Memorial  Hos- 
pital. Before  coming  to  the  University  of  Kentucky, 
Doctor  Simmons  taught  at  Vanderbilt  University 
in  Nashville. 

Josephine  W.  Richardson,  M.  D.  is  now  in  association 
with  Thomas  Kelley,  Jr.,  M.  D.,  Louisville.  Special- 
izing in  physical  medicine  and  rehabilitation.  Doctor 
Richardson  is  a 1949  graduate  of  the  University 
of  Buffalo.  Before  joining  the  faculty  of  the  Univer- 
sity of  Louisville  School  of  Medicine,  Doctor  Rich- 
ardson was  clinical  director  of  the  department  of 
physical  medicine  and  rehabilitation  at  Jefferson 
Medical  College,  Philadelphia,  Penn. 

Nuhad  D.  Dinno,  M.  D.  is  a faculty  member  of  the 
department  of  pediatrics  at  the  University  of  Louis- 
ville School  of  Medicine.  A 1961  graduate  of  the 
University  of  Baghdad,  Doctor  Dinno  completed  her 
internship  in  Iraq  and  took  her  residency  in  Iraq, 
Great  Britain  and  the  United  States  from  1962- 
1967. 
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Application 

FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBIT  SECTION 


1970  Annual  Meeting 

Convention  Center 


Kentucky  Medical  Association 

Louisville,  Kentucky  September  22,  23,  24 


Fill  Out  and  Mail  to: 

T.  R.  MARSHALL,  M.D.,  Chairman 
Committee  on  Scientific  Exhibits 
Kentucky  Medical  Association 
3532  Ephraim  McDowell  Drive 
Louisville,  Kentucky  40205 

Applications  for  space  should  be  received 
before  July  1,  1970 

Dimensions  and  structure  of  KMA  Scientific 
booth  are  shown  in  accompanying  illustration 


1.  Title  of  Exhibit 

2.  Name  (s)  of  Exhibitor  (s);  (AMA  Member?) 

Institution  (if  desired):  

Mailing  Address 

3.  Do  you  have  a built-in  exhibit? 

4.  Description  of  Exhibit:  (Attach  Brief  Description  Not  To  Exceed  50  Words  to  this  blank) 

5.  Exhibit  will  consist  of  the  following:  (Check  which) 

Charts  and  Posters.  . . . Photographs.  . . . Drawings.  . . . X-rays  .... 

Specimens.  . . . Moulages.  . . . Other  Material. 

6.  Booth  Requirements: 

Amount  of  total  wall  space  needed? 

Back  wall  Side  walls  (All  side  walls  are  4')  . . 

Square  feet  needed? Shelf  desired?  (yes  or  no)  

7.  IncHcate  sources  of  assistance  provided  to  you  in  connection  with  the  exhibit 

8.  Has  this  exhibit  been  exhibited  before?  If  so,  when  & where? 

Date  

Signature  of  Applicant 


( Describe) 


The  Kentucky  Medical  Association  will  provide  without  cost  to  the  exhibitor  the  following:  Exhibit 
space,  shelves,  sign  for  booth,  current,  bracket  lights,  provided  all  items  are  approved  in  advance 
by  the  committee. 

Cost  of  transporting  exhibits  to  the  meeting  must  be  borne  by  the  individual  exhibitor  as  well  as 
costs  of  cards,  signs,  etc.,  which  are  a part  of  the  exhibit. 

View  boxes,  furniture,  decorations,  etc.,  may  be  rented,  if  desired,  by  applying  directly  to  Jos.  T. 
Griffin  Company,  704  West  Main  Street,  Louisville  40202,  who  supply  equipment  for  the  annual 
KMA  meeting. 

Due  to  the  shortage  of  space,  please  have  your  exhibit  as  compact  as  possible. 
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KENTUCKY  MEDICAL  ASSOCIATION 

BOARD  OF  TRUSTEES— 1969-1970 

Officers 

President WALTER  L.  CAWOOD, 

1200  Bath  Ave.,  Ashland  (606)  325-1665  

Pres.-Elect  JOHN  C.  QUERTERMOUS, 

205  S.  8th  St.,  Murray  (502)  753-5161  

Immediate  Past  Pres HENRY  B.  ASMAN, 

1169  Eastern  Pkwy.,  Louisville  (502)  454-4649  ... 

Vice-Pres DAVID  A.  HULL, 

2368  Nicholasville  Rd.,  Lexington  (606)  277-5711 

Secretary S.  RANDOLPH  SCHEEN, 

1249  Medical  Arts  Bldg.,  Louisville  (502)  451-1661 

Treasurer KEITH  P.  SMITH, 

Medical  Arts  Building,  Corbin  (606)  528-321  1 . . . . 
Speaker,  House  of  Delegates  ..RICHARD  F.  GREATHOUSE, 

5 Triangle  Cen.,  Louisville  (502)  458-3219  

Vice-Speaker CARL  COOPER,  JR.,  Bedford  (502)  255-3282  

Chairman,  Board  of  Trustees  . . .WILLIAM  W.  HALL, 

Mayfair  Square,  Owensboro  (502)  684-6255  . . . . 

Vice-Chairman  THORNTON  E.  BRYAN,  JR., 

Cadiz  Clinic,  Cadiz  (502)  522-6673  


1970 

1971 
1970 

1970 

1972 
1972 

1971 
1971 

1970 

1970 


Delegates  to  the  A.M.A. 

J.  THOS.  GIANNINI,  464  Medical  Towers  South,  Louisville  (502)  583-2766  ..Jan.  1969-Dec.  1970 
CHAS.  G.  BRYANT,  (Alt.)  1169  Eastern  Pkwy.,  Louisville  (502)  452-1558  ..Jan.  1969-Dec.  1970 


GEORGE  F.  BROCKMAN,  2 East  Main  Cross,  Greenville  (502)  338-3660  ...Jan.  1970-Dec.  1971 

DARYL  P.  HARVEY,  (Alt.)  Glasgow  (502)  651-2133  Jan.  1970-Dec.  1971 

CHAS.  C.  RUTLEDGE,  Hazard  Clinic,  Hazard  (606)  436-3121  Jan.  1970-Dec.  1971 

DAVID  B.  STEVENS,  (Alt.)  304  S.  Limestone.  Lexington  (606)  254-8008  Jan.  1970-Dec.  1971 


Trustees 

1st  District C.  C.  LOWRY,  104  N.  Fifth  St.,  Murray  (502)  753-1340  1971 

2nd  District WILLIAM  W.  HALL,  Mayfair  Square,  Owensboro  (502)  684-6255  1970 

3rd  District THORNTON  E.  BRYAN,  JR.,  Cadiz  Clinic,  Cadiz  (502)  522-6673  1971 

4th  District W.  BRUCE  HAMILTON,  4th  & Buckman,  Shepherdsville  (502)  543-6362  ..1971 

5th  District JOHN  S.  LLEWELLYN,  510  Heyburn  Bldg.,  Louisville  (502)  584-2173  1972 

6th  District PAUL  J.  PARKS,  1109  State  St.,  Bowling  Green  (502)  842-011  1 1972 

7th  District DONALD  CHATHAM,  615  Washington  St.,  Shelbyville  (502)  633-3525  ..1970 

8th  District LEE  C.  HESS,  721 1 U.S.  42,  Florence  (606)  371-1153  1972 

9th  District J.  CAMPBELL  CANTRILL,  St.  Luke  PI.,  Georgetown  (502)  863-1231  1970 

10th  District ANDREW  M.  MOORE,  108  E.  Maxwell,  Lexington  (606)  252-4406  1970 

11th  District DOUGLAS  H.  JENKINS,  527  W.  Main,  Richmond  (606)  623-3751  1972 

12th  District ROBERT  N.  McLEOD,  JR.,  500  Bourne  Ave.,  Somerset  (606)  678-8155  . ..1971 

13th  District PAUL  E.  HOLBROOK,  2nd  National  Bank  Bldg.,  Ashland  (606)  324-1616  . .1970 

14th  District BALLARD  W.  CASSADY,  Pikeville  (606)  437-6698  1971 

15th  District E.  C.  SEELEY,  Medical  Arts  Bldg.,  London  (606)  864-2357  1972 


BUYERS  GUIDE 

JUNE  BUYERS  GUIDE  FOR  JOURNAL  OF  KMA  1970 


Arch  Laborotories 
Amor-Stone  Laboratories 
Blue  Cross-Blue  Shield 
Breon  Laboratories 
Bristol  Laboratories 
Burroughs-Wellcome  Company 


Campbell  Soup  Company 

Dow  Chemical  Company  385 

Flint  Laboratories  354-55 

Floyd  County  O.E.0 391,  399,  401 

General  Leasing  Corporation  346 

Hondley,  J.  D.,  M.D 377 

Highland  Hospital  397 

Hoechst  Pharmaceuticals  393 


Hynson,  Westcott  & Dunning,  Inc 337 

Lederle  Laboratories  339,  397 

Lilly,  Eli  & Company  356 

Medical  Protective  Company  400 

National  Drug  Company  336,  349-50 

Poythress,  Wm.  P.  Company  379,  386 

Private  Practice  Opportunity  378 

Robins,  A.  H.  Company  374 

Roche  Laboratories  40S 

Schmid,  Julius,  Inc 376-377 

Schering  Laboratories  341.44 

Searle,  G.  D.  Company  372-73 

Smith  Kline  & French  Laboratories  353 

Southern  Optical  Company  400 


401 

405 

387 

389 

346-47,  394 
.380 
371 
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HERE  ARE 
THE  COLD  FACTS: 


ISOCLOR  promptly  and  effectively  combats 
symptomatic  miseries  of  the  common 
cold  and  influenza 


ISOCLOR  helps  patients  face  the  cold  facts 


ISOCLOR 


lioclor  provides  quick,  long  lasting  relief  of  respiratory 
^Dngestion  and  discomfort  brought  on  by  common 
olds,  influenza,  and  allergies.  Isoclor  contains  chlor- 
* oeniramine  maleate  — one  of  the  most  potent  and 
I afest  antihistamines.  And  pseudoephedrine  HCI  — a 
; econgestant  bronchodilator  providing  effective  and 
j'lng  lasting  relief  for  the  entire  respiratory  tract.  Both 
j ork  to  extend  the  range  of  relief. 

I 

OMPOSITION:  Each  tablet  or  2 teaspoonfuls  of  liquid  contains: 


hlorpheniramine  Maleate 4 mg. 

pseudoephedrine  HCI 25  mg. 

Each  ISOCLOR  Timesule  contains: 

' hlorpheniramine  Maleate 10  mg. 

' seudoephedrine  HCI 65  mg. 


I a special  pellet  form  providing  both  prompt  and  sustained  effect. 
'JDICATIONS:  For  symptomatic  relief  of  colds,  hay  fever,  allergic 
onjunctivitis,  perennial  rhinitis  of  allergic  origin  and  sinusitis, 
'pens  nasal,  sinus  and  bronchial  passages  orally. 


CONTRAINDICATIONS:  Sensitivity  to  antihistamines  or  sympatho- 
mimetic agents.  Severe  hypertension  or  severe  cardiac  disease. 
PRECAUTIONS:  Use  with  caution  in  patients  suffering  with  hy- 
perthyroidism. Patients  susceptible  to  the  soporific  effects  of 
chlorpheniramine  should  be  warned  against  driving  or  operating 
machinery  should  drowsiness  occur. 


CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
SUPPLIED:  Tablets:  Bottles  of  100  and  1000.  Liquid:  4 oz.  bottles, 
pints,  and  gallons;  Timesules:  Bottles  of  50,  250,  and  1000. 


DOSAGE  AND  ADMINISTRATION: 

Tablets 

Liquid 

Timesule 

Adults 

1 q.  4 h. 

2 tsp.  q.  3-4  h. 

1 q.  12  h. 

Children  6-12  years 

1 tsp.  q.  3-4  h. 

40-50  pounds 

%-l  tsp.  q.  3-4  h. 

30-40  pounds 

V2-3/4  tsp.  q.  3-4  h. 

20-30  pounds 

1/4 -V2  tsp.  q.  3-4  h. 

15-20  pounds 

V8-V4  tsp.  q.  3-4  h. 

ARNAR-STONE  LABORATORIES,  INC. 

QUALITY- RESEARCH-SERVICE 

SUBSIDIARY  OF  AMERICAN  HOSPITAL  SUPPLY  CORPORATION 
Mount  Prospect,  Illinois  60056 


When  disease  is  ruled  out 
and  psyehie  tension  is  implicated 

\hllVini*  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints wliich  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  b>'  upper  motor 
neuron  disorders,  athetosis,  stiflF-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 

Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions : If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 
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AfcDOWELL  HOUSE 




J<§lT>r  OF  LOUuSviL.i:B 
.CAL.  CENTKK, 


The  Journal  of  The 


KENTUCKY 


Medical  Association 


VOLUME  68 


JULY  1970 


NUMBER  7 


In  This  Issue 


Utyop  kpntuckt 
MEPICAL  CENTEIC/ 


The  Diagnosis  of  Diabetes  Mellitus  in  Adults 

Ronald  D.  Hamilton,  M.  D. 


429 


Correlation  of  SMA  12/60  Biochemical  Profile  Abnor- 
malities to  Health  and  Disease 


Laszio  Makk,  M.  D.,  Herbert  Dickstein,  M.  D.,  Donald  Skaggs,  MT, 
Sue  Kohlepp,  Ph.D.,  and  Patricia  Albin,  MT 


432 


The  Role  of  Radiation  Therapy  in  the  Treatment  of  Car- 
cinoma of  the  Larynx 

Ricardo  R.  Fuste,  M.  D.  438 

Special  Article 


Blue  Cross-Blue  Shield  in  Kentucky — Today 

J.  Ed  McConnell 


447 


Compute  Conlonis  on  Pag*  410 


KMA  1970  Annual  Meeting 
September  22-24 
Convention  Center,  Louisville 


Equipped  for  the 

thyroid  c 


When  an  ambulance  arrives 
with  the  unexpected  patient 
presenting  the  classical  picture 
of  myxedema  coma,  is  your 
hospital  suitably  equipped?  It 
is  if  SYNTHROID®  (sodium 
levothyroxine)  injectable  is  at 
hand.  You  are  also  ready  to 
conveniently  handle  post- 
operative thyroid  medication 
situations  until  oral  therapy  can 
be  reinstated. 

In  tablet  form  this  single  entity 
synthetic  thyroid  provides 
smooth,  predictable  response 
for  thyroid  replacement.  An 
excellent  drug  for  long-term 
therapy. 

But  in  an  emergency,  when 
rapid  replacement  is  needed  to 
sustain  life,  prompt  clinical 
response  is  essential.  SYNTHROID 
injection  makes  this  therapy 
instantly  available.  Is  it  available 
in  your  hospital? 


Levothyroxine  has  a high  binding  capacity  for 
serum  proteins  in  contrast  to  other  thyroid 
medicaments  that  may  contain  a thyroactive 
agent  with  low  binding  capacity.  The  bound 
levothyroxine  is  totally  measurable  using  the  serum 
FBI  test.  It  is  not  unusual  to  find  FBI  levels  of 
8-10  meg.  per  100  ml.  of  serum. 

INDICATIONS:  SYNTHROID  (sodium  levothyroxine) 
INJECTION  is  specific  replacement  therapy 
for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of 
the  gland,  congenital  defect,  surgery,  excessive 
radiation,  or  antithyroid  drugs.  It  is  indicated  in 
myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the 
hormone  is  required.  When  a patient  does  not 
respond  to  oral  therapy,  SNYTHROID  (sodium 
levothyroxine)  INJECTION  may  be  administered 
intravenously. 

PRECAUTIONS:  As  with  other  thyroid 
preparations,  overdose  may  cause  diarrhea  or 
cramps,  nervousness,  tremors,  tachycordia, 
insomnia  and  continued  weight  loss.  These  effects 
may  become  apparent  in  from  4 days  to  three 
weeks.  Therefore,  patients  should  be  kept  under 
close  observotion.  Medication,  in  such  cases, 
should  be  stopped  for  2 to  6 days,  then  resumed 
at  a lower  level.  In  patients  with  diabetes 
mellitus,  look  for  possible  changes  in  metabolic 
activity  which  may  affect  insulin  or  other 
antidiabetic  drug  dosage  requirements. 
CONTRAINDICATIONS:  Thyrotoxicosis,  acute 
myocardial  infarction. 

SIDE  EFFECTS:  Side  effects  are  secondary  to 
increased  rates  of  body  metabolism:  sweating, 
heart  palpitations  with  or  without  pain,  leg 
cramps,  weight  loss,  diarrhea,  vomiting  and 
nervousness.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in 
dosage  of  thyroid  drugs.  In  most  cases,  a 
reduction  in  dosage  foliowed  by  a more  gradual 
adjustment  upward  will  indicate  the  patient's 
dosage  requirements  without  the  appearance  of 
side  effects. 


DOSAGE  AND  ADMINISTRATION:  In 

myxedematous  stupor  or  coma,  with  no  evidence 
of  severe  heart  disease,  200  to  400  meg.  of 
SYNTHROID  (sodium  levothyroxine)  INJECTION 
may  be  administered  intravenously  utilizing  a 
solution  containing  100  meg.  per  ml.  Detectable 
effects  are  usually  observed  by  the  sixth  hour 
after  injection  and  are  fully  appreciated  during 
the  following  day.  A repeat  injection  of  100  to 
200  meg.  may  be  given  on  the  second  day  if 
significant  improvement  has  not  occurred.  The 
intravenous  use  of  sodium  levothyroxine  in 
myxedematous  coma  is  advantageous  because  it 
produces  o predictable  increase  in  the 
concentration  of  protein-bound  iodine, 
eliminates  the  need  for  multiple  doses  until  oral 
therapy  is  reinstated,  circumvents  the  uncertainty 
of  oral  absorption,  and  avoids  the  risk  of 
pulmonary  aspiration. 

SUPPLIED:  SYNTHROID  (sodium  levothyroxine) 
INJECTION  is  supplied  in  10  ml.  vials  containing 
500  meg.  of  lyophilized  active  ingredient  and 
10  mg.  of  Mannitol,  N.F.;  a 5 ml.  vial  containing 
Sodium  Chloride  Injection,  U.S.P,  is  provided 
as  diluent. 

Also  supplied  as  SYNTHROID  (sodium 
levothyroxine)  TABLET  in  color  coded  compressed 
tablets,  and  in  seven  strengths:  0.025  mg. 
(orange),  0.05  mg.  (white),  0.1  mg.  (yellow), 

0.15  mg.  (violet),  0.2  mg.  (pink),  0.3  mg. 

(green),  and  0.5  mg.  (blue).  Each  strength  is 
supplied  in  bottles  of  100  and  500  tablets. 

Synthroid' 

(sodium  levothyroxine,  FLINT) 

Injection 

FLINT  LABORATORIES 

PIVISION  OF  TMAVENOL  lABOMATORIES.  INC. 

Morton  Grove.  Illinois 


BLETS  & 


GRANULES 


■ to  help  restore 
and  stabilize 

the  intestinal  flora 

■ for  fever  blisters 
and  canker  sores  of 
herpetic  origin 


Introduced  to  help  reestablish  the  normal  physiology  of  the 
intestinal  tract  in  gastrointestinal  disturbances!,  particularly 
diarrheas  (including  those  resulting  from  antibiotic  therapy), 
Lactinex  is  also  useful  for  reestablishing  the  flora  following  bowel 
surgery,  infant  colic,  mucous  colitis,  foul-smelling  stools,  pruritus 
ani,  flatulence  and  hives.2.3.4.5,6 

Lactinex  contains  a viable  mixed  culture  of  both  Lactobacillus 
acidophilus  and  L.  hulgaricus  with  the  naturally  occurring 
metabolic  products  produced  by  these  organisms. 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on  request. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

Baltimore,  Maryland  21201 
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,'porticosteroid  therapy 
week  after  week. 


then  antibiotic 
, { therapy  last  week. 

and  monilial 
overgrowth  this  week. 


For  many  patients  on  long-term  corticosteroid 
therapy,  the  addition  of  oral  antibiotic  therapy 
may  trigger  monilial  overgrowth  in  the  intestine. 
When  you  anticipate  such  a problem,  take 
action  with  DECLOSTATIN  300.  It  combines  the 
broad-spectrum  potency  of  demethylchlortetra- 
cycline  with  the  antifungal  effectiveness  of 
nystatin  — it  helps  avoid  monilial  take-over. 
Experience  has  shown  DECLOSTATIN  to  be 
highly  useful  for  many  women  patients;  indi- 
vidual culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

it  doesn’t  let  monilia  begin 
where  bacteria  end. 

DeclostatirfSOO 

Demethylchlortetracycline  HCI  300  mg  and  Nystatin 
500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN®  Demethylchlortetracycline,  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  supennfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 

cycline  or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable,  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  am.  Skin  — 
maculopapular  and  erythematous  rashes;  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity,  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney  — rise  in  BUN,  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy,  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  bid  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided 


LEDERLE  LABORATORIES.  A Division  of  American  Cyanamid  Company,  Pearl  River.  New  York 
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MESSAGE 
FROM  THE 
PRESIDENT 


The  Umbrella  Approach 

f ■T  nited  We  Stand”  is  a familiar  phrase  to  all  Kentuckians.  It  is  an  excellent 
II  theme  for  the  medical  profession  ....  in  Kentucky  or  anywhere. 

It  seems  apparent  to  many  people  that  there  is  a concerted  effort  within 
government  circles  and  the  communications  media  to  degrade  the  medical  pro- 
fession in  an  attempt  to  bring  about  radical  changes  in  our  health  care  delivery 
system.  Changes,  which  in  fact,  would  not  be  in  the  interest  of  the  patient  or  the 
profession.  These  attacks  are  being  made  on  the  profession  as  a whole  and  not 
on  any  particular  segment  of  it. 

The  Kentucky  Medical  Association,  through  its  Plans  and  Development  Com- 
mittee, hopes  to  stimulate  action  that  will  solidify  medicine  in  Kentucky  as  one 
strong  unit.  Groundwork  is  being  laid  to  bring  about  results  that  would  create  a 
more  powerful  and  unified  voice  of  medicine.  Legislative  matters  is  only  one 
of  many  advantages  foreseen. 

A second  meeting  of  the  committee  was  held  last  month  to  discuss  the  prospect 
of  having  administrative  services  for  all  specialty  groups  housed  at  the  KMA 
Headquarters.  Such  a cooperative  effort  should  result  in  better  coordination,  im- 
plementation of  programs,  economies  in  the  sharing  of  equipment,  supplies  and 
other  physical  matters  as  well  as  better  efficiency  from  the  sharing  of  ideas 
and  experience. 

I applaud  this  approach  as  I think  it  is  best  for  all:  the  physician,  the  profession 
and  the  public.  I hope  all  medical  groups  in  Kentucky  will  take  a serious  look 
at  this  approach  of  uniting  together  for  many  purposes  and  help  prohibit  any 
possibilities  of  fragmentation.  Medicine  must  strengthen  its  united  bond. 
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The  Third  Pollution— Solid  Waste 

Kussell  E.  Teague,  M.D.,  M.P.H. 

Commissioner  of  Health 
Commonieealth  of  Kentucky 


Kentucky's  Solid  Waste  Program,  located 
in  the  Division  of  Environmental  Health 
of  the  Kentucky  Department  of  Health, 
is  the  agency  designated  by  the  Governor  to 
represent  the  State  for  all  purposes  of  Federal 
Law  89-272. 

For  the  last  three  years  the  personnel  in  this 
Program  have  chiefly  been  busy  developing 
Kentucky’s  comprehensive  solid  waste  manage- 
ment plan.  Based  upon  a detailed  analysis  of 
the  existing  facilities  and  methods  used  for 
collection,  storage  and  disposal,  the  plan  out- 
lines the  basic  problems  that  must  be  solved, 
the  needs  that  must  be  met  and  objectives  that 
must  be  reached  if  Kentucky  is  to  achieve 
progress  in  eliminating  the  dangers  to  our  en- 
vironment from  the  improper  handling  of  solid 
waste. 

Health  Hazards 

Solid  waste  is  too  often  thought  of  as  being 
only  household  wet  garbage  and  trash,  when 
in  reality,  it  is  almost  everything  that  man  uses. 
In  addition  to  being  his  household  garbage  and 
refuse,  it  consists  of  all  the  associated  wastes 
from  manufacturing  and  industry,  the  com- 
mercial waste  from  stores  and  restaurants,  agri- 
cultural waste,  timber  waste  from  the  strip 
mines  and  lumber  industries,  demolition  and 
construction  wastes,  and  worn  out  and  discard- 
ed household,  commercial  and  office  equip- 
ment and  appliances. 

Included  in  the  health  hazards  associated 
with  solid  waste  are  the  dangers  from  the  burn- 
ing of  waste  creating  air  pollution,  from  pol- 
luting ground  and  surface  water,  from  pro- 
viding fly  and  other  insect  breeding  places,  and 

+r/((5  article  vvaj  prepared  by:  Samuel  N.  Johnson, 
Jr.,  P.  E.,  Director,  Solid  Waste  Program,  Division 
of  Environmental  Health,  Kentucky  State  Health 
Department,  275  East  Main  Street,  Frankfort,  Ken- 
tucky 40601 


rat  harborage,  and  other  associated  problems. 

In  addition  to  the  direct  detriments  to 
health,  the  aesthetic  deterioration  and  decrease 
in  value  of  property  adjacent  to  improperly 
operated  disposal  sites — roadside  litter  and 
open  dumps — represent  a very  real  cost  to 
society. 

It  is  very  likely  that  the  difference  in  cost 
between  approved  disposal  methods  and  those 
disposal  methods  now  being  practiced  in  the 
State  would  be  offset  in  the  increase  in  tour- 
ism. The  effect  of  acceptable  solid  waste  dis- 
posal systems  is  also  felt  in  the  ability  of  the 
State  to  attract  new  industry. 

Regional  Operation  Needed 

Many  counties  in  this  State  do  not  have  suf- 
ficient population  and  resources  to  create  dis- 
posal sites,  collection  systems  and  litter  barrel 
programs,  and  must  of  financial  necessity  be- 
come part  of  a regional  program  to  accomp- 
lish their  desired  goals.  There  is  a real  reluct- 
ance on  the  part  of  many  political  subdivisions 
to  become  a part  of  these  regional  bodies; 
however,  the  public  demand  for  services  that 
will  protect  their  environment  is  increasing, 
along  with  an  increasing  realization  by  the 
public  that  the  cost  to  protect  their  environ- 
ment must  be  borne. 

Solid  waste  is  increasing  on  a per  capital 
basis  at  a rate  almost  twice  the  rate  by  which 
the  population  is  growing.  Failure  to  solve 
some  of  the  problems  now  will  lead  to  even 
greater  future  problems. 

New  technology  is  lagging  in  the  disposal, 
collection  and  storage  methods  and  much  needs 
to  be  accomplished  in  the  engineering  science 
of  waste  handling.  New  and  better  methods 
that  are  financially  feasible  need  to  be  devel- 
oped in  the  recycling  of  solid  wastes.  It  has 
been  said  that  solid  waste  materials  are  “re- 
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sources  out  of  place.” 

The  solutions  to  the  solid  waste  problems 
can  be  simply  outlined.  No  plan  of  solution 
will  work,  however,  without  public  education 
and  public  awareness.  These  must  then  be 
translated  into  a desire  and  willingness  on  the 
public’s  part  to  bear  the  cost,  and  demonstrat- 
ed initiative  on  the  part  of  health  professionals 
and  public  officials  to  provide  the  necessary 
leadership  in  implementation  of  corrective  pro- 
grams. 

Health  officials  at  the  local  level  will  need  to 
strengthen  their  position  against  violators  of 
the  present  solid  waste  laws  and  initiate  the 
necessary  action  in  their  local  courts  to  correct 
these  violations.  The  1970  General  Assembly 
by  passage  of  House  Bill  Number  384  greatly 
strengthened  the  position  of  local  health  of- 
ficials in  opening  the  prosecution  of  violators 
to  any  person,  which  of  course  includes  local 
health  officials  where  heretofore  prosecution 
had  to  be  by  the  State  Health  Department. 

Information  Available 

The  Kentucky  Solid  Waste  Program  can  as- 
sist in  many  ways  by  conducting  programs  for 
local  medical  societies,  civic  service  clubs, 
schools  and  similar  organizations.  We  can  also 
attend  city  council  and  fiscal  court  meetings  to 
explain  the  present  law  and  regulations.  We 
have  movies  to  show  how  disposal  sites  should 
be  operated. 

During  the  1971  fiscal  year,  your  State  pro- 
gram will  develop  as  many  planning  and  in- 
spection aids  for  local  health  officials  as  time 
and  money  will  permit,  to  assure  uniformity 
and  competence  in  inspection  of  disposal  sites 
through  the  State. 

Working  alone,  neither  health  professionals, 
nor  local  officials,  nor  Solid  Waste  Program 
personnel  can  expect  to  accomplish  much. 
Working  together  as  a team,  we  can  expect 
continued  progress  and  eventual  solutions  to 
our  solid  waste  problems. 


Private  Practice  Opportunity  in 
Lexington,  Kentucky 
Drawing  from  700,000  population.  Five 
modern  hospitals  with  open  staff  priv- 
ileges including  University  of  Ken- 
tucky Hospital.  We  need  2 Family 
Physicians,  1 Radiologist,  2 Internists, 
and  1 General  Surgeon  to  furnish  the 
required  services.  Write  Box  7264, 
Lexington,  Kentucky  40502. 


Brief  Summary  of  Prescribing  Information— 
9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications;  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers.  ' 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine;  Depression,  peptic 
ulceration,  diarrhea.  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salutensiif 

hydroflumethiazide,  50  mg./reserpine, 

0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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The  antihypertensive  therai^ 
that  is  ea^  to  live  with: 


Hnmethiazide,  50  mg. 
mg.  protoveratrine 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy-to-Uve-with  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

*Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-live  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

y-to-live  with  cost  of  therapy.  The  one  to  two 
tablets  a day  maintenance  dose  makes  Salutensin 
economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 


Salntensitf 


r 0.125 

*1*  h: 


From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


Case  7-69.  This  24-year-old  divorced  white 
gravida  2,  para  1 was  rushed  to  the  emergency 
room  after  she  had  been  seen  by  a private 
physician  for  profuse  vaginal  bleeding,  severe  lower 
abdominal  pain  and  a high  temperature.  In  the  emer- 
gency room,  March  25,  1969,  her  blood  pressure  was 
108/40,  pulse  156,  respiration  36,  labored.  She  had 
cyanosis  of  all  distal  extremities  and  profuse  vaginal 
bleeding.  She  admitted  that  she  had  had  a criminal 
abortion  performed  on  March  23  in  another  city, 
stating  she  was  about  two  months  pregnant.  When 
she  began  to  bleed  profusely  passing  the  large  clots 
she  informed  her  father  of  the  facts. 

She  had  been  treated  with  X-ray  (supra  voltage) 
at  The  Mayo  Clinic  and  the  Cleveland  Clinic  for 
Hodgkins  Disease  in  1966  and  had  been  followed 
with  no  recurrence. 

On  admission  to  the  hospital  her  temperature  was 
102,  pulse  156,  respiration  36,  blood  pressure  103/40. 
She  appeared  acutely  ill  with  cyanosis  of  her  hands, 
legs  and  feet.  She  was  dyspneic  and  had  labored 
respiration.  Her  abdomen  was  tender,  bowel  sounds 
were  present.  Vaginal  examination  revealed  the 
vagina  filled  with  blood  and  clots.  The  cervix  was 
dilated  with  placental  tissue  trapped  in  the  cervix. 
The  uterus  was  the  size  of  an  eight-ten  week  gesta- 
tion, however,  it  was  hard  to  examine  patient  due 
to  her  pain. 

A D&C  was  performed,  shortly  after  she  was  ad- 
mitted, under  general  anesthesia.  Examination  re- 
vealed the  cervix  dilated  two  to  three  fingers  with 
the  cord  hanging  in  the  vagina.  The  placenta  was 
trapped  in  the  cervix  and  the  uterus  was  enlarged 
compatible  with  eight  weeks  gestation.  There  was 
no  evidence  of  tenaculum  marks  on  the  cervix  cr 
any  lacerations.  The  anterior  lip  of  the  cervix  was 
held  with  a ring  forceps  and  with  another,  the 
placental  tissue  removed.  The  uterus  was  then  ex- 
plored and  as  far  as  could  be  determined,  there 
was  no  evidence  of  any  perforations  of  the  uterus. 
A large  sharp  curet  was  used  with  removal  of  a 
minimal  amount  of  decidual  appearing  tissue.  The 
uterine  cavity  was  wiped  clean  and  the  uterus  con- 
tracted well.  A two-inch  iodoform  gauze  pack  was 
placed  in  the  endocervical  canal.  She  withstood  the 
procedure  well  despite  her  critical  condition.  The 
prognosis  was  considered  guarded. 

Her  condition  seemed  improved  when  she  was 


returned  to  her  room,  however,  the  following  morn- 
ing she  developed  severe  respiratory  distress.  It 
appeared  clinically  that  she  had  some  acute  pul- 
monary problem  either  an  infarct  or  embolism; 
however,  x-rays  revealed  findings  typical  of  lipoid 
pneumonia.  It  was  then  determined  the  abortion  had 
been  performed  by  the  injection  through  the  catheter 
of  mineral  oil  and  distilled  water.  The  patient  stated 
immediately  following  this  procedure  she  had  a 
severe  paroxysm  of  coughing.  General  supportative 
treatment  was  maintained  during  her  hospitalization. 

She  received  a blood  transfusion,  but  she  never 
recovered  from  the  respiratory  embarrassment.  Her 
condition  remained  critical  for  the  next  three  days 
and  at  10:15  p.m.  the  28th  of  March  she  suddenly 
expired.  An  autopsy  was  performed. 

The  final  pathologic  diagnosis  was: 

( 1 ) Massive  bilateral  pulmonary  oil  embolism  and 
generalized  oil  embolism. 

(2)  Extensive  fibren  thrombi  of  multiple  organs 
specifically  the  uterus,  kidneys  and  to  a lesser 
extent  of  other  organs. 

(3)  Acute  hemorrhagic  pulmonary  edema. 

(4)  Acute  cardiac  dilatation. 

(5)  Visceral  evidence  of  cardiac  failure  manifested 
by  central  zone  degeneration  and  necrosis  of 
the  liver. 

(6)  Acute  endometritis. 

(7)  Incidental  Hodgkins  Disease  of  the  liver. 

Patient  died  from  massive  pulmonary  oil  embolism. 

COMMENT 

The  Committee  classified  this  as  a direct  obstetrical 
preventable  death  due  to  induction  of  abortion  by 
mineral  oil  with  subsequent  embolization.  The  Com- 
mittee questioned  the  reason  or  effectiveness  of  the 
cervical  packing,  since  the  cervix  was  already  dilated. 
Perhaps  she  might  have  lived  if  she  had  been  put  on 
a respirator  to  maintain  adequate  pulmonary  ventila- 
tion to  carry  her  over  the  critical  period  of  lipoid 
pneumonia.  The  tragedy  of  criminal  abortion  rates 
as  a leading  cause  of  maternal  mortality  in  many 
areas  of  this  country  has  been  documented.  Perhaps 
liberalization  of  abortion  laws  with  resultant  hospital 
abortion  under  optimum  circumstances  will  prevent 
or  reduce  the  number  of  criminal  abortions.  How- 
ever, some  would  argue  that  abortion  on  request 
may  not  eradicate  the  criminal  abortion  rate. 
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Orenzyme 

Bitabs  One  tablet  q.i.d. 

Trypsin:  100.000  N F.  Units.  Chyrnotrypsin:  8.000  N F Units.;  equivalent  in  tryptic  activity  to  40  mg  of  N F trypsin 

DOUBLE  STRENGTH 


Proteolytic  enzyme  therapy 
specifically  indicated 
for  the  rapid  resolution  of 
inflammation  and  edema  i 
as  adjunctive  therapy  M 
in  accidental  and 
surgical  trauma. 

1 tablet  q.i.d. 

provides  recommended  W 
therapeutic  dose  at  W 
lower  cost.  ^ 


Description:  ORENZYME  BITABS  offers  the  theropeutic  effects  of 
trypsin  in  an  oral  form  as  adjunctive  therapy  for  the  rapid  reso- 
lutian  of  inflammation  and  edema.  ORENZYME  BITABS  is  con- 
venient to  use,  promotes  patient  cooperation  and  is  ideally 
suited  for  maintenance  therapy  following  parenteral  trypsin. 
Indications:  When  used  as  odjunctive  therapy  lor  the  rapid  res- 
olution of  inflammation  and  edema,  good  results  have  been 
obtained  in: 

□ Accidental  Trauma 

□ Postoperative  Tissue  Reactions. 

Other  conventional  measures  of  treatment  should  be  used  os 
indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given  to 
patients  with  o known  sensitivity  to  trypsin  or  chyrnotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemophilia, 
or  with  severe  hepotic  or  renal  disease.  Sale  use  in  pregnoncy 
hos  not  been  established. 


Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  monilesta- 
tions  (rash,  urticaria,  itching),  gastrointestinal  upset  and  in- 
creased speed  of  dissolution  of  animal-origin  surgicol  sutures. 
There  have  been  isolated  reports  of  anaphyloclic  shock,  albu- 
minuria and  hematuria.  Increased  tendency  to  bleed  has  also 
been  reported  but,  in  controlled  studies,  it  has  been  seen  with 
equal  incidence  in  plocebo-treoted  groups.  (See  Precautions.) 
it  is  recommended  that  if  side  effects  occur  medication  be 
discontinued. 

Dosage:  One  tablet  q.i.d. 
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TRADEMARK  : DITABS 


Trichomonads... Monilia. ..Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 


Monilia  emerging  as  a major  therapeutic  problem  — 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives,’  "^  broad-spectrum  antibiotics^’  and  prolonged  use  of  corticosteroids.^ 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.’'” 


Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/cervicitis  and  vaginal  surgery. 


Easy  as  AVC 

Contraindications;  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions;  The  usual  precau- 
tions for  topical  and  systemic  sulfonamides 
shauld  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfart, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  ore  reasons  to  discontinue 
treatment. 

Dosage;  One  applicatorful  or  one  suppository  in- 
travaginally  once  or  twice  daily. 

Supplied;  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References;  1.  Gardner,  H.  L.;  J.  Miss.  M.A.  8; 529, 
1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  S.;  Arch. 
Dermot.  93;402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  ond  Prystowsky,  H.;  Am.  J.  Obst.  & Gynec. 


93;904,  1965.  4.  Vaginitis  and  the  Pill;  J.A.M.A. 
I96;731,  1966.  5.  Guerriero,  W.  F.;  South.  M.J. 
56;390,  1963.  6.  Seelig,  M.  S.l  Am.  J.  Med. 
40;  887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L. : Am.  J.  Obst.  & Gynec.  92;  125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis;  A Diagnostic  and  Therapeutic  Ap- 
proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.;  Med.  Ann.  D.C.  37;358,  1968. 
11.  Nugent,  F.  B.,  and  Myers,  J.  E.;  Pennsylvania 
Med.  69:44,  1966. 
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^DCAAA  (aminocrine  hydrochloride  0.2%,  sulfanilamide 
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THE  INSURANCE  PAGE 


Management's  Views 


This  month  the  writer  wishes  to  present  some 
of  the  views  expressed  by  Paul  J.  Ryder,  man- 
ager, Benefits  and  Labor  Economics  Depart- 
ment, Ford  Motor  Company. 

Mr.  Ryder  participated  in  a panel  discussion  on 
Future  Directions  for  the  Organization  of  Health 
Care  and  their  impact  on  Blue  Shield.  He  presented 
management’s  viewpoint  at  the  Blue  Shield  Annual 
Program  Conference,  October  30-31,  1969. 

This  is  not  an  attempt  to  completely  summarize 
Mr.  Ryder’s  discussion;  only  a few  of  his  remarks 
have  been  selected  and  abridged  for  presentation 
here. 

Never  before  have  so  many  people  been  protected 
through  health  insurance.  Never  before  have  so  many 
medical  bills  been  paid  in  full.  On  the  other  hand, 
never  before  has  there  been  so  much  widespread 
criticism  of  and  indeed  resentment  against  the  health 
care  industry.  There  is  the  problem  of  an  ever- 
accelerating  cost  of  health  care.  There  is  the  problem 
of  making  quality  health  care  available  to  more 
people.  There  is  the  problem  of  providing  pre-pay- 
ment mechanisms  for  a larger  portion  of  the  health 
care  services.  There  is  the  problem  of  professional 
and  facility  shortages.  Indeed  there  is  a demand  for 
complete  reorganization  of  the  health  care  industry — 
a revolution  if  you  will.  The  public  is  demanding 
more  and  better  medical  care,  but  at  the  same  time 
demanding  a halt  to  what  they  consider  skyrocketing 
costs.  The  group  consumer,  a new  force  in  health 
care  economics,  is  insisting  that  more  rigorous  cost 
and  performance  objectives  be  met. 

Change  is  in  the  air  and  the  key  to  survival  in  the 
70’s  and  beyond  for  man  and  his  organization  is — as 
in  the  past — the  ability  to  adapt  to  change.  Resist  it 
and  you  resist  survival. 

Mr.  Ryder’s  remarks  are  meant  to  be  helpful  and 
to  be  constructive.  He  quotes  from  W.  S.  Gilbert 
of  Operetta  fame,  “I  never  read  a favorable  criticism. 
I prefer  reading  unfavorable  ones.  I know  how  good 
I am,  but  I do  not  know  how  bad  I am.” 

Mr.  Ryder  does  not  pretend  to  be  able  to  foretell 
the  future,  but  he  states  that  one  thing  can  be  said 
about  the  role  of  Blue  Shield  in  the  private  insurance 
sphere:  the  future  is  clouded.  It  is  clouded  because 
group  purchaser  requirements  have  become  more  and 
more  demanding  in  the  face  of  rising  costs  and  be- 
cause Blue  Shield  Plans  are  faced  with  increasing 
competition  from  other  insuring  agencies. 

Survival  in  the  modern  environment  lies  in  the 
ability  to  adapt  to  the  cost  and  performance  require- 
ments, which  have  become  increasingly  difficult  to 
satisfy. 

It  is  clear  that  a given  package  of  benefits  is  going 


to  cost  more,  not  less.  The  reasons  for  this  have 
been  documented  exhaustively.  There  seems  to  be 
no  relief  in  sight.  Given  this  reality,  we  must  seek 
better  ways  of  providing  more  benefits  for  given 
cost.  Thus,  in  this  climate  of  rising  medical  costs 
and  increasing  demands  for  more  comprehensive 
coverage,  the  highest  priority  should  be  given  to 
programs  which  contribute  most  to  lowering  total 
medical  costs.  We  should  not  be  adding  new  benefits, 
layer  upon  layer,  but  rather  we  should  be  designing 
programs  which  would  contribute  to  the  more  effici- 
ent practice  of  medicine.  One  carrier,  who  claims 
to  meet  the  requirement  of  providing  more  benefits 
for  a given  cost,  is  that  on-going  experiment  called 
the  group  practice  arrangement. 

Over  the  five-year  period  1960-65,  experience  un- 
der the  various  federal  employe  programs  indicates 
hospital  use  was  significantly  lower  under  the  group 
practice  plans.  Our  own  experience  with  the  Kaiser 
Plan  indicates  that  for  the  same  premium  or  less  paid 
the  Blue  Shield,  employes  have,  in  addition  to  mo.st 
Blues  benefits,  coverage  for  home  and  office  visits, 
injectables,  allergy  testing  and  treatment,  and  many 
other  benefits. 

Mr.  Ryder  stated  that  when  he  was  asked  to  point 
out  significant  Blue  Shield  Programs  or  activities 
which  are  designed  as  potential  cost  controlling  de- 
vices in  the  surgical-medical  expense  areas,  he  is 
hard  pressed  and  usually  ends  up  mumbling  some- 
thing about  utilization  review.  This  remark  was  not 
intended  to  downgrade  the  importance  and  value  of 
utilization  review  as  a technique  of  achieving  better 
cost  and  quality  control  over  existing  programs.  Un- 
fortunately this  technique  has  been  used  primarily 
as  an  auditing  and  as  a fraud  control  device:  Its 
potential  as  a cost  and  quality  control  technique  has 
not  been  realized.  It  is  imperative  that  the  full  poten- 
tial of  utilization  review  be  developed. 

While  an  understanding  public  may  appreciate  the 
phenomenon  of  increasing  costs  for  higher  quality 
care,  the  same  public  is  growing  less  and  less  patient 
with  spokesmen  of  the  medical  profession  who  mis- 
interpret suggestions  for  economic  self-discipline  as 
attacks  on  their  professional  integrity.  He  further 
stated  that  it  behooves  Blue  Shield  management  to 
educate  their  physicians  to  the  implications  of  rising 
costs,  and  it  behooves  the  physicians  to  face  up  to 
the  question  of  economic  responsibility  within  their 
own  organization.  If  this  is  not  done,  the  public  trust 
will  have  been  violated  and  there  is  reason  to  believe 
the  public  will  look  elsewhere  for  relief.  In  the  last 
analysis,  cost  control  is  in  the  interest  of  the  doctor 
as  well  as  the  public. 

(Continued  on  page  469) 
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Candeptin  avoids  disappointment. 

With  Candeptin,  you  and  your  patients  have 
reason  for  confidence.  A single,  1 4-day  course 
of  therapy  with  Candeptin  is  usually 
to  eradicate  the  invader,  while  rapidly 
itching,  burning,  discharge  and  malodor. 

And  Candeptin  is  “cidal”  as  well  as  “static”; 

100  times  more  potent  than  nystatin  in  vitro, 
it  has  achieved  culture-confirmed  cure  rates  of 
90%  and  more  (even  in  notoriously  difficult 
pregnant  patients  ) . Why  not  maximize  your 
chances  of  success  by  adopting  effective,  well- 
tolerated  Candeptin  as  your  agent  of  first  choice? 

Agent  of  first  choice 

Candeptin 

candicidin  VAGINAL  TABLETS/OINTMENT 


thefortnigh 
fungicide  for 


nEMYNOJ 


Summer  time. ..monilia  time! 


No  wonder  you  see  so  many  more  cases  of  vaginal 
moniliasis  during  this  season.  A damp,  warm 
bathing  suit  provides  a perfect  breeding  ground  for 
fungal  invaders.  But  your  patients  need  not  suffer 
the  pain,  the  embarrassment  and  the  discomfort 
of  these  stubborn  infections.  Nor  the  disappointment 
which  comes  when  they  find  “the  cure  didn’t  take.” 


I 


r 


C3IldGptiri®CM<o\c\o\u 

Formula: 

Candeptin  Vaginal  Ointment 
contains  a dispersion  of 
candicidin  powder  equivalent 
to  0.6  mg.  per  gm.  or  0.06% 
candicidin  activity  in  U.S.P 
petrolatum.  3 mg.  of  candicidin 
is  contained  in  5 gm.  of  ointment 
or  one  applicatorful.  Candeptin 
Vaginal  Tablets  contain 
candicidin  powder  equivalent  to 
3 mg.  (0.3%)  candicidin  activity 
dispersed  in  starch,  lactose  and 
magnesium  stearate. 


LEASING 

TAILORED  FOR 

Doctors! 

The  quickest,  easiest. 


Indications: 

Vaginal  moniliasis  due  to  Candida 
albicans  and  other  Candida  species. 

Contraindications: 

Patient  sensitivity  to  any  of  the 
components.  During  pregnancy 
manual  tablet  insertion  may  be 
preferred  since  the  use  of  the 
ointment  applicator  or  tablet 
inserter  may  be  contraindicated. 

Caution: 

Clinical  reports  of  sensitization 
or  temporary  irritation  with 
Candeptin  Vaginal  Ointment  or 
Vaginal  Tablets  have  been 
extremely  rare.  To  avoid  re- 
infection, it  is  recommended  that 
the  patient  refrain  from  sexual 
intercourse  during  treatment 
or  the  husband  wear  a condom. 

Dosage: 

One  vaginal  applicatorful  of 
Candeptin  Ointment  or  one 
Vaginal  Tablet  is  inserted  high 
in  the  vagina,  twice  a day, 
in  the  morning  and  at  bedtime, 
for  14  days.  Treatment  may  be 
repeated  if  symptoms  persist 
or  reappear. 

Dosage  forms: 

Candeptin  Vaginal  Ointment 
is  supplied  in  75  gm.  tubes  with 
applicator  (14-day  regimen 
requires  2 tubes).  Candeptin 
Vaginal  Tablets  are  packaged 
in  Iboxes  of  28,  in  foil,  with 
inserter— enough  for  a full 
course  of  treatment.  Store  under 
refrigeration. 

Federal  law  prohibits  dispensing 
without  prescription.  Candeptin 
is  a registered  trade-mark  of 
Julius  Schmid,  Inc. 

JULIUS  SCHMID 
PHARMACEUTICALS 
New  York,  N Y.  10019 


most  economical  way  to 
acquire  a car. 


Conserve  your  precious  time 
and  keep  your  cash! 

Let  us  do  your 
Car  shopping  for  you! 

(Any  make  or  model) 


WE  ALSO  LEASE 
Medical  & Surgical  Equipment 
and  Office  Furnishings 


Why  Make  a Capital  Investment? 

General 

LEASING 

CORPORATION 

A DIVISION  OF  KOSTER-SWOPE,  INC. 

3712  FRANKFORT  AVENUE 
Louisville — St.  Matthews 

897-1641  895-2451 
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extend  the  aims  of  the  medical  profession  to  all  organizations  which  look 
I to  the  advancement  of  health  and  health  education”  is  a direct  quote  from 
the  objectives  of  the  Woman’s  Auxiliary  to  the  Kentucky  Medical  As- 
sociation. 

All  auxiliaries  have  been  encouraged  to  uphold  this  concept  this  year.  We 
have  participated  in  the  Rubella  program  with  the  State  Health  Department. 
We  have  screened  the  pre-school  children  for  blindness,  a program  of  the  Ken- 
tucky Society  for  the  Prevention  of  Blindness.  We  have  screened  grade  school 
boys  and  girls  for  kidney  disease. 

Fayette  County  Woman’s  Auxiliary  and  the  Woman’s  Auxiliary  to  the  Student 
American  Medical  Association  have  worked  with  the  central  Kentucky  blood 
center  program.  Mrs.  Donald  Edger,  Community  Service  Chairman  for  Fayette 
County  reports;  “The  Central  Kentucky  Blood  Center  sponsored  by  the  Fayette 
County  Medical  Society  opened  for  business  October,  1969.  The  Fayette  County 
Medical  Auxiliary  volunteered  to  help  in  whatever  capacity  they  were  needed. 
A two  part  program  evolved  out  of  numerous  meetings:  1.  Screening  of  prospec- 
tive donors.  2.  Blood  replacement.  A Training  program  was  devised.  The  volun- 
teers were  taught  to  take  donor’s  pulse,  fill  out  a questionnaire,  stick  a finger, 
blood  typing  and  blood  pressure.  Approximately  95  hours  a month  are  given 
to  the  Blood  Center. 

“In  March  a second  training  session  was  held.  The  Auxiliary  recruited  the  help 
of  the  Woman’s  Auxiliary  to  the  Student  American  Medical  Association.  These 
women  cover  the  volunteers  we  have  during  the  two  evenings  a week  the  center 
is  open.  Two  volunteers  work  at  a time,  one  serving  as  a receptionist  and  the 
other  as  a screener.  The  blood  replacement  center  consists  of  volunteers  who 
visit  the  patient  in  the  hospitals,  talk  to  him  or  some  member  of  the  family  about 
replacing  the  blood  that  has  been  used.  Under  the  direction  of  the  Fayette  County 
Auxiliary  there  are  46  volunteers  working  with  the  Blood  Bank  Program.” 

We  are  most  pleased  to  report  these  community  service  projects  to  the  Ken- 
tucky Medical  Association. 

Mrs.  Hoyt  D.  Gardner,  President 
Woman’s  Auxiliary  to  KMA 
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After  only  one  year: 


Administered 
to  more  peqfde  than 
live  in  Lexington, 

Covington, 
and  Owensboro! 


Injectable 

Garamvan 

oentamian  I sulfate 


gentamian 


injection 


*An  estimated  208,000  patients  have  received  GARAMYCIN  Injectable  to  date.  The  combined  population  ot  Lexington,  Covington,  and 
Owensboro  is  192,500.  (Estimated  1969  figures  from  The  New  York  Times  Encyclopedic  Almanac  1970.) 


See  Clinical  Considerations  section  on  last  page... 


Mounting  acceptance  in  the  hospital... 


Proven 

clinical  effectiveness 


Respiratory  Infections 

Outstanding  results  in  serious 
gram-negative  respiratory  infections^-^ 

Garamycin  Injectable  may  prove  successful  where  other 
antibiotics  have  failed. 


Urinary  Tract  Infections 

Strikingly  effective  in  selected  urinary  tract  infections^ 

With  relativeiy  low  intramuscular  doses,  the  promptly  attained  levels  of 
Garamycin  achieved  in  the  urine  are  considerably  higher  than  the  concentrations 
required  for  effectiveness  against  virtually  all  susceptible  gram-negative 
pathogens.  (Appropriate  precautions  are  indicated  in  patients  with  impaired 
renal  function;  consult  Package  Insert  for  full  details.) 

Septicemia 

May  be  lifesaving^® 

Numerous  investigators  have  drawn  attention  to  the  value  of  GARAMYCIN 
Injectable  in  the  treatment  of  gram-negative  septicemias,  often  complicated 
by  shock.  Many  hospital  strains  of  Serratia  are  susceptible.® 


W)unds  and  Burns 

Response  may  be  dramatic 

in  wounds  and  burns  complicated  by  sepsis^ 

The  established  efficacy  of  Garamycin  Injectable  against  Pseudomonas— 
as  well  as  most  other  gram-negative  pathogens— makes  it  an  especially  useful 
agent  in  the  treatment  of  infected  wounds  and  burns. 


Important  Precautionary  Note  Patients  receiving  treatment  with  Garamycin  Injectable 
(gentamicin  sulfate  injection)  should  be  under  close  clinical  observation  because  of  the  toxicity 
associated  with  the  use  of  the  drug.  Ototoxicity,  vestibular  and  auditory,  can  occur  in  patients, 
primarily  those  with  preexisting  renal  damage,  treated  with  Garamycin  Injectable  for  longer  periods 
or  with  higher  doses  than  recommended. 

Garamycin  Injectable  is  potentially  nephrotoxic,  and  this  should  be  kept  in  mind  when  it  is  used 
in  patients  with  preexisting  renal  damage. 

This  drug  shouid  be  iimited  to  the  treatment  of  serious  infections  caused  by  susceptible  gram- 
negative  bacteria,  with  due  regard  for  relative  antibiotic  toxicity.  (See  Clinical  Considerations  section.) 


Mounting  evidence  in  the  laboratory... 

I Over  95%  gram-negative 
[KidK^ns  soisitive: 


No  other  antibiotic  performed  comparably  in  vitro  against  gram-negative  pathogens. 

In  a nationwide  culture  audit  of  antibiotic  sensitivity  patterns,  sensitivity  reports  from  106  hospitals, 
geographically  representative  by  census  tract  and  of  varying  sizes,  were  analyzed.  During  the  three- 
month  period,  every  gram-negative  culture  slip  from  every  hospital  was  surveyed.  The  total  number  of 
cultures  involved  in  the  audit  was  97,091.  The  total  number  of  sensitivity  determinations  was  643,503. 


Pathogens 

Percentage  of  sensitive  strains 

Number  of  strains  tested 

Antibiotics* 

Garamycin 

Kanamycin 

Cephaiothin 

Cephaioridine 

Ampiciilin 

Coiistimethate 

Chloramphenicol 

Tetracycline 

KMsIella 

pneumoniae 

99.5% 

962 

84.7% 

992 

86.2% 

995 

76.1% 

67 

32.7% 

1,020 

96.3% 

640 

82.9% 

1,028 

77.1% 

1,026 

Aerobacter 

aerogenes 

95.9% 

2,739 

86.1% 

2,818 

53.5% 

2,985 

58.8% 

1,514 

22.7% 

3,066 

88.6% 

2,603 

85.8% 

3,071 

67.8% 

2,981 

Klebsiella 
aerobacter  group 

98.8% 

566 

83.9% 

547 

66.1% 

522 

60.5% 

276 

28.0% 

553 

89.5% 

560 

86.2% 

587 

62.8% 

433 

Klebsiella. 
all  others 

92.7% 

2,944 

83.3% 

3,186 

77,4% 

2,976 

67.5% 

627 

13.5% 

2,883 

95.0% 

2,105 

81.6% 

3,212 

70.6% 

3,063 

Pseudomonas 

aeruginosa 

91.6% 

4,528 

29.8% 

4,460 

6.6% 

4,418 

6.6% 

1,279 

6.0% 

4,360 

91.3% 

3,852 

26.9% 

4,608 

26.4% 

4,404 

Proteus, 

Indole-positive 

91.8% 

1,031 

85.8% 

1,062 

39.9% 

981 

54.1% 

364 

40.2% 

1,042 

10.3% 

758 

76.1% 

1,096 

42.1% 

1,051 

Proteus  mirabllls, 
indole-negative 

94.9% 

3,272 

90.1% 

3,378 

83.1% 

3,290 

77.5% 

975 

78.0% 

3,274 

8.8% 

2,634 

85.9% 

3,469 

26.8% 

3,278 

Proteus, 

unspecified 

96.2% 

1,335 

85.8% 

1,371 

71.7% 

1,434 

70.0% 

647 

64.7% 

1,435 

11.2% 

1,233 

76.0% 

1,421 

22.4% 

1,298 

Escherichia  coli 
and  all  other 
Escherichlas 

96.4% 

12,557 

91.4% 

12,818 

87.8% 

12,686 

88.8% 

4,251 

74.6% 

12,899 

95.4% 

10,623 

94.1% 

13,086 

70.0% 

12,559 

Paracolobactrum, 

all 

93.4% 

303 

88.9% 

325 

62.0% 

305 

74.2% 

62 

43.8% 

340 

80.9% 

215 

87.1% 

350 

72.6% 

340 

Conform  bacteria 

99.0% 

593 

91.2% 

649 

81.5% 

637 

66.7% 

21 

52.7% 

624 

95.6% 

607 

91.6% 

678 

76.1% 

637 

Totals 

95.1% 

30,830 

80.5% 

31,606 

65.3% 

31,229 

68.1% 

10,083 

50.3% 

31,496 

75.8% 

25,829 

79.7% 

32,606 

56.5% 

31,070 

Gram~pOSitive  (included  for  consistency  with  Package  Insert,  not  an  approved  indication) 

Staph— S.  aureus, 
coagulase-positive 

97.4% 

1,548 

88.8% 

1,458 

97.7% 

2,050 

98,7% 

636 

61.1% 

1,559 

20.4% 

628 

94.4% 

2,123 

83.7% 

1,966 

Staph— S.  aureus, 
unspecified 

99.3% 

993 

92.8% 

902 

98.1% 

1,289 

95.3% 

213 

45.8% 

1,153 

29.3% 

116 

96.4% 

1,427 

82.3% 

1,360 

•Adapted  from  a three-month,  nationwide  hospital  audit  by  R.  A.  Gosselin  and  Co.,  Inc.,  Dedham,  Massachusetts  (mid-May  to  mid-August, 1969). » 

Antibiotics  with  significant  gram-negative  spectra  are  inciuded.  Organisms  are  listed  as  reported  by  iaboratory. 

Sensitivity  testing  was  done  oy  the  disc  method,  a generally  reliable  test  in  the  hospital  setting.  It  should  be  noted,  however,  that  the 
results  with  GARAMYCIN  were  somewhat  higher  than  the  results  reported  where  the  tube  dilution  technique  was  used.  (See  Clinical 
Considerations  section  which  foiiows.)  The  concentration  of  the  GARAMYCIN  disc  was  10  meg. 

Whereas  standard  testing  methods  were  used  by  all  ho^itals,  it  is  acknowledged  that  in  a survey  of  this  kind  considerations  such  as 
differences  in  methodology  are  possible  sources  of  error,  the  comparative  percentage-sensitivity  results  derived  from  a survey  of  this  kind 
are,  therefore,  not  absolute.  One  should  keep  in  mind  also  that  the  proper  selection  of  an  antibiotic  is  based  not  only  on  susceptibility 
testing  but  on  relative  toxicity  and  other  clinical  considerations  as  well. 

It  is  felt,  nonetheless,  that  the  broad  scope  of  the  survey  and  the  extreme  care  in  data  collection  and  tabulation  permit  a conclusion 
that  the  results  are  generally  representative  of  current  nationwide  antibiotic  sensitivity  patterns. 

injection 


See  Clinical  Considerations  section  on  last  page... 


Injectable 

Garamvari 

ientamian  I sulfate 
injection 


ADULT  DOSAGE  GUIDELINES 

See  definitive  prescribing  information  in  Package  Insert. 

Patients  with  Normal  Renal  Function 


Total  Daily  Dose  (administered 

in  two,  three,  or  four  divided  doses) 

Urinary  Tract 
Infections  (due 
to  susceptible 
strains  of 
gram-negative 
bacteriajf 

Less  Severe 
0.8-1.2  mg./kg. 
for  7*10  days 

Resistant/ 
Moderately  Severe 
Larger  doses  or 
additional  antibac- 
terial therapy 
should  be  consid- 
ered in  severe 
urinary  tract  infec- 
tions or  in  resistant 
cases  involving  the 
renal  parenchyma 
or  anatomic 
anomaly. 

Serious/  Lile- 
Threatening 

up  to  5 mg./kg. 

Other  Infections 
including  bacter- 
emia. infected 
surgical  wounds, 
severe  soft  tissue 
infections,  and 
respiratory  tract 
infections  (due  to 
susceptible  strains 
of  gram-negative 
bacteria) 

3 mg./kg.  for  7-10  days 

fAlkalinization  of  the  urine  may  be  a useful  therapeutic  adjunct. 

Patients  with  Impaired  Renal  Function 

lo  minimize  the  risk  of  ototoxicity  in  patients  with  impaired  kidney 
function,  only  the  first  dose  should  be  that  normally  recommended.  Each 
subsequent  dose  should  be  half  or  less  of  that  recommended  for  patients 
with  normal  renal  function,  depending  upon  the  degree  of  renal 
impairment. 

In  patients  with  renal  failure  who  are  undergoing  14-hour  hemodialysis 
twice  weekly,  administration  of  1 mg./ kg.  GARAMYCIN  Injectable  at 
the  end  of  each  dialysis  period  has  been  suggested. 

Clinical  Considerations 

Indications:  Garamycin  Injectable  is  clinically  effective  in  infections 
due  to  susceptible  strains  of  gram-negative  bacteria,  including 
Pseudomonas  aeruginosa,  and  species  of  indole-positive  and  indole- 
negative Proteus,  Escherichia  coli,  and  Klebsiella- Aerobacter.  Bac- 
teriologic  studies  should  be  conducted  to  identify  the  causative 
organism  and  to  determine  its  sensitivity  to  gentamicin  sulfate. 
Sensitivity  discs  of  the  drug  are  available  for  this  purpose.  If  the 
susceptibility  tests  indicate  that  the  causative  organism  is  resistant 
to  gentamicin  sulfate,  other  appropriate  antibiotic  therapy  should 
be  instituted. 


IN  VITRO  INHIBITION  OF  CLINICALLY  IMPORTANT 
BACTERIA  BY  GENTAMICIN  SULFATE 
(TUBE  DILUTION  STUDIES) 


No.  of  Strains 


No.  of 

(%)  Inhibited  by: 

No.  of 

Strains 

4 meg./  cc. 

8 mcg./cc. 

In  Vitro 

BACTERIA 

Tested 

or  less 

or  less* 

Studies 

Staphylococcus  aureus 
Pseudomonas 

1,210 

1,200 

(99%) 

1,206 

(99%) 

11 

aeruginosa 

885 

771 

(87%) 

828 

(93%) 

16 

Escherichia  coli 

836 

736 

(88%) 

779 

(93%) 

11 

Indole-positive  and 
indole-negative 
Proteus  species 
Klebsiella- Aerobacter 

477 

210 

358 

(75%) 

12 

(44%) 

species 

292 

205 

(70%) 

231 

(79%) 

10 

*Number  of  strains  (%)  of  gram-negative  bacteria  inhibited  by  10 
mcg./cc.  or  less  are  as  follows:  Pseudomonas  aeruginosa,  828  (93%); 
Escherichia  coli,  792  (95%);  Proteus  species,  393  (82%);  Klebsiella- 
Aerobacter  species,  284  (97%).  From  same  studies  as  above. 

Source:  Package  Insert 

This  drug  should  be  limited  to  the  treatment  of  serious  infections 
caused  by  gram-negative  bacteria,  particularly  Pseudomonas  aeru- 
ginosa, Proteus  and  other  susceptible  organisms,  with  due  regard 
for  relative  antibiotic  toxicity.  Therefore,  the  drug  should  be  con- 
sidered for  use  against  gram-negative:  1.  Bacteremia:  2.  Infected 
surgical  wounds;  3.  Severe  soft  tissue  infections,  including  burns 
complicated  by  sepsis;  4.  Respiratory  tract  infections;  and  5.  Selected 
cases  of  urinary  tract  infection. 

Contraindications:  Garamycin  Injectable  is  contraindicated  in 
individuals  with  a history  of  hypersensitivity  or  toxic  reactions  to 
gentamicin. 


Warnings:  Patients  receiving  treatment  with 
GARAMYCIN  should  be  under  close  clinical 
observation  because  of  the  toxicity  associated 
with  the  use  of  this  drug.  Ototoxicity,  vestib- 
ular and  auditory,  can  occur  in  patients,  primarily  those  wit! 
pre-existing  renal  damage,  treated  with  GARAMYCIN  Injectable 
usually  for  longer  periods  or  with  higher  doses  than  recommended 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  this 
should  be  kept  in  mind  when  it  is  used  in  patients  with  pre-existin§ 
renal  impairment.  Kidney  function  diminished  by  infection  of  the  ' 
upper  urinary  tract  may,  however,  improve  during  effective  treat- 
ment with  Garamycin  Injectable. 

Concurrent  administration  of  potentially  ototoxic  drugs  such  a; 
streptomycin  and  kanamycin  or  of  potentially  nephrotoxic  drug: 
such  as  polymyxin,  colistin,  and  kanamycin  with  gentamicin  sulfatf 
has  not  been  shown  to  afford  any  clinical  advantages  and,  moreovei 
may  result  in  additive  toxicity.  Monitoring  of  vestibular,  cochlear 
and  renal  function  will  provide  guidance  for  therapy  in  such  cases 
Precautions:  In  patients  with  impaired  renal  function  in  when 
serious  infection  develops,  serum  concentrations  of  the  drug  ma’ 
rise,  with  consequently  increased  risk  of  ototoxicity.  In  these  pa 
tients  or  in  those  in  whom  recommended  dosage  or  duration  o 
therapy  must  be  exceeded  as  a life-saving  measure,  routine' studie 
of  kidney  function  should  be  performed  when  possible.  These  ma' 
be  supplemented  by  evaluation  of  the  vestibular  and  auditory  func 
tion  and  measurement  of  serum  concentration  of  the  drug  whei 
feasible.  Serum  concentrations  of  gentamicin  should  be  maintainec 
below  the  range  of  10-12  meg./ ml.  to  reduce  risk  of  ototoxicity.  I 
Ordinarily,  treatment  should  not  be  given  for  more  than  7 to  h j 
days  or  be  repeated  unless  required  for  serious  infection  not  re 
sponsive  to  other  agents.  | 

As  with  other  antibiotics,  treatment  with  Garamycin  Injectabl  | 
may  occasionally  result  in  overgrowth  of  nonsensitive  organisms.  I 
superinfection  occurs,  appropriate  therapy  is  indicated. 

Safety  for  use- in  pregnancy  or  the  potential  for  fetal  ototoxicity  o 
nephrotoxicity  have  not  been  established.  Studies  in  pregnant  ani 
mals  have  not  revealed  teratogenic  or  ototoxic  effects  in  the  fetus 
Garamycin  Injectable  should  not  be  used  in  pregnant  patients  o 
in  women  of  childbearing  age  unless  its  use  is  deemed  advisabl 
by  the  physician. 

Adverse  Reactions:  The  overall  incidence  of  ototoxicity  considers 
related  to  treatment  with  Garamycin  Injectable  was  2.8  per  cen 
(16  of  565  patients).  Contributory  factors  (two  or  more  factors  wer 
relevant  to  most  patients)  were  as  follows:  10  had  azotemia,  H 
received  a total  of  1 gram  or  more  of  the  drug,  7 had  recently  re 
ceived  other  potentially  ototoxic  antibiotics  (streptomycin  or  kana 
mycin),  and  5 were  over  60  years  of  age.  Six  also  had  decrease! 
high-tone  hearing  acuity,  which  returned  to  or  toward  normal  ii 
the  4 patients  retested. 

Analysis  of  BUN  data  indicated  that  4 (2%)  of  172  patients  showei 
increases  in  BUN  that  were  probably  related  to  treatment  witi 
Garamycin  Injectable.  Of  20  increases  probably  or  possibly  relate 
to  treatment,  7 were  reversible,  9 occurred  in  terminal  patients,  am 
4 had  no  follow-up. 

Other  adverse  reactions  associated  with  treatment  were  one  instanc 
each  of  urticaria,  decreased  hematocrit,  and  reversible  depressio 
of  granulocytes  with  normal  bone  marrow.  Other  rarely  reporte 
and  possibly  treatment-related  adverse  reactions  were  anemia,  ir 
creased  reticulocyte  count,  rash,  purpura,  drug  fever,  hypotensioi 
convulsions,  twitching,  salivation,  nausea,  vomiting,  increased  tran; 
aminase  activity  (SGOT  or  SGPT),  increased  serum  bilirubin,  d< 
creased  serum  calcium,  and  joint  pain. 

Packaging:  Garamycin  Injectable,  40  mg./cc.,  2-cc.  multiple-dos 
vials,  for  intramuscular  administration. 

References:  (1)  Brayton,  R.  G.,  and  Louria,  D.  B.:  Gentamicin  i 
gram-negative  urinary  and  pulmonary  infections.  Arch.  Int.  Met 
114:205,  1964.*  (2)  Louria,  D.  B.;  Young,  L.;  Armstrong,  D.,  an 
Smith,  j.  K.:  Gentamicin  in  the  treatment  of  pulmonary  infection 
J.  Infect.  Dis.  779:483,  1969.  (3)  Cox,  C.  E.:  Gentamicin,  a ne' 
aminoglycoside  antibiotic:  Clinical  and  laboratory  studies  in  urinai 
tract  infections,  J.  Infect.  Dis.  779:486,  1969.  (4)  Groll,  E.:  Clinic; 
experience  with  gentamicin,  data  from  12  German  clinics,  in  Get 
tamicin:  First  International  Symposium,  Paris,  January  196 
Lucerne,  Essex  Chemie  AG,  pp.  121-128.*  (5)  Jackson,  G.  G.:  Labor;  | 
tory  and  clinical  investigation  of  gentamicin,  ibid.,  pp.  62-74.  (t 
Medeiros,  A.  E.:  Discussion,  J.  Infect.  Dis.  779:533,  1969.  (7)  Polk,  H 
Discussion,  J.  Infect.  Dis.  779:529, 1969.  (8)  Three-month,  nationwid 
hospital  audit  by  R.  A.  Gosselin  and  Co.,  Inc.,  Dedham,  Massachuseti] 
(mid-May  to  mid-August,  1969). 

*Dosage  in  this  investigational  study  was  less  than  now  recommende 
in  Package  Insert. 
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The  Diagnosis  of  Diabetes  Mellitus  in  Adults t 

Ronald  D.  Hamilton,  M.D.* * 

Lexington,  Kentucky 


In  making  the  diagnosis  of  diabetes 
mellitus  several  points  obtained  on  the 
standard  review  of  systems  and  physical 
examination  may  be  suggestive.  Methods 
and  criteria  for  establishing  a diagnosis 
are  presented. 

Diabetes  mellitus  is  a metabolic  syn- 
drome which  manifests  itself  either 
as  a clinical  and/or  clinical  state  with 
hyperglycemia  and  alterations  in  lipid  and  pro- 
tein metabolism.  These  abnormalities  are  gen- 
erally felt  to  be  secondary  to  a deficiency  of 
effective  insulin  production.  This  definition 
seems  simple  enough,  yet  there  are  many  pit- 
falls  to  be  aware  of  regarding  the  patho- 
physiology of  this  disorder  and  its  ultimate 
diagnosis.  Essentially  all  insulin  made  available 
thus  far  has  been  extracted  from  the  pan- 
creas and  a large  number  of  detailed  variations 
in  this  procedure  has  been  reported. 

Considerable  evidence  indicates  that  the 
major  site  of  synthesis  of  insulin  is  in  the 
ribosomes  of  the  beta  cells  within  the  islets  of 
Langerhans’  in  the  pancreas^  The  biosynthesis 
of  insulin  in  the  islet  tissue  is  thought  to  be 
similar  to  protein  synthesis  elsewhere  in  the 
body.  However,  attempts  to  correlate  insulin 
synthesis  and  secretion  with  a number  of  bio- 
chemical changes  has  been  very  difficult  and 

"^Presented  at  the  1 5th  Annual  Clinical  Conference, 
Lexington  Clinic,  on  April  2,  1970 

*Department  of  internal  medicine,  Lexington  Clinic, 
Lexington 


not  much  progress  has  been  made-.  A rise  in 
blood  sugar  concentration  triggers  beta  cell  re- 
lease of  insulin.  This  rise  in  the  insulin  level 
initiates  several  metabolic  events  which  pro- 
mote the  tissue  uptake  and  storage  of  glucose, 
amino-acids  and  lipids.  It  is  not  known  for  sure 
why  there  is  a lack  of  effective  insulin  in  di- 
abetics. 

A lot  of  emphasis  has  recently  been  placed 
on  peripheral  inhibitors  and  antagonists  which 
bind  insulin.  It  remains  to  be  shown  whether  the 
relative  beta  cell  insufficiency  stems  from  a 
primary  disease  or  whether  beta  cell  function 
has  been  exhausted  as  a result  of  a primary 
excessive  demand  for  insulin  due  to  peripheral 
insensitivity  to  insulin'*. 

The  Importance  of  the  Medical  History 

There  are  several  symptoms  obtained  on  the 
standard  review  of  the  systems  that  would  at 
least  lead  one  to  suspect  a diagnosis  of  diabetes 
mellitus.  Polyuria,  polydipsia,  and  polyphagia 
(with  or  without  weight  loss)  are  usually  con- 
sidered the  classic  triad  of  the  onset  of  diabetes. 
Other  symptoms  suggestive  but  not  specific 
are:  weakness,  pruritus  (particularly  vaginal), 
nocturia,  visual  changes,  headaches,  anorexia, 
drowsiness,  delayed  wound  healing,  recurrent 
infections  and  impotence. 

Mothers  giving  a history  of  the  delivery  of 
a nine  pound  or  more  baby  should  par- 
ticularly be  screened  for  diabetes.  It  is  also 
important  to  inquire  if  the  patient  has  been 
taking  any  medications  which  might  tend  to 
increase  the  blood  glucose  level.  Birth  control 
pills,  estrogens,  salicylates,  nicotinic  acid. 
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thiazide  diuretics,  and  cortisone-containing 
medications  are  several  which  have  been  im- 
plicated in  causing  hyperglycemia. 

Questions  should  also  be  directed  towards 
uncovering  any  history  suggestive  of  thyroid, 
menstrual,  adrenal,  pituitary  or  previous  pan- 
creatic disorders  which  may  be  responsible  for 
hyperglycemia.  If  the  patient  gives  a history 
of  hypertension,  consideration  must  be  given 
to  a possible  underlying  pheochromocytoma 
which  may  be  accompanied  by  an  elevated 
blood  glucose  level.  Recent  dietary  habits  as 
well  as  stressful  situations  should  be  evaluated 
since  starvation  decreases  insulin  production 
and  under  stressful  situations  insulin  produc- 
tion may  be  increased  secondary  to  other  hor- 
monal responses.  Also  recent  illness  and  trau- 
ma, as  well  as  inactivity,  may  decrease  glu- 
cose tolerance  particularly  in  older  patients 
who  are  confined  to  bed  for  any  significant 
period  of  time. 

It  is  generally  agreed  that  heredity  plays  an 
important  role  in  determining  the  suscepti- 
bility to  hyperglycemia  so  the  family  history 
may  be  of  importance  from  this  standpoint. 
There  is  widespread  disagreement  when  the 
nature  of  the  pattern  of  transmission  is  dis- 
cussed. The  assumption  of  a single  recessive 
gene  forms  a satisfactory  working  hypothesis 
but  more  data  are  required  to  establish  its 
validity.  On  the  basis  of  a simple  recessive  in- 
heritance all  offspring  in  families  with  both 
parents  diabetic  are  generally  liable  to  di- 
abetes. Fifty  per  cent  of  the  siblings  of  a di- 
abetic who  has  one  diabetic  parent  are  ge- 
netically liable  to  diabetes  and  25  per  cent  of 
the  siblings  of  a diabetic  whose  parents  are 
not  diabetic  are  genetically  liable  to  diabetes. 

Value  of  the  Physical  Examination 

On  physical  examination  it  is  important  to 
remember  that  there  is  an  increase  in  the 
incidence  of  obesity,  hypertension  and  vascular 
problems  among  the  diabetic  population.  Di- 
abetic retinopathy  is  a distinct  enough  patho- 
logical entity  that  it  may  lead  directly  to  the 
diagnosis  of  diabetes.  Metabolic  cataracts  may 
be  found  in  young  individuals  and  senile 
cataracts  in  the  older  age  group.  Careful  evalu- 
ation of  the  peripheral  pulses  should  be  rhade 
because  of  the  increased  incidence  of  arteri- 
osclerosis obliterans  in  diabetics.  The  deep 
tendon  reflexes  along  with  vibratory  and  sen- 


sory examination  should  be  carefully  checked. 
If  the  patient  appears  uremic,  or  to  have 
chronic  underlying  kidney  disease,  diabetic 
nephropathy  needs  to  be  excluded.  Examina- 
tion of  the  skin  may  prove  diagnostic  if 
necrobiosis  lipoidica  diabeticorum  is  present. 

Screening  and  Definitive  Laboratory  Testing 

Since  diabetes  seems  to  be  related  to  a rela- 
tive deficiency  of  circulating  effective  insulin, 
one  would  assume  that  a reasonable  approach 
to  a diagnosis  would  be  a measurement  of 
plasma  insulin  concentrations.  Although  this 
test  is  not  generally  available  for  clinical  use, 
it  has  been  extensively  used  as  a research 
procedure.  It  has  been  estimated  that  a normal 
man  probably  secretes  about  40  to  50  units  of 
insulin  daily  and  with  complete  destruction  of 
the  beta  cells  usually  no  insulin  can  be  detected 
by  the  diaphragm  or  immunoassay  proce- 
dures^. 

Diabetic  patients  have  been  found  to  se- 
crete insulin  at  normal,  hypernormal  and  sub- 
normal rates  depending  on  the  stage  of  the 
disease  as  well  as  the  secretion  of  other  hor- 
mones, diet  and  a number  of  other  factors. 
Recently,  Rimoin®  reported  the  mean  peak 
plasma  immunoreactive  insulin  concentrations 
to  be  different  in  two  different  ethnic  groups 
of  diabetics,  suggesting  that  they  may  repre- 
sent distinct  disorders  with  ethnic  variability 
of  insulin  response.  Along  with  the  above 
discrepancies  and  the  minute  quantities  of  in- 
sulin in  the  serum,  other  factors  which  need 
to  be  considered  are  the  nonsuppressable  in- 
sulin-like activity,  the  anti-insulin  action  of 
synalbumin  and  the  discovery  of  pro-insulin 
by  Steiner  and  co-workers®.  Considering  all  of 
the  above  as  well  as  a variable  response  of 
plasma  insulin  levels  in  diabetics  subjected  to 
oral  glucose  loading,  it  would  seem  that  insulin 
assays  cannot  be  depended  on  at  the  present 
time  for  diagnostic  purposes. 

After  the  patient  has  been  seen  and  ex- 
amined it  is  often  convenient  to  check  a rou- 
tine urinalysis  for  sugar  and  acetone  and 
either  a fasting  or  two  hour  postprandial  blood 
sugar.  Of  course,  the  latter  as  well  as  the 
urinalysis  are  merely  screening  procedures 
that  must  be  followed  with  more  definitive 
tests  if  suggestive  such  as  the  fasting  blood 
sugar  level  or  an  oral  glucose  tolerance  test. 
In  most  screening  programs  using  100  grams 
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of  glucose,  values  above  140  mgs/ 100  ml  at 
the  two  hour  level  should  lead  to  a strong 
suspicion  of  diabetes  and  values  between  110 
and  140  mgs/ 100  ml  should  probably  be  fol- 
lowed by  an  oral  glucose  tolerance  test.  A fast- 
ing blood  sugar  of  120  mgs/ 100  ml  or  above 
on  at  least  two  separate  occasions  in  a patient 
who  has  been  eating  regularly  is  generally  con- 
sidered diagnostic  in  the  absence  of  previous 
food  ingestion  or  medication  on  the  morning 
when  the  sample  was  obtained. 

The  oral  glucose  tolerance  test,  although 
criticized  by  many,  remains  the  most  wide- 
ly used  and  most  important  test  in  the 
diagnosis  of  diabetes.  Ideally,  the  patient  should 
ingest  300  grams  of  carbohydrate  and  total 
maintenance  calories  for  at  least  three  days 
preceding  this  procedure.  The  above  prepara- 
tion is  necessary  to  avoid  a diabetic  curve 
which  may  appear  in  the  normal  person  or  so- 
called  “starvation  diabetes”.  Occasionally  if 
not  prepared  properly,  a mild  diabetic  may 
produce  a non-diabetic  type  curve.  After  an 
adequate  preparation,  the  patient  fasts  over- 
night at  least  for  ten  hours,  has  a fasting  blood 
sugar  drawn,  and  then  is  given  1.75  grams  of 
glucose  per  kg.  (of  ideal  body  weight)  or,  in 
most  cases,  if  near  the  ideal  body  weight  100 
grams  of  glucose  by  mouth. 

Following  this  blood  specimens,  along  with 
urine  checks  for  sugar  and  acetone,  are  drawn 
at  one,  two,  and  three  hour  intervals.  The 
test  should  begin  between  7 a.m.  and  9 a.m. 
because  circadian  variation  in  glucose  tol- 
erance has  been  reported  and  results  obtained 
at  times  other  than  the  above,  would  be  diffi- 
cult to  compare'^.  The  subject  should  be 
seated  and  comfortable  during  the  test,  and 
exercise,  caffeine  and  nicotine  should  be 
avoided  during  the  period  of  testing.  There 
continues  to  be  some  variability  in  the  inter- 
pretation of  test  results  including  the  Wilker- 
son  point  method,  Fajans-Conn  criteria  and  the 
summation  of  fasting,  one,  two  and  three  hour 
levels.  In  patients  under  the  age  of  50  this 
author  uses  the  original  Fajans-Conn  criteria® 
and  makes  a diagnosis  of  diabetes  mellitus  if 
the  one  hour  level  is  1 60  or  greater,  one 
and  one-half  hour  140  or  greater  and  the  two 
hour  level  120  or  greater  with  the  auto- 
analyzer ferricyanide  blood  determination.  For 
persons  above  the  age  of  50,  which  are  pres- 
ently not  well  standardized,  the  Wilkerson 


point  method  is  used  as  recommended  by  the 
committee  on  statistics  of  the  American  Di- 
abetes Association®.  Criteria  for  making  the 
diagnosis  with  the  Wilkerson  point  method 
( adjusted  for  plasma  glucose  and  40  gm  ^m^ 
glucose  load)*  is  summarized  in  the  following 


chart: 

Time 

mg/ 100  ml 

Points 

Fasting 

1 30  or  more 

1 

1 hour 

195  or  more 

1/2 

2 hour 

140  or  more 

1/2 

3 hour 

130  or  more 

1 

Two  points  or  more  indicate  diabetes 

The  summation  of  fasting,  one,  two  and 
three  plasma  glucose  levels  have  not  been 
used  by  this  author. 

There  are  several  modified  tests  utilizing  oral 
glucose  as  well  as  the  cortisone  preparation 
glucose  tolerance  test  which  are,  for  the 
most  part,  considered  research  procedures  at 
the  present  time.  Intravenous  glucose  tolerance 
testing  may  be  performed  in  patients  with 
gastrointestinal  problems  related  to  the  stom- 
ach and  small  bowel  and  appears  to  give  comp- 
arable results  to  the  oral  procedure.  The  in- 
travenous tolbutamide  test  has  likewise  been 
used  for  diagnostic  purposes. 

Summary 

The  present  value  of  insulin  assays  along 
with  the  emphasis  of  a detailed  history  and 
physical  examination  have  been  stressed  with 
regard  to  the  diagnosis  of  diabetes  mellitus. 
Instructions  regarding  patient  preparation  for 
oral  glucose  tolerance  testing  and  diagnostic 
values  were  discussed. 
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After  accuracy  studies  of  SMA  12f60  in- 
strument, the  clinical  course  of  1300 
patients  with  SMA  12f60  determinations 
teas  investigated  to  determine  how  often 
these  profiles  contributed  or  confused, 
and  how  often  did  they  detect  otherwise 
unsuspected  diseases. 

The  purpose  of  the  investigation  was  to 
determine  how  SMA  12/60  profiles  cor- 
responded to  patients’  diseases.  After 
SMA  12/60  results  were  reviewed  by  a 
pathologist,  they  were  related  to  the  patients’ 
history,  physical  findings,  hospital  progress 
and  other  clinical  pathology  reports  to  de- 
termine how  the  profile  findings  supported 
the  clinical  conditions  with  normal  and  ab- 
normal values.  Normal  values  were  just  as 
important  in  elective  surgical,  psychosomatic 
and  some  other  cases  as  were  the  abnormal  re- 
sults in  many  diseases.  In  addition,  otherwise 
unsuspected  diseases  or  abnormalities  and  con- 
fusing results  that  were  discovered  by  SMA 
12/60  profiles  were  studied. 

Materials  and  Methods 

The  first  step  of  this  investigation  was  to  de- 
termine the  accuracy  of  the  SMA  12/60 
instrument  and  to  compare  this  with  the 
accuracy  of  manual  techniques  in  our  lab- 
oratory. Hyland  unassayed  serum  (Lot 
#3651D021A1)  was  used  as  the  control  for 
the  manual  and  SMA  12/60  determinations. 
Co-efficient  of  error  and  standard  deviation 
were  used  as  parameters  for  accuracy  and  pre- 
cision. 

One  thousand  abnormal  and  500  normal 


■\This  work  appeared  with  some  modification  in  the 
hook  Advances  in  Automated  Analysis,  Vol.  Ill, 

1970,  published  by  Mediad. 

*From  the  department  of  anatomical  and  clinical 
pathology,  St.  Anthony  Hospital,  Louisville 


SMA  12/60  reports  were  studied  from  those 
consecutive  admissions  who  had  such  determi- 
nations performed.  These  were  correlated  with 
the  corresponding  patients’  records.  When  it 
was  necessary,  the  attending  physician  was 
contacted  for  further  details.  Information  was 
gathered  on  a card  that  was  designed  to  con- 
tain nearly  70  bits  of  information  on  each  case. 
This  form  adapted  easily  to  key  punching  for 
computer  analysis  (Table  1).  The  Systematized 
Nomenclature  of  Pathology  (1965)  was  used 
as  a basic  guideline  in  the  diagnostic  classifi- 
cation of  the  clinical  and  SMA  uncovered  dis- 
eases. After  all  data  was  collected,  it  was 
analyzed  by  IBM  360  Model  40  computer  at 
the  Sisters  of  St.  Francis  Computer  Center  in 
Beech  Grove,  Indiana. 

Results 

Accuracy 

Accuracy  was  expressed  by  standard  devia- 
tion and  co-efficient  of  error.  Ten  parameters 
proved  more  accurate,  glucose  about  the  same, 
and  uric  acid  less  accurate  by  SMA  12/60 
than  by  manual  techniques  (Table  2).  This  ac- 
curacy was  accomplished  by  using  controls 
frequently  and  by  repeating  any  unusual  re- 
sults along  with  a control.  These  controls  and 
repeats  represented  30+  per  cent  of  the  total 
SMA  12/60  determinations.  This  was  one  and 
one  half  times  the  average  20  per  cent  control 
rate  in  our  laboratory. 

Patients 

The  distribution  of  patients  according  to  age, 
with  subdivision  into  those  who  had  normal 
and  those  who  had  abnormal  SMA  12/60  re- 
sults is  shown  on  Table  3.  Women  constituted 
55.1  per  cent  and  men  44.9  per  cent  of  all 
patients.  This  ratio  was  fairly  similar  among 
patients  with  normal  and  abnormal  biochemi- 
cal profiles  and  in  the  various  age  groups  with 
non-sex  related  diseases.  The  distribution  of 
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TABLE  1 


SEX  AGE  

□ 12/60  NORMAL  □ 

□ 

□ 

□ 

□ 

□ 12/60  ABNORMAL  □ 

□ 

□ 


□ 


□ DIAGNOSIS: 

□ 

n SMA  12/60  uncovered 

□ SMA  12/60  Dx  □ 

COMMENT: 


DATE- 


HOSP.  NO. 


NO, 


RACE 


SERV;  □ GP  □ INT.  MED.  □ S □ OBG  □ PED 


II  should  have  been  normal 
It  should  have  been  abnormal 
Manual  differed  from  12/60 
12/60  contributed 
12/60  confused 

Co  □ P □ GLU  □ BUN  □ 

It  supported  known  disease  only 
It  uncovered  unsuspected  disease 
r~l  of  major  importance 
O Subclinical  dis  s symptoms 
12/60  information  confusing 

r~l  Abnormality  otherwise  proved  normal 
O Normal  results  otherwise  proved  abnormal 


U.A.  □ CH  □ T.P.  □ AL  □ BIL 


□ ALK.  PHOS. 
□ LDH  □ SGOT 


□ 

□ 


of  minor  importance 
unexplained  abnormality 


[~l  Repeat  Manual  Automated  Clinical 
□ Repeat  Manual  Automated  Clinical 


CARD.V.  □ RESP.  □ DIGES.  □ G.U.  □ ENDO  □ CNS  □ RES  □ M-SOFT  T. 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


TABLE  2 


patients  according  to  disease  group  is  listed  in 
Table  4. 

Patients  with  Abnormal  SMA  12/60  Profiles 

In  the  survey,  two  groups  of  abnormalities 
were  established.  In  the  first  group,  the  clinical 
conditions  were  such  in  nature  that  they  should 
have  had  one  or  more  abnormal  SMA  12/60 
parameters.  In  cases  where  good  correlation  was 
established  between  the  disease  or  diseases  and 
the  respective  SMA  12/60  profile  abnormali- 
ties, they  were  recorded  as  “supported  known 
disease”  in  the  protocol.  When  such  correlation 
was  not  clear,  or  when  there  was  a reasonable 
conflict  between  SMA  12/60  results  and  either 
the  clinical  diagnosis  or  repeated  determina- 
tions, “12/60  information  confusing,”  was  re- 


corded. Of  the  1000  patients  with  abnormal 
profiles,  577  had  such  diseases  that  they  should 
have  produced  abnormal  SMA  12/60  results. 
(Table  5)  In  550  of  these  577  cases  the  profile 
abnormalities  supported  their  respective  dis- 
eases, and  in  27  they  were  conflicting.  In  25 
of  these  cases,  the  abnormality  proved  normal 
by  repeated  examination  and  in  only  two  in- 
stances, the  conflict  could  not  be  solved.  In 
no  case  was  a marked  abnormality  involved. 

The  second  group  consisted  of  cases  in 
which  there  were  no  clinical  or  other  indica- 
tions to  suspect  the  results  to  be  outside  the 
normal  range.  They  represented  diseases  or 
abnormalities  discovered  by  SMA  12/60  pro- 
filing. In  some  instances  these  unsuspected 


ACCURACY  OF  BIOCHEMICAL  PROFILES  BY  SMA  12/60 
COMPARED  WITH  MANUAL  METHODS 


Mean  Value 


SMA 

12/60 

Manual 

Ca 

8.7 

mg  % 

8.7 

mg  % 

p 

3.7 

mg% 

3.5 

mg  % 

Glucose 

109 

mg  % 

1 10 

mg  % 

BUN 

1 1 

mg  % 

1 1.2 

mg  % 

Uric  Acid 

5.3 

mg% 

5.8 

mg% 

Cholesterol 

195 

mg  % 

194 

mg  % 

T.  Protein 

6.15 

gm  % 

6.7 

gm% 

Albumin 

3.6 

gm% 

3.9 

gm  % 

Mt 

II 

Bilirubin 

.3 

mg% 

3.7 

mg  % 

B-L 

Units 

Aik.  Phos. 

40 

mu/ ml 

1.25 

B&LU 

LDH 

105 

mu/ml 

250 

Wrb 

SGOT 

30 

mu/ ml 

22.5 

R&F 

Coeff.  Error  Standard  Deviation 


SMA  12/60 

Manual 

SMA 

12/60 

Manual 

1.725 

2.48 

.15 

mg  % 

.215  mg% 

3.5 

8.55 

.13 

mg  % 

. 3 mg  % 

3.77 

3.65 

4.1 

mg% 

4.0  mg  % 

1.35 

2.7 

.148 

mg  % 

.3  mg7o 

3.02 

2.0 

.16 

mg% 

.116  mg  7o 

2.47 

3.4 

4.8 

mg% 

6.6  mg  % 

1.79 

3.43 

.11 

9% 

.23  g % 

3.17 

5.1  % 

.1  14 

9% 

.2  g % 

2.03 

8.1 

.061 

mg% 

.3  mg  % 

B-L  Units 

3.75 

9.9 

1.5 

mu/ ml 

.124 

2.14 

4.6 

2.25 

mu/ml 

11.5  Wrb  U 

.82 

1.2 

2.46 

mu/ml 

2.7  R&FU 
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TA6.E  3 

AGE  OISTRieuTION  OF  PATIENTS 


NORmA^  SmA  ]2/oO  -X-A5N0RMAL  SMA  12/60  TOTAL 


AGE  OF  PATIENTS  (YEARS) 


cases  were  present  in  addition  to  abnormalities 
which  give  laboratory  support  to  already 
known  diseases;  in  others  they  were  in  a group 
by  themselves.  These  abnormalities  were  di- 
vided into  four  categories  in  the  protocol 
(Table  1). 

The  “uncovered,  unsuspected  diseases  of 
major  importance”  were  cases  with  abnormal 
glucose  changes  suggestive  of  diabetes,  BUN 
abnormalities,  cholesterol  elevations  and  other 
results  suggesting  major  diseases.  “The  sub- 
elinical  diseases  without  symptoms”  and  dis- 
eases “of  minor  importanee”  were  merged  into 
one  category  because  the  survey  proved  their 
separation  arbitrary.  Results  with  minimal  ab- 
normalities comprised  this  group.  Unexplained 
abnormalities  included  results  where  neither 
the  clinical  situation  nor  the  laboratory  experi- 
enee  could  account  for  the  value.  Some  of 


TABLE  4 

DISEASES  OF  THE  SURVEYED  1500  PATIENTS 


Disease  Group 

Patients  with 
Abnormal 
SMA  12/60 

Patients  with 
Normal 
SMA  12/60 

Total 

Cardiovascular 

264 

68 

332 

Respiratory 

1 89 

108 

297 

Alimentary 

275 

120 

395 

Urogenital 

175 

77 

252 

Endocrine-Metabolic 

106 

17 

123 

Nervous  System 

72 

55 

127 

Reticuloendothelial 

28 

7 

35 

Skin-Soft  tissue-Bone 

142 

89 

231 

TOTAL 

1251 

541 

1792* 

*This  figure  is  excess  of  1 500  because  some  patients  had 
more  than  one  disease. 


Glucose  abnormalities  suggestive  of  diabetes  were  fol- 
lowed up  in  89.2  per  cent  of  cases.  BUN  abnormalities 
were  followed  up  in  5.4  per  cent  of  cases. 


these  findings  included  decreased  LDH  levels 
in  young  women.  These  will  be  studied  in  de- 
tail separately. 

There  were  429  abnormalities  that  uncov- 
ered unsuspected  diseases.  The  distribution  of 
these  is  listed  in  Tables  6 and  7.  There  were  99 
unexplained  abnormalities  on  these  profiles. 

Patients  with  Normal  SMA  12/60  Profiles 

Findings  on  the  500  patients  with  normal 
SMA  12/60  are  listed  on  Table  8.  In  493 
of  the  500  cases,  the  SMA  12/60  profiles  cor- 
responded to  the  clinical  conditions  and  were 
normal.  In  five  of  the  seven  conflicting  in- 
stances, the  clinical  situation  and  repeat  de- 
terminations proved  that  the  normal  SMA 
12/60  values  should  have  been  abnormal.  In 
two  cases,  the  situation  still  remained  some- 
what confusing  after  rechecks. 

TABLE  5 


CORRELATION  OF  ABNORMAL  SMA  12/60  TO  DISEASES 
THAT  SHOULD  PRODUCE  PROFILE  ABNORMALITIES 


NO. 

% 

TOTAL 

577 

100.0 

Supported 

550 

95.3 

Conflicting 

27 

4.7 

Abnormal  Result 

a.)  Proved  normal 

25 

4.5 

b.)  Confusing 

2 

0.2 

Comments 

St.  Anthony  Hospital  is  a 350-bed,  general 
acute  care  institution.  This  determination  of 
accuracy  was  not  only  essential  in  the  new 
instrument  but  also  served  as  the  foundation 
of  the  present  survey.  It  provided  us  with  some 
idea  of  how  SMA  12/60  can  perform  under 
“service  laboratory  battlefield  conditions”  with 
proper  attendance.  The  30+  per  cent  repeat 
and  control  rate  with  this  instrument  was  a 
very  worthwhile  investment  in  material  and 
work  because  it  provided  a high  degree  of  ac- 
curacy. 

The  various  patient  data  were  presented  to 
provide  an  insight  into  the  material. 

The  profile  abnormalities  displayed  very 
good  correlation  and  supported  the  clinically 
known  diseases.  In  cases  where  discrepancy 
was  suspected,  usually  24  to  48  hours  elapsed 
between  the  SMA  12/60  report  and  follow-up. 
Therefore,  some  of  these  cases  may  have  repre- 
sented true  changes  instead  of  conflicting  re- 
sults since  the  patients  were  in  the  hospital 
and  received  treatment  in  that  interval. 
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The  incidence  of  otherwise  unsuspected  dis- 
eases and  abnormalities  discovered  by  SMA 
12/60  appears  high.  An  unusually  large  num- 
ber of  BUN  elevations  and  protein  or  albumin 
decreases  as  reflected  by  the  alimentary  and 
urogenital  diseases  on  Table  4 seem  to  be  the 
major  causes  of  this.  Since  these  changes  ap- 
peared mostly  in  the  geriatric  groups,  per- 
haps widening  of  the  normal  ranges  should  be 
considered  for  them. 

TABLE  6 

DISEASES  AND  ABNORMALITIES 
DISCOVERED  BY  SMA  12/60 


NO. 

% 

TOTAL 

429 

28.6* 

Major  importance 

244 

56.9** 

Minor  importance 

185 

43.1** 

Unexplained  abnormality 

99 

• Of  all  1500  surveyed  patients 

**  Of  total  SMA  12/60  discovered  abnormalities 

There  were  many  clinically  unsuspected 
diabetics  and  renal  failures  that  were  uncov- 
ered by  SMA  12/60.  Of  the  diabetics,  89.2 
per  cent  and  94.6  of  the  renal  failure  cases 
were  followed  up  and  validated. 

One  of  the  cardinal  findings  of  this  survey 
is  the  excellent  correlation  of  normal  SMA 
12/60  profiles  and  their  respective  diseases.  In 
clinical  situations  where  psychosomatic  condi- 
tions have  to  be  separated,  in  pre-surgical  and 
other  screenings,  SMA  12/60  is  very  reliable 
as  a diagnostic  aid. 

A technical  problem  that  surfaced  during 
this  survey  was  the  difficulty  in  scanning  the 
SMA  12/60  reports  for  abnormalities.  The 
shaded  areas  showing  the  normal  range  are 
presently  staggered  and  difficult  for  the  eye 
to  follow.  It  would  be  much  easier  to  read  the 

TABLE  7 


CLASSIFICATION  AND  INCIDENCE  OF  DISEASES  AND 
ABNORMALITIES  DISCOVERED  BY  SMA  12/60 


DISEASE  GROUP 

NO. 

% 

Cardiovascular 

28 

6.5 

Respiratory 

3 

0.7 

Alimentary 

96 

22.4 

Urogenital 

177 

43.3 

Endocrine-Metabolic 

143 

33.3 

Nervous  System 

1 

0.2 

Reticuloendothelial 

4 

0.9 

Skin-Soft  tissue-Bone 

16 

3.7 

TOTAL 

468* 

111  ’ 

* This  exceeds  the  429  patients  (100  per  cent)  because 
occasionally  a patient  had  more  than  one  such  disease. 
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CORRELATION  OF  NORMAL  SMA  12/60’S  TO  DISEASES 
THAT  SHOULD  NOT  PRODUCE  PROFILE  ABNORMALITIES 


NO. 

% 

TOTAL 

500 

100.0 

Supported 

493 

98.6 

Conflicting 

7 

1.4 

Normal  Result 

a.)  Proved  abnormal 

5 

1.0 

b.)  Confusing 

2 

0.4 

report  if  the  scale  of  normal  values  were  linear 
in  a band  form.  (Table  9) 

Conclusions 

1.  SMA  12/60  results  were  highly  accurate 
provided  proper  controls  were  maintained. 

2.  In  diseases  where  SMA  12/60  determina- 
tions should  have  been  abnormal,  they  were 
so  in  95.3  per  cent  of  the  cases. 

3.  In  diseases  where  SMA  12/60  parameters 
should  have  been  normal  they  were  so  in  98.6 
per  cent  of  the  cases. 

4.  Among  the  conflicting  reports  in  in- 
stances there  may  have  been  a true  change  by 
the  time  follow-up  examinations  were  per- 
formed, therefore,  not  all  these  cases  should  be 
considered  fallacious  SMA  12/60  reports. 

5.  Normal  ranges  of  BUN  and  serum  pro- 
teins should  be  examined  and  possibly  ex- 
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tended  in  geriatric  age  groups.  Appendix 


6.  A new 

report  form  is  proposed  that  The  following  list  provides  useful  guidelines 

would  make 

the  recognition  of  abnormal 

re-  for  SMA  12/60 

report  interpretation.  It  is 

suits  easier. 

emphasized  that  this  list  is  not  complete. 

CONDITIONS 

OFTEN  ASSOCIATED  WITH: 

Interferring 

Elevated  Values 

Decreased  Values 

Conditions 

Calcium 

Hyperparathyroidism 

Hypoparathyroidism 

Prolonged  venous  con- 

Hypervitaminosis D 

Osteomalacia 

gestion  when  drawing 

Multiple  myeloma 

Acute  Pancreatitis 

blood. 

Prolonged  immobilization 

Renal  insuff.  (Pf ) 

Sarcoidosis 

Vit.  D.  defic. 

Metastatic  Ca  to  Bone 
or  other  malignancies 
Leukemia 

Milk-alkali  syndrome 
Idiopathic  hypercalcemia 
of  infancy 
Hyperthyroidism 
(rarely) 

Renal  acidosis 

Phosphorus 

Children  (Normal) 

Prim.  Hyperparath. 

Hemolytic  blood  f 

Renal  insuff.  (Ca) 

Osteomalacia 

'1’  After  meal 

Diabetic  Acidosis 

Renal  tubular 

( f carbohydrate 

disorder  (Fanccni) 

metabolism) 

Hypoparathyroidism 

Acromegaly 

Hemolysis 

Certain  antacids 

4’  After  insulin  injection 

Glucose 

Diabetes 

Insulin 

Uric  Acid 

Adr.  or  thyroid 

Myxedema 

TV.  glucose  going 

Sepsis 

Certain  tumors 

Tumors 

Addison  disease 

Anoxia 

Liver  disease 

Nephrosis 

Diuretics 

(Thiazide) 

Starvation 

BUN 

Renal  insuff. 

Liver  dis. 

10-20  mg 

G.I.  bleeding 

Pregnancy 

Urinary  tract  obstruction 
Renal  blood  flow 

^ Protein  intake 

Uric  Acids 

Gout 

Rx  with  uricosuric 

Renal  failure 

drugs 

Toxemia 

Destruction  of  cells 
Chemotherapy 
Pneumonia 
Hemolysis 
Pern.  Anemia 
Medications: 
Diuretic 
(Thiazide) 
Salicylates 
(Aeetazolamide) 
Hypertension 
Starvation 
Violent  exercise 
Diabetic  acidosis 
Ethanol  intoxication 
Psoriasis 
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Cholesterol 

150-300 

Pregnancy 

Liver  Disease 

-f.  Bilirubin 

Nephrotic  syndrome 

Hypothyroidism 

Hypophysectomy 

Pancreatitis 
Diabetes  Mellitus 
Familial  cholesterolemia 

Hyperthyroidism 
Tangier  dis.  (high 
density  lipoprotein 
deficiency) 

f Lipemia 

Proteins 

Alb.  Dehydration 

Glob.  Infection 

Liver  disease 
Malnutrition 
Mult,  myeloma 
Hypersensitivity 
Collagen  dis. 

Malnutrition 

Hepatic 

Renal 

Hypo- 

gammaglobulinemia 

Agammaglobulinemia 

Infants 

Leukemia 

4' 0.4-0. 8 gm  in  supine 
position 

Bilirubin 

Neonates 
Erythroblastosis 
Hemolytic  anemia 
Biliary  obstruction 
Cirrhosis 
Hepatitis 
Crigler-Najjar 
(Cong,  non-hem. 

jaundice) 

Gilbert  dis.  (Fam. 
non-hem.  jaundice) 
Dubin-Johnson 
(Idiopath.  Jaundice) 

Not  significant 

Exposure  to  light 

Aik.  Phosph. 

Children 
Healing  fracture 
Bone  metastasis 
Paget’s  disease 
Hyperparath. 
Biliary  obstruction 
Liver;  Cirrhosis, 
metastatic  tumor, 
Hepatitis. 

Pulmonary  infarct. 
Pregnancy 

P.A. 

Hypophosphatasia 

LDH 

Hemolysis 

M.I. 

Pulmonary  infarct. 
Leukemia-tumors 
Dead  tissue 
Brain  abscess 
Grand  mal  seizure 
Nicotinic  acid  Rx. 
Not  seen  in  normals 
Indicates  disease 

Hemolysis 

SCOT 

Hemolysis 

M.I. 

Cong,  failure 
Dicumerol  Rx 
Trauma 
Pancreatitis 

Toxemia  of  pregnancy 

Hemolysis 
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The  Role  of  Radiation  Therapy  in  the  Treatment 
Of  Carcinoma  of  the  Larynx "t* * 

Ricardo  R.  Fuste,  M.D.* 

Memphis,  Tennessee 


A detailed  discussion  of  laryngeal  car- 
cinoma and  the  reasons  for  varied  ap- 
proaches to  management  are  presented. 

Squamous  cell  carcinoma  represents 
over  95  per  cent  of  laryngeal  tumors.  This 
paper  is  concerned  with  this  type  of 
tumor. 2 

The  Clinical  Staging  System  for  Cancer  of 
the  Larynx,  American  Joint  Committee  for 
Cancer  Staging  and  End  Result  Reporting 
seems  to  be  widely  accepted.  This  classification 
is  based  upon  the  TNM  System  proposed  by 
the  International  Union  Against  Cancer 
Committee  on  Clinical  Stage  Classification  and 
.'Xpplied  Statistics.^  We  will  follow  The  Ameri- 
can Joint  Committee  Classification  and  Stag- 
ing. 

Norris^  has  discussed  the  problems  of  classi- 
fication and  staging  of  cancer  of  the  larynx.  A 
practical  classification  should  not  be  broken 
down  in  an  excessive  number  of  groups  be- 
cause of  the  risk  of  making  some  of  these 
groups  insignificant.  However,  if  we  consider 
the  T2  glottic  tumors,  under  the  same  cate- 
gory are  included  superficial  tumors  involving 
both  cords  or  one  cord  with  extension  to  the 
anterior  commissure  but  with  normal  mobili- 
ty of  the  cord(s)  and  tumors  of  one  cord  or 
both  cords  with  fixation. 

From  the  radiotherapeutic  standpoint  the 
statistics  concerning  survival  will  be  affected 
according  to  the  proportion  of  mobile  and  fixed 
cords.  It  is  well  known  that  fixation  of  the 
cord(s)  is  reflected  adversely  in  the  curability 
by  radiation  therapy.  Probably  substaging 
could  solve  problems  like  this. 


^Presented  at  the  annual  meeting  of  the  Kentucky 
Chapter,  American  College  of  Radiology,  September 
23,  1969,  Louisville 

*Radiation  Therapy  Department,  Methodist  Hospital, 
Memphis,  Tennessee 


Since  Bilroth  performed  the  first  total 
laryngectomy  in  1873,  and  Coutard  estab- 
lished the  fundamentals  of  fractionated  and 
protracted  radiotherapy,  experience  has  been 
gained  in  both  surgical  and  radiation  fields. 

Radiation  therapy  and  surgery  should  not  be 
competitive.  Good  judgment  based  upon  a 
mutual  understanding  between  the  laryngolo- 
gist and  the  radiotherapist  is  basic  if  we  wish 
to  offer  the  best  possibilities  of  cure  for 
laryngeal  cancer. 

If  the  radiotherapists  who  treat  all  laryngeal 
carcinomas  with  radiation  are  guilty  of  poor 
judgment,  the  same  applies  to  the  surgeons 
showing  an  elevated  figure  of  five  years  sur- 
vivals at  the  expenses  of  performing  total 
laryngectomies  in  a group  of  patients  whose 
larynges  could  have  been  saved  with  some 
conservative  operation,  radiotherapy  or  inte- 
grated methods. 

The  radiotherapists  have  to  accept  that 
radical  surgery  produces  a significantly  better 
survival  rate.  The  endeavor  of  saving  a larynx 
with  deep  tumor  infiltration,  edema  and  fixa- 
tion or  with  neck  nodes  is  not  justified  from 
the  radiotherapeutic  standpoint. 

The  decision  concerning  surgery  or  radio- 
therapy as  the  only  method  of  treatment 
should  be  based,  besides  associated  pathology, 
upon  anatomical  location  and  clinical  stage  of 
the  tumor.  The  latter  evaluation  will  be  based 
upon  indirect  and  direct  laryngoscopy,  lateral 
x-rays  of  the  larynx  and  pharynx,  planograms 
and  laryngograms.”-  " 

Each  one  of  the  three  anatomic  regions  of 
the  larynx  shows  tumors  with  peculiar  natural 
history. 

The  supraglottic  region  develops  from  the 
primitive  pharynx,  while  the  glottic  and  sub- 
glottic regions  develop  from  the  superior  ex- 
tremity of  the  tracheal  tube.  The  tendom  of 
the  vocal  cords  is  inserted  in  an  autocaton- 
ous  tubercle  located  on  the  primitive  inter- 
thyroid lamina.  The  epiglottis  and  false  cords 
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arise  from  the  IV  branchial  arch,  the  aryte- 
noids and  retroarytenoid  region  from  the  VI 
branchial  arch.  The  aryepiglottic  folds  de- 
velop from  the  IV,  V and  VI  branchial  arches. 
The  Tubercle  of  Santorini  derives  from  the 

V arch,  the  segment  of  the  fold  anterior  to 
the  Tubercle  derives  from  the  IV  and  the  part 
of  the  fold  posterior  to  the  Tubercle  from  the 

VI  branchial  arch.^® 

The  embryology  of  the  pharyngo-larynx  ex- 
plains the  independent  blood  and  lymphatic 
circulation  of  the  supraglottic  region  from  the 
glottic  and  subglottic  regions. 

According  to  Baclesse  and  Alonso^'’  the  ex- 
amination of  operative  specimens  after  to- 
tal laryngectomy  for  supraglottic  tumors  show: 
1.  Tumors  of  the  lower  part  of  the  epiglottis 
or  false  cord  invades  both  structures.  2.  These 
tumors  invade  the  pre-epiglottic  space  very 
early.  Posteriorly  the  extension  is  to  the  ary- 
tenoid, superficially.  Laterally  they  involve  the 
pharyngo-epiglottic  fold,  valeculae  and  base  of 
the  tongue.  3.  The  downward  extension  is  al- 
most always  limited  just  above  the  anterior 
commissure.  The  vocal  cords  generally  remain 
uninvolved.  The  ventricle  is  not  commonly 
affected. 

The  spread  of  laryngeal  carcinoma  based 
upon  serial  sections  of  the  organ  has  been 
studied  by  Leroux  Robert^'’^  and  Szlezak^®.  Cor- 
relation between  the  gross  edge  of  the  tumor 
and  the  microscopic  infiltration  was  close  in 
the  exophytic  tumors.  Microscopic  infiltration 
was  far  beyond  the  gross  tumor  edge  in  the 
infiltrating  tumors.  The  high  mortality  was 
found  in  the  latter  group. 

The  cancers  spread  mostly  in  the  same  ana- 
tomical region  of  origin,  but  as  extension 
progresses,  other  anatomical  regions  can  be 
involved.  Tumors  of  the  vocal  cords  extend  to 
the  anterior  commissure  and  opposite  cord, 
ventricle  or  subglottis.  Subglottic  tumors  ex- 
tend primarily  downward,  the  upper  limit  is 
most  commonly  the  vocal  cord.  Supraglottic 
extension  is  not  common. 

Tumors  of  the  supraglottic  region  could  in- 
volve the  subglottis  through  the  anterior  com- 
missure, so  called  transglottic  tumors,  or 
through  the  posterior  commissure  in  tumors  of 
the  posterior  part  of  the  false  cord.  When 
tumors  of  the  subglottis  involve  the  supraglot- 
tic region,  the  spread  is  through  these  same 
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pathways  but  in  opposite  directions. 

Ossification  of  hyaline  cartilage  facilitates 
tumor  infiltration. 

The  incidence  of  metastatic  nodes  when  the 
three  regions  of  the  larynx  are  considered  to- 
gether is  about  30  per  cent.^-’ 

If  the  presence  of  nodes  is  broken  down  in 
relation  to  the  anatomical  region  where  the  pri- 
mary laryngeal  tumor  originated,  the  supra- 
glottic region  shows  the  highest  incidence  of 
metastasis.  Norris^®  shows  29  per  cent  meta- 
static nodes  in  patients  without  palpable  neck 
nodes;  the  percentage  increases  to  40  per  cent 
when  the  aryepiglottic  fold  or  arytenoids  are 
involved.  McGavran  et  aP“  point  out  the  high 
incidence  of  metastasis  in  tumors  of  the  supra- 
glottic region.  Also,  they  show  that  trans- 
glottic tumors  presented  unilateral  nodes  in 
50  per  cent  of  their  cases  and  50  per  cent  of 
this  group  with  metastasis  had  bilateral  metas- 
tasis. 

Subglottic  tumors  are  expected  to  produce 
metastasis  in  about  30  per  cent  of  patients. 
Glottic  tumors  show  the  lowest  incidence  of 
metastatic  nodes  in  early  stages  of  the  dis- 
ease. 

With  a better  knowledge  of  the  natural  his- 
tory of  laryngeal  carcinomas  based  upon  the 
previous  known  facts  as  well  as  a significant 
reduction  in  radiation  complications  due  to  an 
understanding  of  time — dose — volume  rela- 
tionship,'*' radiation  therapy  has  been  used 
alone  and  combined  with  surgery,  chemo- 
therapy and  oxygen  in  the  treatment  of 
laryngeal  carcinomas. 

Glottic  Tumors 

Stage  I glottic  tumors  treated  with  radiation 
therapy  offer  a five  year  survival  rate  of  71 
to  91  per  cent.'’  **•  '**•  i3.  i4,  is,  22, 23  Laryn- 

gofissure  and  cordectomy  offer  comparable  life 
expectancy.  The  decision  between  radiation 
therapy  and  cordectomy  should  be  based  though, 
on  factors  other  than  survival  expectancy.  The 
peculiar  anatomical  and  biological  character- 
istics render  this  tumor  treatable  and  curable 
through  small  field  size  with  doses  of  5000 
rads  to  6000  rads  in  five  to  six  weeks  respec- 
tively when  Cobalt  60  irradiation  is  used. 

The  quality  of  the  voice  is  probably  the  de- 
termining factor  between  surgery  and  radiation 
therapy.  With  the  small  volume  and  fractionat- 
ed dose,  good  quality  voice  should  be  ob- 
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tained  in  about  85  per  cent  of  treated  patients, 
10  per  cent  are  expected  to  have  a useful 
voice.  Laryngeal  edema  or  chondronecrosis  re- 
quiring tracheostomy  or  laryngectomy  is  a 
rare  complication.®' 

Stage  II  glottic  tumors  should  be  individual- 
ized and  two  subgroups  considered  from  the 
radiotherapeutic  standpoint.  One  of  the  sub- 
groups, represented  by  tumors  involving  super- 
ficially both  cords  with  normal  mobility,  offer 
an  expected  five  year  survival  of  approximate- 
ly 60  per  cent. 

The  other  subgroup  to  be  considered  is  the 
Stage  II  but  with  fixation  of  one  or  both  cords. 

It  is  obvious  that  between  normal  mobility 
and  complete  fixation  of  the  cord(s)  several 
degrees  of  impaired  mobility  do  exist. 

Lack  of  mobility  is  an  expression  of  tumor 
infiltration  of  the  vocal  muscle.  Frequently 
the  thyroarytenoid  muscle  is  also  involved 
and  through  it,  the  tumor  becomes  fixed  to  the 
perichondrium  of  the  thyroid  cartilage,  an- 
teriorly. 

Stage  II  glottic  tumors  still  show  a low  inci- 
dence of  metastatic  nodes  1012. 22  gj-g  amen- 

able to  be  included  in  a small,  parallel  op- 
posing field  technique.  The  usual  dose  is  6000 
to  7000  rads  in  six  or  seven  weeks  when  Co- 
balt 60  radiation  is  used. 

As  far  as  tumors  of  the  glottis  are  con- 
cerned, besides  the  infrequent  patient  with 
neck  nodes,  the  second  factor  determining  the 
choice  between  surgery  and  radiotherapy  is 
infiltration.  Fixation  of  cord(s)  reduces  five 
year  survival  to  about  30  per  cent.^-- 
Surgery  should  be  the  first  choice  in  these  cases. 

However,  in  several  centers,  patients  with 
Stage  II  glottic  tumors  with  fixed  cord(s)  are 
treated  with  radiation  at  least  initially,  until  a 
dose  of  4000  to  5000  rads  is  reached  and  then 
according  to  tumor  response,  further  radi- 
ation or  total  laryngectomy  is  utilized. 

The  evaluation  is  rather  difficult  when  the 
decision  has  been  full  radiation  therapy  treat- 
ment. Recovery  of  normal  mobility  during 
the  last  part  of  a 6000 — 7000  rad  six  to  seven 
week  plan  is  seen  in  a proportion  of  cases. 
Mostly  these  are  patients  without  complete,  fix- 
ation. 

When  the  cord(s)  are  completely  fixed  it  is 
not  common  to  regain  mobility  during  or  at 
completion  of  the  same  dose  time.  As  a mat- 


ter of  fact,  some  cases  will  survive  five  years 
or  longer  with  a fixed  cord(s). 

The  follow-up  examination  of  patients 
whose  larynges  have  not  recovered  mobility  is 
difficult  to  evaluate,  even  more  if  associated 
with  edema.  The  indirect  laryngoscopy  or  the 
direct  laryngoscopy  does  not  reflect  the  true 
situation.-® 

On  the  other  hand,  laryngeal  edema  could 
produce  fixation  of  the  cord(s).  The  diagnostic 
problem  could  be  again  formidable.  We  know 
that  the  complications  and  recurrences  in  the 
larynx  occur  mostly  during  the  first  year  af- 
ter radiation  treatment.  Tracheostomy,  anti- 
biotics and  close  examination  could  be  offered 
in  cases  with  negative  biopsy.  Some  of  the 
patients  without  microscopic  diagnosis  and 
persistent  edema  should  have  total  laryngec- 
tomy. 

The  policy  of  treating  Stage  II  glottic  tu- 
mors, with  cord  (s),  fixation  by  radiation  in  an 
attempt  to  save  the  larynx  is  supported,  to  a 
certain  extent,  by  the  65  per  cent  cure  rate 
achieved  by  total  laryngectomy  in  radiation 
therapy  failures.^®-  -® 

Stage  III  & IV  glottic  tumors  do  not  offer  a 
decent  five  year  survival  expectancy  when 
treated  with  radiotherapy.®- 
The  presence  of  lymph  nodes  and  extensive 
local  disease  render  these  patients  poor  candi- 
dates for  radiation  therapy.  Total  laryngectomy 
with  therapeutic  neck  dissection  offers  a better 
prospect,  although  poor,  than  radiotherapy. 

Supraglottic  Tumors 

We  have  seen  the  high  incidence  of  meta- 
static nodes  produced  by  tumors  of  this  re- 
gion and  we  know  the  poor  control  rate  on 
these  nodes  when  treated  with  radiation 
therapy.  Stage  I and  Stage  II  superficial  lesions 
are  highly  curable  with  radiation  therapy. 
Robbins^®  reports  70  to  80  per  cent  five  year 
survival  in  early  lesions.  Ennvayer  and 
Bataini®®  also  report  satisfactory  results  in  early 
lesions.  Wang  and  Schultz  report  48  per  cent 
five  year  survival  in  Stage  III  supraglottic 
tumors.^®  Their  patients  are  staged  accord- 
ing to  Nielsen  and  Strandberg  classification. 

Stage  III  and  Stage  IV  show  a low  cure  rate 
by  radiotherapy.  Surgery  is  the  treatment  of 
choice. 

The  cure  rate  of  the  supraglottic  region  is 
the  lowest  of  the  three  anatomical  regions  of 
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the  larynx.  Lymph  node  metastasis  and 
cartilage  infiltration  are  the  two  contributing 
factors  for  the  poor  five  year  survival. 

Subglottic  Tumors 

Subglottic  tumors  are  generally  considered 
for  surgical  treatment.  Lampe'^^  and  Baclesse'- 
published  results  of  radiation  treatments  which 
are  poor.  Lederman^-  reported  36  per  cent 
five  years  survival  of  42  patients  treated  with 
radiation.  We  would  not  hesitate  to  irradiate 
exophytic,  Stage  I lesions  for  curative  pur- 
poses. 

Integrated  Methods 

The  uniform  poor  results  obtained  in 
Stages  III  and  IV  in  any  of  the  three  ana- 
tomical regions  of  the  larynx  when  either 
surgery  or  radiation  therapy  has  been  used 
alone  have  been  the  basis  for  combined  meth- 
ods of  treatments.  Different  sequences  have 
been  used  in  accordance  with  better  knowl- 
edge of  the  radiobiological  principles. 

(a)  Post-operative  Radiotherapy:  The  ob- 
jections for  this  sequence  of  combined  pro- 
cedure are:  (1)  Cutting  across  peripheral  ex- 
tensions of  the  tumor,  (2)  Opening  of 
lymphatic  channels,  perineural  lymphatics  and 
fascial  planes  which  together  with  surgical 
manipulations  are  considered  an  important 
factor  in  spreading  and  implanting  cancer 
cells,  (3)  Producing  scar  tissue  in  the  tumor 
bed  with  subsequent  reduced  blood  and  oxy- 
gen supply  rendering  the  neoplastic  cells  less 
responsive  to  radiation. 

However,  Leroux  Robert  and  Leroux 

Robert  and  Ennvayer  observed  better  sur- 
vival in  supraglottic  tumors  when  radiotherapy 
was  used  post-operatively. 

Baclesse  reported  50  per  cent  five  year 
survival  for  59  patients  with  advanced  car- 
cinoma without  neck  nodes  when  laryngectomy 
was  followed  by  radiotherapy. 

McComb  and  Fletcher^^  used  radiotherapy 
after  total  laryngectomy  with  or  without  neck 
dissection  for  supraglottic  tumors  when  residu- 
al disease  was  suspected.  In  a group  of  42 
patients,  18  having  proved  metastatic  lymph 
nodes,  18  received  post-operative  radio- 
therapy. Five  of  1 6 patients  have  survived  five 
years;  1 1 of  24  have  survived  three  years. 

Currently,  with  the  understandable  objec- 
tions, post-operative  radiotherapy  is  used  when 
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residual  disease  is  known  to  remain  or  when 
an  inadequate  surgical-margin  is  suspected. 
Inadequate  margin  of  dissection  of  lymph  nodes 
with  adhesions  to  the  carotid  sheath  or  at  the 
upper  part  of  the  jugular  chain,  infiltration  of 
the  pre-epiglottic  space,  and  extensive  sub- 
glottic tumors  are  examples  of  surgical  pro- 
cedures in  which  post-operative  radiotherapy 
could  be  indicated.  The  basic  dose  is  6000  rads 
in  six  weeks  through  generous  field  sizes.  Irra- 
diation should  be  started  after  adequate  heal- 
ing of  the  surgical  wound.  Radiotherapy  used 
under  such  circumstances  could  be  considered 
a therapeutic  procedure  with  reduced  possi- 
bilities of  success.  The  demand  for  post-opera- 
tive irradiation  increases  with  the  liberality  of 
the  operative  indications. 

(b)  Pre-operative  Irradiation:  Radiobiologi- 
cal principles:  (1)  Irradiation  of  mammalian 
cells  in  vivo  and  in  vitro  have  a common  re- 
sponse of  a population  of  cells  to  irradiation. 
The  relation  between  the  fraction  of  survival 
cells  and  the  radiation  dose  approximates  an 
exponential  function.  From  this  observation 
clinically  significant  interpretations  and  extrap- 
olations can  be  deduced.  All  the  studied 
cells  are  sensitive  to  radiation;  the  sensitivity 
of  normal  and  tumor  cells  is  the  same  within 
narrow  margins.  A small  dose  of  radiation 
(500  to  1000  rads)  inactivates  the  majority  of 
cells  but  complete  inactivation  and  cure  of  a 
tumor  requires  large  dose  (between  3000  and 
6000  rads). 

(2)  The  growing  peripheral  part  of  a tu- 
mor has  a vascularized  stroma  and  adequate 
oxygen  supply.  The  core  of  the  tumor  is  under 
hypoxic  conditions.  The  radiation  inactivation 
of  cells  is  more  effective  at  the  growing 
peripheral  part  than  at  the  core  of  a tumor. 

The  theoretical  advantages  of  pre-operative 
radiation  are  based  upon  the  above  principles. 
Surgical  failures  are  expected  to  be  reduced 
because  the  possibilities  of  dissemination  of 
tumor  cells  into  the  wound  area  from  spilled 
cells  are  less.  The  local  recurrences  secondary 
to  cuts  across  the  tumor  extensions  are  ex- 
pected to  be  reduced.  Excision  of  the  tumor 
core,  where  poorly  oxygenated  neoplastic 
cells  form  the  nidus  so  often  responsible  for 
local  recurrences,  is  expected  to  reduce  radi- 
ation failures. 
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Radiation  Therapy  of 

Indications  of  Pre-operative  Radiation  and 
Theoretical  Advantages 

Pre-operative  radiotherapy  is  indicated  in 
the  group  of  laryngeal  tumors  offering  the  high 
rate  of  local  failures  and  metastatic  nodes. 

The  most  important  factors  concerning  prog- 
nosis in  laryngeal  carcinoma  is  lymph  node  in- 
volvement followed  by  the  anatomical  stage 
of  the  disease.  Stage  III  and  IV  supraglottic 
tumors  fulfill  both  factors.  Consequently,  pre- 
operative radiation  is  expected  to  improve 
the  cure  rate  in  advanced  supraglottic  carcino- 
mas. It  is  possible  that  pre-operative  irradi- 
ation could  reduce  local  recurrences  around 
the  tracheostomy  in  Stage  IV  glottic  and 
subglottic  tumors.  The  general  theoretical  ad- 
vantages regarding  pre-operative  irradiation 
according  to  Bloedorn^®  are:  (1)  reduction  of 
the  local  extensions  of  the  primary  tumor, 

(2)  control  of  lymph  node  metastasis,  (3)  de- 
creased possibility  of  local  seeding,  and  (4) 
reduced  production  of  distant  metastasis. 

Some  of  the  enumerated  advantages  of  pre- 
operative irradiation  of  laryngeal  carcinomas 
have  been  proved  on  a clinical  basis.  Advan- 
tages #1  and  #3  have  been  proved  as  well  as 
advantage  #2.^”’  Advantage  #4  is  very  diffi- 
cult to  prove. 

Dosage,  Complications  and  Results 

Revision  of  the  doses  administered  pre- 
operatively  in  carcinoma  of  the  larynx  could 
be  grouped  in  two  categories:  small  dose  of 
the  order  of  2000  to  3000  rads  over  a one  to 
three  week  period^^-  and  large  doses  of  the 
order  of  5500  rads  in  a five  weeks  period. 


Larynx — FusLe 

Cobalt  60  is  the  quality  of  radiation  mostly 
used.  The  elapsed  period  between  radiation 
therapy  and  laryngectomy  has  been  about 
three  weeks  for  small  doses  and  between  three 
and  six  weeks  for  larger  doses. 

The  value  of  pre-operative  radiation  seems 
to  be  significant  in  Stage  III  and  IV  supra- 
glottic laryngeal  carcinomas.^'*’  The 

apparent  unproved  results  are  reflected  in  a 
decreased  incidence  of  recurrence  locally  in 
neck  nodes. However,  available 
clinical  studies  provide  no  definite  conclusions 
on  the  survival  results. 


Conclusion 

Radiotherapy  is  an  excellent  tool  in  the  man- 
agement of  superficial  carcinoma  of  the  larynx. 
Radiocurability  of  laryngeal  carcinomas  is  lim- 
ited by  the  presence  of  nodes  and  by  local 
infiltration.  According  to  randomized  series, 
local  and  neck  recurrences  are  reduced  when 
preoperative  radiation  therapy  is  used  in  ad- 
vanced stages  of  the  disease. 
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Manuscripts  should  be  submitted  in  duplicate  to 
The  Journal  of  KM  A,  an  original  copy  and  one  car- 
bon and  typed  with  double  spacing.  Maximum  length 
of  an  article  should  not  exceed  4500  words;  the  Board 
of  Consultants  on  Scientific  Articles  prefers  that  they 
be  briefer  than  this  when  possible. 

In  submitting  a manuscript,  the  author  is  requested 
to  include  a concise  summary,  not  to  exceed  35  words, 
to  be  used  as  a sub-title  when  the  article  is  published 
in  the  Journal.  The  purpose  of  the  summary  is  to 
create  additional  interest  and  encourage  greater 
readership. 

Footnotes  and  bibliographies  should  conform  to 
the  style  of  the  Quarterly  Cumulative  Index  Medicus 
published  by  the  American  Medical  Association.  This 
requires  in  the  order  given  name  of  author,  title  of 
article,  name  of  periodical,  with  volume,  page,  month 
— day  of  month  if  weekly — and  year.  The  Journal  of 
the  KMA  does  not  assume  responsibility  for  the 
accuracy  of  references  used  with  scientific  articles. 


All  scientific  material  appearing  in  The  Journal  is 
reviewed  by  the  Board  of  Consultants  on  Scientific 
Articles.  The  editors  may  use  up  to  six  illustrations, 
with  the  essayist  bearing  the  cost  of  all  over  three 
one-column  halftones. 

Arrangements  for  reprints  of  an  article  should  be 
made  directly  with  the  publisher  of  The  Journal, 
Gibbs-Inman  Printing  Company,  817  W.  Market  St., 
Louisville,  Ky. 

The  bylaws  of  the  Kentucky  Medical  Association 
provide  that  all  scientific  discussions  and  papers  read 
before  the  KMA  Annual  Meeting  shall  be  referred 
to  the  KMA  Journal  for  consideration  for  publication. 
The  bylaws  further  state  that  the  editor  or  the  as- 
sociate editor  may  accept  or  reject  these  papers  as  it 
appears  advisable  and  return  them  to  the  author  if  not 
considered  suitable  for  publication. 

Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Ephraim 
McDowell  Drive,  Louisville,  Kentucky  40205. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 
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What’s  new: 
meg.  ethinyl  estradiol 


Demulen  offers  added  assurance  in  view  of  today^s  concern 


^ What  isn’t: 

1 mg.  ethynodiol  diacetate 

Demulen  offers  the  distinctive  Searle  progestin  proved  in  millions  of  women 


Demulen— the  one  oral  contraceptive  that  provides 
this  new  combination— offers  • A full  measure  of 
confidence:  Unsurpassed  contraceptive  effective- 
ness, and  the  low  estrogen  content-50  meg.— is 
especially  significant  today  • A full  measure  of  com- 
fort: A low  incidence  of  breakthrough  bleeding 
and  other  side  effects. 


Demulen  continues  the  Searle  tradition  of  un- 
matched convenience.*  Sunday  starting,  cycle  after 
cycle:  Three  weeks  on,  one  week  off.  There  is  no 
simpler  pill-taking  schedule.  * A package  that  helps 
keep  her  on  schedule:  The  Demulen  Compack* 
tablet  dispenser  is  patient-proof.  Day  and  week  of 
cycle  are  clearly  designated  for  each  tablet. 


Each  tablet  contains  1 mg.  ethynodiol  diacetate/50  meg.  ethinyl  estradiol 


I Actions— Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  gona- 
jotropins  from  the  pituitary  gland.  Demulen  depresses  the  output  of  both  the 
irilicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

I Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
' nee  1%0.  Reported  pregnancy  rates  vary  from  product  to  product.  The  effec- 
veness  of  the  sequential  products  appears  to  be  somewhat  lower  than  that  of 
le  combination  products.  Both  types  provide  almost  completely  effective  con- 
aception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hor- 
onal  contraceptives  has  now  been  shown  in  studies  conducted  in  both  Great 
iritain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood  pres- 
ire,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been  quan- 
|tated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  subpri- 
late  animal  species  in  multiples  of  the  human  dose  increases  the  frequency  of 
l)me  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man.  The 
assible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor  refuted 
this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contraceptives 
lUst  be  continued. 

Indicalion-Demulen  is  indicated  for  oral  contraception. 

Contraindications— Patients  with  thrombophlebitis,  thromboembolic  disorders, 
'rrebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired  liver 
jinction,  known  or  suspected  carcinoma  of  the  breast,  known  or  suspected 
.trogen-dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding. 
Warnings— The  physician  should  be  alert  to  the  earliest  manifestations  of 
rombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
Tibolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
e drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  in  Great  Britain  and  studies 
morbidity  in  the  United  States  have  shown  a statistically  significant  associa- 
an  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral  thrombosis 
lid  embolism  and  the  use  of  oral  contraceptives.  There  have  been  three  princi- 
il  studies  in  Britain*-’  leading  to  this  conclusion,  and  one‘  in  this  country.  The 
timate  of  the  relative  risk  of  thromboembolism  in  the  study  by  Vessey  and 
oil’  was  about  sevenfold,  while  Sartwell  and  associates’  in  the  United  States 
und  a relative  risk  of  4.4,  meaning  that  the  users  are  several  times  as  likely  to 
idergo  thromboembolic  disease  without  evident  cause  as  nonusers.  The 
merican  study  also  indicated  that  the  risk  did  not  persist  after  discontinuation 
administration,  and  that  it  was  not  enhanced  by  long-continued  administra- 
Dn.  The  American  study  was  not  designed  to  evaluate  a difference  between 
oducts.  However,  the  study  suggested  that  there  might  be  an  increased  risk  of 
romboembolic  disease  in  users  of  sequential  products.  This  risk  cannot  be 
jantitated,  and  further  studies  to  confirm  this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
umplete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
igraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
an  should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated,  it  is 
commended  that  for  any  patient  who  has  missed  two  consecutive  periods 
egnancy  should  be  ruled  out  before  continuing  the  contraceptive  regimen.  If 
e patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of  preg- 
incy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  iden- 
ied  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to  the 
irsing  infant  cannot  be  determined  at  this  time. 

Precautions-The  pretreatment  and  periodic  physical  examinations  should  in- 
ude  special  reference  to  the  breasts  and  pelvic  organs,  including  a Papanico- 
au  smear,  since  estrogens  have  been  known  to  produce  tumors,  some  of  them 
alignant,  in  five  species  of  subprimate  animals.  Endocrine  and  possibly  liver 
nction  tests  may  be  affected  by  treatment  with  Demulen.  Therefore,  if  such 
sts  are  abnormal  in  a patient  taking  Demulen,  it  is  recommended  that  they 
' repeated  after  the  drug  has  been  withdrawn  for  two  months.  Under  the  in- 
lence  of  progestogen-estrogen  preparations  preexisting  uterine  fibromyomas 
ay  increase  in  size.  Because  these  agents  may  cause  some  degree  of  fluid  re- 


tention, conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful  observation.  In 
breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per  vaginam,  non- 
functional causes  should  be  borne  in  mind.  In  undiagnosed  bleeding  per  vagi- 
nam adequate  diagnostic  measures  are  indicated.  Patients  with  a history  of 
psychic  depression  should  be  carefully  observed  and  the  drug  discontinued  if 
the  depression  recurs  to  a serious  degree.  Any  possible  influence  of  prolonged 
Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  A decrease  in  glucose  tolerance  has  been  observed  in  a 
significant  percentage  of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  carefully  ob- 
served while  receiving  Demulen  therapy.  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with  Demulen  may  mask  the  onset 
of  the  climacteric.  The  pathologist  should  be  advised  of  Demulen  therapy  when 
relevant  specimens  are  submitted.  Susceptible  women  may  experience  an  in- 
crease in  blood  pressure  following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives— A sta- 
tistically significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  suppres- 
sion of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted:  anovula- 
tion post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in 
appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue,  back- 
ache, hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contracep- 
tives: hepatic  function:  increased  sulfobromophthalein  retention  and  other  tests; 
coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X;  thyroid 
function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and  de- 
crease in  T’  uptake  values;  metyrapone  test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners;  Oral  Contraception 
and  Thrombo-Embolic  Disease,  ).  Coll.  Gen.  Pract.  13:267-279  (May)  1967.  2.  In- 
man, W.  H.  W.,  and  Vessey,  M.  P.:  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey,  M.  P.,  and  Doll,  R.:  In- 
vestigation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboem- 
bolic Disease.  A Further  Report,  Brit.  Med.  ).  2:651-657  (June  14)  1969.  4.  Sartwell, 
P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.;  Greene,  G.  R.,  and  Smith,  H.  E.:  Thromboem- 
bolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer. 
J.  Epidem.  90:365-380  (Nov.)  1969.  OA1 


Each  tablet  contains  1 mg.  ethynodiol  diacetate/ 50  meg.  ethinyl  estradiol 


IN  G.U.  THERAPY 

Does  not  create  problems... 


SOLVES  THEM 

WITH  FIRST  DOSE  PAIN  RELIEF 


Urised  is  a problem  solver;  it  brings  patient  comfort  with  first  dose  pain  relief.  Unlike 
newer  antibiotics  or  sulfonamides,  Urised  does  not  create  problems.  It  has  a time 
tested  record  of  minimal  side  effects.  For  over  50  years,  Urised  has  created 
physician  and  patient  confidence  by  providing  effective  therapy  when  needed. 


FIRST  DOSE  PAIN  RELIEF 


For  G.U.  Frequency- Urgency- Burning 


Clinically  effective  for  G.U.  Therapy 


• CYSTITIS 

• PYELITIS 
•TRIGONITIS 

• URETHRITIS 


Each  blue-coated  tablet  contains  these  active  ingredients: 
Atropine  Sulfate  . . .0.03  mg.  Methylene  Blue  ...  .5.4  mg. 

Hyoscyamine  0.03  mg.  Phenyl  Salicylate  ..18.1  mg. 

Methenamine 40.3  mg.  Benzoic  Acid 4.5  mg. 


Contraindications:  Glaucoma,  urinary  blad- 
der neck  or  pyloric  obstruction,  duodenal 
obstruction  and  cardiospasm.  Hypersensi- 
tivity to  any  of  the  ingredients. 

Warnings:  Do  not  exceed  recommended 
dosages. 

Precautions:  Administer  with  caution  to 
persons  with  known  idiosyncrasy  to  atro- 
pine and  cardiac  disease.  While  under  this 
therapy  the  urine  is  blue;  patients  should 
be  so  advised  to  allay  apprehension. 


Adverse  Reactions:  Neither  irritation  nor 
untoward  reactions  have  been  reported; 
however,  if  pronounced  dryness  of  the 
mouth,  flushing,  or  difficulty  in  initiating 
micturition  occurs,  decrease  dosage.  If 
rapid  pulse,  dizziness  or  blurring  of  vision 
occurs,  discontinue  use  immediately.  Acute 
urinary  retention  may  be  precipitated  in 
prostatjc  hypertrophy. 

Dosage  and  Administration:  Adults;  Two 
tablets,  orally,  four  times  per  day.  followed 
by  liberal  fluid  intake.  Older  children  re- 


duce dosage  in  proportion  to  age  and 
weight. 

How  Supplied:  Bottles  of  100,  500  and 

I , 000  tablets. 

References:  (1)  Sands,  R.X.:  New  York  St. 

J.  Med.  61:2598-2602,  1961:  (2)  Renner, 
M.J.,  et  al:  Hosp.  Topics  39:71-73,  1961: 
(3)  Haas,  Jr.,  J.,  and  Kay  L.L.:  Southwest. 
Med.  42:30-32,  1961  (4)  Marshall,  W.:  Clin. 
Med.  7:499-502,  1960;  (5)  Strauss,  B.:  Clin. 
Med.  4:307-310,  1957. 
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Blue  Cross-Blue  Shield  in  Kentucky— Today 

J.  Ed  McConnell* 


I APPRECIATE  very  much  this  invitation  to  be 
on  your  program  to  talk  about  Blue  Cross  and 
Blue  Shield  in  Kentucky  today.  I have  been 
asked  to  tell  you  who  we  are,  and  where  we  are  to- 
day, attempt  to  answer  some  of  the  questions  that 
are  most  asked  by  doctors  about  the  programs,  and 
relate  to  you  some  of  the  major  concerns  members 
have.  One  very  important  function  we  play  is  a 
feedback  role  from  the  consumers  to  providers. 
Also,  I want  to  comment  on  our  role  in  the  future, 
as  I see  it. 

Blue  Shield  is  a non-profit  prepayment  plan  for 
surgical-medical  protection,  organized  by  the  medi- 
cal profession  for  people,  to  help  them  budget  in  ad- 
vance for  better  health  care  for  themselves  and  their 
families  and  be  in  a better  position  to  meet  their 
responsibilities  to  their  doctors.  Blue  Cross  was  organ- 
ized by  hospitals  in  Louisville,  Kentucky,  at  the  re- 
quest of  the  Jefferson  County  Medical  Society,  to 
help  people  have  better  health  care  and  to  budget  in 
advance  for  hospital  care. 

We  operate  very  differently  from  an  insurance 
company.  We  have  a different  purpose  and  objective. 
This  is  no  reflection  on  legitimate  insurance  com- 
panies. Our  income  goes  for  benefits.  We  pay  no 
commissions;  no  dividends;  no  directors  fees.  Mem- 
bers of  our  boards  serve  without  pay  as  a public 
service.  Our  employees  work  for  salaries,  no  com- 
missions or  stock  options. 

One  by-product  of  Blue  Cross  and  Blue  Shield 
has  been  to  cause  insurance  companies  to  try  to 
operate  more  as  we  do,  to  improve  their  operations, 
increase  benefits,  cut  costs,  to  offer  their  members 
similar  privileges  that  Blue  Shield  members  are 
eligible  for,  and  more  are  trying  to  do  so. 

Should  Blue  Cross  and  Blue  Shield  be  removed 
from  the  picture,  we  know  insurance  rates  would  in- 
crease, benefits  would  decrease,  underwriting  would 
toughen.  We  are  the  conscience  of  the  prepayment  in- 
dustry. 

The  concept  of  Blue  Shield  as  a resource  for 
medicine,  as  well  as  for  the  public  is  fundamental 
to  an  understanding  of  what  Blue  Shield  is  all  about. 
Medicine  and  Blue  Shield  and  Blue  Cross  Plans  need 


*Presented  at  the  1970  KMA  Interim  Meeting,  April 
9,  Kentucky  Dam  Village  State  Park,  Gilbertsville  by 
J.  Ed  McConnell,  president  of  Kentucky  Physicians 
Mutual,  Inc.  and  the  Blue  Cross  Hospital  Plan,  Inc. 


the  support  of  the  consumer,  his  knowledge,  his 
experience,  his  expertise,  his  capacity  to  play  useful 
roles  in  the  system.  We  need  allies.  Medicine  needs 
the  resource  of  Blue  Shield  and  Blue  Cross  to  help 
cope  with  today’s  problems.  We  are  not  organized 
as  a commercial  insurance  carrier.  We  don’t  do 
business  in  their  way;  we  are  committed  absolutely 
to  a partnership  approach  with  medicine  and  to  the 
problems  of  health  care  financing.  There  are  many 
basic  differences  between  Blue  Shield  and  the  com- 
mercial carriers,  many  of  whom  provide  excellent 
coverage,  one  of  which  is  the  professional  relation- 
ship we  have  with  medicine.  We  believe  that  the 
public  interest  is  best  served  by  including  a determi- 
nation of  local  medical  policy  and  its  organizations 
through  cooperation  and  support.  Local  autonomy 
and  local  relationship  are  one  of  our  greatest  assets; 
also,  our  tie-in  with  the  national  Blue  Shield  organi- 
zation is  an  invaluable  asset  to  medicine  because 
Kentucky  is  a branch  office,  branch  plant  state,  and 
policies  that  are  made  in  many  states,  or  benefits 
that  are  purchased,  could  affect  us. 

We,  both  Blue  Shield  and  Blue  Cross,  work  very 
closely  with  the  Kentucky  Medical  Association  and 
always  try  to  observe  their  policies  and  wishes  and 
work  as  a team  with  them.  Policies  are  set  by  the 
Blue  Shield  Board,  of  which  75  per  cent  are  doctors, 
and  medical  decisions  for  both  Blue  Cross  and  Blue 
Shield  are  made  by  doctors,  not  non-medical  people. 

Blue  Cross  and  Blue  Shield  are  aligned  with  social 
goals.  We  are  quasi-public  institutions  whose  purpose 
has  always  been  to  serve  the  public  interest.  We  are 
fighting  for  a cause  and  a way  of  life.  We  are  one 
of  the  bulwarks  of  what  remains  of  our  free  enter- 
prise system,  and  we  are  a product  of  the  free 
enterprise  system. 

Your  profession  has  organized  a plan  for  people, 
controlled  by  doctors,  that,  if  properly  managed, 
promoted  and  protected,  may  help  keep  much  of  the 
economic  control  of  medicine  in  the  hands  of  the 
medical  profession,  and  doctors  may  well  soon,  as 
Doctor  Roth  said  last  night,  if  not  astute,  lose  this 
control,  which  is  a very  serious  responsibility  and  a 
trust. 

Blue  Shield  has  provided  the  medical  profession 
with  an  intelligently  coordinated  and  professionally 
controlled  corporate  body  through  which  the  profes- 
sion and  public  may  deal  effectively  in  their  common 
interest  and  to  their  mutual  benefit.  All  of  this. 
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though,  requires  understanding,  knowledge,  manage- 
ment and  communication. 

Now,  as  to  where  we  are — last  year,  in  Kentucky, 
we  paid  about  $125,000,000  for  services.  This  year 
the  amount  will  approach  almost  $140,000,000.  About 
$59,000,000  of  this  was  for  contracts  that  were  ad- 
ministered as  a fiscal  intermediary  for  the  govern- 
ment; that  is.  Part  A of  Medicare  and  CHAMPUS. 
The  balance  was  from  the  private  sector.  We  have 
enrolled  in  Kentucky  over  11,500  firms  and  organ- 
izations who  are  making  our  protection  available  to 
their  people  on  a group  basis.  The  Kentucky  Farm 
Bureau,  a fine  ally,  offers  protection  to  their  mem- 
bers; we  have  about  300,000  members  on  a non- 
group basis;  that  is,  subscribers  who  make  direct 
payments  to  our  office.  Blue  Cross  membership  in 
Kentucky  is  over  1,110,000,  and  Blue  Shield  1,050,- 
000.  These  members  have  various  levels  of  protection 
that  are  not  uniform  by  any  means,  as  Blue  Cross 
and  Blue  Shield  are  voluntary;  some  of  these  benefits 
are  determined  by  labor-management  contracts;  oth- 
ers are  selected  by  the  employees  and  by  manage- 
ment, and  those  on  a direct  basis  are  eligible  to 
select  various  levels  of  benefits.  Kentucky  is  a low 
per  capita  income  state,  and  it  would  be  impossible 
to  have  only  one  level  of  benefits  available  to  the 
people  of  Kentucky.  We  receive  3,750  claims  daily, 
of  which  84  per  cent  are  routinely  processed.  All 
are  paid  in  about  seven  to  ten  days.  We  have  some 
claims  where  there  is  a problem  of  identifying  the 
member  or  determining  the  service  that  was  provided. 
We  have  to  then  request  additional  information.  We 
cannot  approve  about  nine  per  cent  of  claims  that 
we  receive,  which  is  very  low.  We  don’t  like  to 
reject  any  claims,  but  if  we  paid  every  claim  that  we 
received,  some  of  us  might  wind  up  in  the  peniten- 
tiary. We  would  at  the  very  least  be  guilty  of  mal- 
feasance or  mismanagement.  We  receive  claims  that 
are  filed  for  benefits  that  people  are  not  eligible 
for,  or  paying  dues  for,  claims  on  contracts  that  are 
no  longer  in  effect,  and  also  we  have  to  reject 
some  claims  because  of  pre-existing  conditions.  For 
example,  there  is  a nine-month  waiting  period  for 
maternity  protection  under  most  of  our  contracts, 
and  a 12-month  waiting  period  on  many  for  pre- 
existing conditions. 

All  contracts  have  certain  legal  limitations  which 
are  filed  with  and  approved  by  the  Department  of 
Insurance.  They  are  rated  and  dues  are  paid  in  ac- 
cordance with  the  benefits  provided,  and  they  must 
be  administered  in  compliance  with  law.  We  have, 
unfortunately,  some  members  who  have  the  lowest 
possible  benefits  they  can  buy.  We  cannot  force 
these  people  to  upgrade  this  protection,  although  we 
constantly  try  to  get  them  to  do  so.  Neither  can  we 
cancel  them  because  we  know  they  have  protection 
that  is  inadequate.  These  programs  are  voluntary 
and  some  can’t  increase  their  protection  because  they 
don’t  have  the  money  to  pay  for  it.  Many  fepl  that 
they  are  better  off  to  have  a minimum  amount  of 
protection  because,  unfortunately,  they  think  charges 
are  increased  to  people  because  they  have  protection. 
Some  don’t  get  concerned  about  better  protection. 


completely  ignore  everything  you  tell  them,  until 
such  time  as  they  anticipate  a case,  and  then  it  be- 
comes awfully  important  to  them  to  try  to  upgrade. 
It’s  too  late  then  to  allow  it. 

1 am  very  pleased  to  tell  you  that  on  both  corpo- 
rations our  overhead  operation  ranks  among  the 
lowest  in  America.  Kentucky  Blue  Cross  has  the 
lowest  cost  per  subscriber  contract,  which  is  .455, 
of  all  the  Plans  in  America  with  over  a million 
members;  and  Kentucky  Blue  Shield  has  the  second 
lowest  cost  per  subscriber  contract  of  all  Blue  Shield 
Plans  in  America,  which  is  .470. 

We  have  525  employees,  many  highly  motivated 
and  dedicated,  and  a number  who  could  do  a lot 
better  financially  in  other  businesses. 

Our  daily  mail  load  is  over  11,500  pieces;  almost 
3,000,000  pieces  a year. 

Among  the  questions  most  often  asked  us  by  doc- 
tors, one  is,  “Why  doesn’t  Blue  Shield  and  Blue  Cross 
provide  more  out-of-hospital  and  diagnostic  protec- 
tion?’’ We  can  and  do  provide  diagnostic  benefits 
out-of-hospitals;  however,  we  can’t  force  the  people 
to  buy  it.  More  will  have  it  now  that  Usual  and 
Customary  Programs  are  available.  Incidentally, 
when  a group  of  people  are  willing  to  pay  the  much 
higher  dues  necessary  for  this  protection,  it  is  a posi- 
tive vote  of  confidence,  by  laying  cash  on  the  line 
every  month,  in  doctors  and  Blue  Shield,  and  this  is 
another  reason  why  peer  review  is  so  important. 
If  they  lose  this  confidence,  they  will  turn  to  their 
legislators,  just  as  they  did  this  year  to  get  a law 
passed  regarding  the  medical  schools.  Diagnostic  and 
out-patient  protection  costs  additional  dues  which  the 
member  has  to  pay.  There  are  more  services  used 
by  people,  more  delivered,  and  this  will  increase 
the  overall  cost  of  care.  A very  widely  held  and 
apparently  logical  supposition  that  to  lower  the  cost 
of  medical  care  is  to  broaden  prepayment  coverage 
to  provide  out-patient  coverage.  The  assumption  here 
is  that  with  more  out-patient  benefits,  the  subscriber 
who  normally  would  become  in-patient  would  take 
advantage  of  the  benefits  and  become  out-patient 
and  thus  free  hospital  beds  and  lighten  the  workload 
of  the  hospitals.  A study  of  out-patient  benefits 
has  just  recently  been  completed  by  Kansas  Blue 
Cross  and  Blue  Shield  Plans  that  shows  that  when 
the  theory  is  put  into  practice,  apparently  it  doesn’t 
work  this  way.  They  conducted  an  eight-month  study 
and  found  that  when  the  experimental  group  was 
offered  comprehensive  out-patient  benefits,  there  was 
no  change  or  saving  on  hospital  in-patient  use.  To 
answer  the  question,  though,  we  can  and  do  offer 
diagnostic  out-patient  protection;  however,  members 
have  to  pay  additional  dues  for  it. 

We  are  also  asked,  “Why  don’t  you  provide,  in  an 
effort  to  bring  the  cost  of  care  down  under  all  of 
your  contracts,  nursing  home  or  extended  benefit 
protection?’’  We  do  offer  our  members  an  oppor- 
tunity to  buy  protection  that  will  pay  for  benefits  in 
extended  care  or  nursing  homes;  however,  this,  too, 
requires  additional  dues,  and  we  can’t  force  anyone 
to  take  it.  I am  very  pleased  to  advise  you  that 
we  now  have  almost  400,000  people  in  Kentucky 
with  such  protection. 
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I love  my  family. 

I adore  this  house. 

My  in-laws  are  great. 

The  neighbors  are  wonderful. 


mephentermine  sulfatel  ate  desirable.  Allergic  or 
idiosyncralic  reaclions  are  tare,  but  such  reactions, 
sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no 
previous  contact  with  meprobamate.  Previous 
history  of  allergy  may  or  may  not  be  related  to 
incidence  ol  reactions.  Mild  reactions  are 
characleri/ed  by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalired  or  confined  to 
groin  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae.  ecchymoses.  peripheral 
edema  and  lever  have  been  reported.  One  fatal 
case  of  bullous  dermatitis  lollowing  intermittent  use 
ol  meprobamate  with  prednisolone  has  been 
reported.  If  allergic  reaction  occurs,  meprobamate 
should  be  slopped  and  not  reinstituted  Severe 
reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  lever, 
tainting  spells,  hypotensive  crises  |1  fatal  easel, 
anaphylaxis,  stomatitis  and  proctitis  (1  easel  and 
hyperthermia  Treat  symptomatically  as  with 
epinephrine,  antihistamine  and  possibly  hydro- 
cortisone Aplastic  anemia  |1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely,  almost 
always  in  presence  ol  known  toxic  agents.  A few 
cases  of  leukopenia,  usually  Iransient,  have  been 
reported  on  continuous  administration 

Meprobamate  may  sometimes  precipitate  grand 
mal  attacks  in  palienls  susceptible  to  both  grand 


Indications' fot  use  in  management  of  anxiety  and 
tension  occurring  alone  or  as  accompanying 
symptom  complex  to  medical  and  surgical  disorders 
and  procedures.  Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and  related 
muscle-relaxant  properties 
Contraindications  History  ot  sensitivity  to 
meprobamate 

Impoftant  Precautions.  Carefully  supervise  dose 
and  amounts  prescribed,  especially  for  patients 
prone  to  overdose  themselves.  Excessive  prolonged 
use  has  been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as  alcoholics, 
ex-addicis,  and  other  severe  psychoneurotics 
After  prolonged  excessive  dosage,  reduce  dosage 
gradually  to  avoid  possibly  severe  withdrawal 
reactions  Abrupt  discontinuance  ol  excessive 
doses  has  sometimes  resulted  in  epileplilorni 
seizures 

Warn  patients  ol  possible  reduced  alcohol  tolerance, 
with  resultant  slowing  of  reaction  time  and 
impairment  of  judgment  and  coordination 
Reduce  dose  if  drowsiness,  ataxia  or  visual 
disturbance  occurs:  if  persistent,  patients  should 
not  operate  vehicles  or  dangerous  machinery 
Side  Effects  include  drowsiness,  usually  Iransient; 
if  persistent  and  associated  with  ataxia,  usually 
responds  to  dose  reduction,  occasionally 
concomitant  CNS  stimulants  lamphetamine. 
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and  petit  mal.  Extremely  large  doses  can  produce 
rhythmic  fast  activity  in  the  cortical  pattern. 
Impairment  of  accommodation  and  visual  acuity  has 
been  reported  rarely  Alter  excessive  dosage  for 
weeks  or  months,  withdraw  gradually  (1  or  2 weeks) 
to  avoid  recurrence  ol  pretreatmeni  symptoms 
(insomnia,  severe  anxiety,  anorexia  |.  Abrupt 
discontinuance  ol  excessive  doses  lias  sometimes 
resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures  Prescribe 
very  cautiously  and  in  small  amounts  tor  patients 
Willi  suicidal  tendencies  Suicidal  attempts  have 
resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have 
resulted  in  prompt  sleep,  reduction  ol  blood 
pressuie,  pulse  and  respiratory  rates  to  basal 
levels:  anti  occasionally  hyperventilation.  Treat 
with  immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants  and  pressor 
amines  as  indicated).  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition.  Tablets,  200  mg,  and  400  mg. 
meprobamate.  Coated  Tablets,  WYSEALS* 

EQUANIL  (meprobamatel  400  mg  (All  tablets  also 
available  in  REDIPAK*  [strip  pack],  Wyeth, | 
Continuous-Release  Capsules,  EQUANIL  L-A 
|meprobamale|400mg. 


The  young  homemaker:  I 
her  underlying  anxiety  J 
and  tension  can  surface! 
and  intensify  under  the  n 
continuous  stress  of  j 
rearing  a growing  family.  \ 
Especially  when  she’s  ] 
confined  to  the  home  and 
its  environs  so  much. 

You  can  help  her  over 
the  rough  spots  with 
reassurance  and  counsel. 
Equanil  can  help  relieve 
tension,  ease  anxiety— 
with  little  risk  of  serious 
side  effects.  Time  and 
experience  will  probably 
do  the  rest. 


Equanir 

(meprobamate) 

Wyeth  Laboratories 
Philadelphia,  Pa. 


Another  question  that  is  often  asked  by  doctors  is, 
“How  do  you  tell  members  what  benefits  they  are 
eligible  for  and  what  they  are  not  eligible  for?” 
This  is  a real  problem  in  communication.  We,  by 
policy,  have  our  people  undersell  the  benefits  that 
people  are  eligible  for.  We  have  our  descriptive  litera- 
ture describe  in  blue  the  benefits  that  members  are 
eligible  for,  and  the  exclusions  in  red.  We  also,  in 
the  certificates  of  membership,  spell  out  exactly 
what  benefits  they  are  eligible  for  and  what  they 
are  not  eligible  for.  Our  enrollment  men  never  get 
the  opportunity  to  talk  directly  to  more  of  our  mem- 
bers. Most  companies  do  their  own  enrolling,  espec- 
ially new  employees.  We  never  see  the  dependents. 
Non-group  applicants  apply,  for  the  most  part,  by 
mail,  and  Farm  Bureau  agents  enroll  their  people. 
Unfortunately,  many  people  just  don’t  want  to  believe 
what  they  read  in  a contract  or  what  they  hear.  This 
is  a tough  problem  that  we  are  constantly  working 
on. 

In  connection  with  questions  regarding  additional 
benefits,  it  must  be  remembered  that  these  programs 
are  voluntary.  People  pay  for  this  protection  out  of 
their  income  or  savings  or  take  it  in  lieu  of  wages. 
We  cannot  force  anyone  to  join;  we  can’t  force  them 
to  upgrade  their  protection,  and  we  don’t  want  this 
authority.  This  would  be  compulsion,  which  we  do 
not  believe  in,  and  which  we  are  fighting.  Compul- 
sion breeds  compulsion.  To  get  people  to  buy  and 
to  upgrade  their  protection  and  also  to  keep  it  is  a 
constant  matter  of  education,  of  promotion,  of  sales- 
manship, of  leadership,  and  of  giving  service  and 
having  satisfied  members. 

Now  regarding  some  of  the  concerns  of  members. 
I would  say  that  the  number  one  question  we  are 
asked  and  the  number  one  problem  that  they  are 
concerned  about  is  the  constant  increase  in  the  cost 
of  care  and  asking  if  it  is  justified  and  if  there  is 
much  unnecessary  utilization.  We  are  daily  asked 
about  the  cost  of  hospital  care,  and  about  doctors’ 
charges.  We  attempt  to  answer  these  questions  and 
reassure  people  that  they  are  not  being  abused  and 
to  do  a public  relations  job  for  hospitals  and  doctors. 

In  regard  to  hospital  costs  and  the  reason  for  it, 
hospitals  have  not  done  a very  good  job  in  explaining 
their  problems  to  the  public,  even  to  some  medical 
staffs.  Few  people  realize,  for  example,  that  it  takes 
on  the  average  of  IV2  employees  per  patient  to 
operate  a hospital,  that  hospital  care  is  a personal 
service,  and  a hospital  can’t  be  automated  like  a 
factory;  that  about  70  per  cent  of  a hospital’s  cost 
is  for  salaries,  and  that  hospital  employees  are 
still  among  the  lowest  paid  in  the  nation.  Unions  are 
now  being  successful  in  organizing  some  hospitals. 
When  Johns  Hopkins  was  organized,  the  contract 
required  an  increase  of  $18.00  per  day  for  care. 

Hospitals  are  facing  some  real  problems.  On 
March  25,  the  Maryland  legislature  passed  a bill  that 
would  make  Maryland  another  state  to  regulate  hos- 
pital rates.  The  bill  provides  that  after  July  1,  1971, 
licenses  would  be  issued  or  renewed  only  for  those 
hospitals  that  show  they  are  “rendering  services  at 
reasonable  charges  to  the  public.”  Hospitals  and  other 


health  care  facilities  would  be  required  to  furnish 
their  financial  records  to  a state  agency,  which 
would  determine  whether  their  charges  are  reason- 
able. The  agency  would  be  given  subpoena  power 
to  obtain  financial  records  from  institutions  refusing 
to  produce  them. 

The  state  will  also  regulate  the  number  of  health 
facilities  in  an  area  to  insure  that  needs  are  met. 
The  Pennsylvania  legislature  just  had  a bill  intro- 
duced that  the  headlines  .say  would  regulate  every- 
thing but  the  patient’s  pain. 

This  type  of  control,  at  the  state  level,  could 
spread,  and  many  business  people  as  well  as  labor 
leaders,  and  the  public  in  general,  unfortunately,  will 
support  it.  I’m  sure  pleased  that  nothing  like  this 
was  introduced  in  the  Kentucky  legislature,  and  I 
hope  none  is  in  the  next. 

We  are  daily  asked  if  doctors  increase  their 
charges  because  a person  is  a Blue  Shield  member 
or  has  an  insurance  contract.  We  attempt  to  assure 
them  that  we  feel  there  is  very  little  of  this;  that 
charges  are  made  on  the  basis  of  services  rendered, 
and  no  one  should  be  penalized  by  higher  charges 
because  he  is  trying  to  budget  in  advance  to  meet 
his  responsibility  to  his  doctor;  if  this  were  done 
much,  it  would  destroy  prepayment,  because  if  peo- 
ple felt  they  could  have  lower  charges  if  they  did 
not  have  protection,  few  would  carry  any.  We  also 
tell  them  what  you  are  now  doing  in  peer  review, 
which,  gentlemen,  may  be  the  mechanism  to  keep 
much  of  the  economic  control  of  medicine  in  the 
hands  of  doctors. 

People  are  concerned  about  utilization,  and  we  are 
asked  if  there  is  much  abuse.  We  tell  them  about 
utilization  committees,  locally  and  for  the  state,  and 
about  tissue  committees. 

In  regard  to  hospital  utilization,  if  the  average 
length  of  stay  in  Kentucky  hospitals  could  have  been 
reduced  last  year  by  one-half  day,  there  would  have 
been  a saving  to  our  members  of  IV2  million  dollars, 
and  to  Medicare  of  IV2  million  dollars. 

We  are  very  much  aware  of  the  pressure  that  you 
are  put  under  by  patients  to  admit  them  to  a hospital, 
simply  because  they  have  Blue  Cross  or  a prepayment 
plan,  for  services  that  might  be  rendered  out  of 
hospital.  In  regard  to  the  cost  of  care,  we  recently, 
on  a national  account  that  has  a large  plant  in 
Kentucky  (many  of  you  are  customers  of  this  com- 
pany and  many  of  you  have  patients  who  are  em- 
ployees of  this  company)  had  to  deliver  a national 
rate  increase  to  them  of  $30,000,000.  This  company 
has  a union  leader  that  is  very  active  in  promoting 
a national  compulsory  health  plan.  So  far,  he  has 
not  had  the  support  of  the  companies  that  he  bar- 
gains with  in  this  matter,  but  with  increased  costs 
like  this,  if  they  felt  that  they  could  spread  the  cost 
by  taxes  over  the  entire  public  and  cut  their  cost, 
they  might  take  an  entirely  different  approach.  He 
now  claims  an  understanding  with  some  of  them  on 
compulsory  health  protection. 

I’m  often  asked,  “What  about  Blue  Cross  and  Blue 
Shield,  as  well  as  commercial  insurance,  in  the  event 
of  a national  compulsory  health  program?”  I said  in 


Chicago  a few  weeks  ago,  in  a speech  for  the  Ameri- 
can Medical  Association,  that  in  my  opinion  we 
do  not  need  in  America  a national  compulsory  health 
plan.  We  need  flexibility  and  free  choice  in  health 
that  must  be  protected,  and  encouraged.  These  are 
roles  that  we  play  in  Blue  Shield  and  Blue  Cross. 
Compulsory  health  insurance  won’t  solve  today’s 
health  problems  and  won’t  reduce  the  cost  of  care. 
It  won’t  increase  the  capacity  of  the  health  profes- 
sion or  the  hospitals  to  deliver  service.  It  won’t  im- 
prove the  distribution  of  health  professionals,  nor 
will  it  make  an  adequate  spectrum  of  health  care 
accessible  to  the  indigent;  on  the  contrary,  it  could 
compound  these  problems.  What  the  people  in  Ken- 
tucky want  is  access  to  their  own  family  doctors. 

I’m  really  not  too  pessimistic  about  the  future  and 
our  role  in  it.  I see  hope  and  perhaps  new  and 
greater  opportunities,  which,  though,  will  require 
knowledge,  thought,  planning,  action  and  much  work. 
The  job  of  trying  to  solve  our  problems  in  the 
health  field,  as  well  as  our  social  problems,  is  so  big 
it  can’t  possibly  be  done  by  government  alone.  The 
private  sector  is  row  deeply  involved,  and  we  have 
got  to  get  even  more  so;  there  has  got  to  be  more 
voluntary  dollars,  efforts,  leadership  flowing  into  the 
health  care  system,  not  less.  A vital  part  that  Blue 
Cross  and  Blue  Shield  play  in  this  is,  of  course, 
financing,  plus  helping  identify  public  needs  and 
wants,  and  serving,  as  I said  earlier,  in  a feedback 
role  to  not  only  doctors  but  to  hospitals.  The  public 
is  not  going  to  be  satisfied  with  just  what  the  govern- 
ment might  feel  is  adequate  or  what  it  might  be 
able  to  pay  for,  regardless  of  how  ambitious  govern- 
ment plans  are.  Also,  many  companies  are  almost 
in  revolt  over  payroll  taxes. 

One  very  important  role  that  we  play,  is  the  rap- 
port and  understanding  we  have  with  people  and  pro- 
viders at  the  local  level  that  the  government  does 
not  have  and  cannot  develop.  Our  system  was  de- 
signed for  people,  not  the  people  for  the  system.  The 
role  that  we  play  in  communication  with  the  people 
and  providers  regarding  voluntary  prepayment  as 
well  as  Medicare  benefits  is  not  probably  as  much 
understood  and  appreciated,  but  it  is  very  important. 
We  play  a psychosocial  role  that  is  badly  needed  by 
many  people,  especially  those  over  65,  even  when 
they  are  not  hospitalized.  Many  are  anxious,  doubtful 
and  distrustful  about  dealing  with  the  unknown  and 
people  or  organizations  they  don’t  know.  They 
flood  us  with  questions  about  benefits  and  claims. 

We  in  Blue  Shield  and  Blue  Cross  are  going  to 
become  even  more  aggressive  in  promoting  and 
selling  other  benefits  such  as  out-patient  protection, 
nursing  home  care,  home  health  care,  preventive 
care,  dental  care,  even  trying  to  fill  a void  of 
custodial  care  which  is  a serious  problem;  encourage 
the  use  of  least  expensive  alternatives.  To  effectively 
do  so,  though,  is  going  to  require  a knowledge  on  the 
part  of  people  and  providers,  a willingness  to  pay 
for  it,  more  and  better  utilization  and  peer  review 


committees.  We  have  got  to  find  ways  to  decrease 
paperwork  and  claims,  provide  direct  access  on 
claims  to  computers. 

Last  fall  an  official  of  the  Ford  Motor  Company, 
speaking  on  health  at  a conference  in  San  Francisco, 
said,  “A  key  to  survival  in  the  70’s  and  beyond  for 
man  and  his  organization  is,  as  in  the  past,  an  ability 
to  adapt  to  change;  resist  it  and  you  resist  survival.” 
It  is  very  evident  that  in  the  60’s  there  has  been  a 
rapid  change  in  the  mood  of  this  country.  We  know 
that  in  the  business  we  are  in,  there  is  going  to  be 
change;  there  has  been  a lot  of  change.  There  will 
be  more. 

In  a meeting  the  other  day  in  Washington,  a 
luncheon  meeting  that  was  arranged  for  a group  from 
Louisville  with  Gerald  Ford,  the  Minority  Leader 
of  the  House,  I asked  him  if  he  thinks  that  we  are 
going  to  be  saddled  with  a national  compulsory 
health  program  in  this  country  within  the  next  few 
years.  He  replied,  “What  do  you  mean  the  next 
few  years?”  I said  fifteen.  He  said,  “I  was  going  to 
say,  not  within  the  next  decade  provided  these  two 
things  happen:  (1)  that  we  keep  the  right  people  in 
Congress,  and  (2)  the  private  sector  comes  up  with 
some  better  answers.” 

The  real  issue  we  now  face,  in  my  opinion,  more 
than  that  of  health  care  is,  can  a free  people  organ- 
ize in  a responsible  way  to  solve  problems,  or 
whether  we  continue  to  move  step  by  step  into  the 
grip  of  an  all-powerful  government. 

Many  of  the  answers  to  some  of  the  problems 
of  health  care  delivery  and  cost  are  now  pretty  ap- 
parent. The  question  is,  will  our  voluntary  system 
rise  to  the  occasion  and  give  leadership  in  solving 
as  many  of  these  problems  as  it  can  outside  of  the 
framework  of  government? 

Tm  not  being  “Pollyanna-ish”  when  I say  that  1 
have  faith  and  confidence  that  we  will  do  many  of 
these  things,  although  I recognize  that  it  is  going  to 
take  a lot  more  effort  and  understanding  in  the  future 
than  it  has  in  the  past. 

Free  choice — voluntarism  and  individualism — can- 
not and  must  not  be  discussed  and  dismissed  as 
meaningless  slogans.  The  great  strength  of  America 
comes  from  freedom,  from  the  vitality,  ingenuity, 
leadership,  community  service  of  individual  citizens 
and  voluntary  organizations,  such  as  yours,  not  just 
the  size  and  power  of  government. 

If  we,  ladies  and  gentlemen,  expect  to  maintain 
our  present  freedom,  or  have  anything  to  say  about 
our  future  destinies,  we  must  put  forth,  voluntarily, 
the  effort  required.  Let  us  not  underestimate  in  any 
way  those  threats  we  face. 

1 want,  in  closing,  to  express,  on  behalf  of  our 
Boards  and  staff,  and  personally,  our  sincere  appreci- 
ation to  the  Kentucky  Medical  Association  for  its 
leadership  and  for  all  it  has  done  to  make  voluntary 
prepayment  work  in  Kentucky.  Together,  there  is 
much  more  we  can  do. 
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Mylanfa 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


Good  taste  = patient  acceptance 
Relieves  G.l.  gas  distress* 
Non-constipating 


*with  the  defoaming  action  of  simethicone 
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The  Pregnant  Person 

W illiam  K.  Keller,  M.D. 


This  particular  title  is  used  to  place  the  em- 
phasis on  the  person  who  is  pregnant  and  not 
the  pregnancy  itself.  Let  us  assume  that  the  per- 
son we  are  talking  about  is  a happily  married, 
relatively  young  primipara  who  is  expressing  enough 
of  the  usual  early  signs  and  symptoms  of  a normal 
pregnancy  to  bring  her  to  you.  She  wants  confirma- 
tion of  this  pregnancy  and  the  assurance  that  you 
will  care  for  her  on  through  delivery  and  the  post 
partum  period.  Let  us  assume  further  that  your 
routine  history  and  examination  show  no  evidence 
of  anything  but  a normal  or  usual  healthy  pregnancy. 

Now  what  of  this  person  herself?  Is  she  worried, 
anxious,  afraid  or  is  she  completely  without  any 
qualms  or  apprehension?  It  would  be  hoped  that  if 
she  were  as  normal  as  her  pregnancy  she  would 
have  some  normal  anxieties  and  worries  and  this  is 
where  we  doctors  come  in.  It  is  all  very  well  to  say 
to  her  “You  have  nothing  to  worry  about”  or  “You 
will  have  a fine  baby”  or  “You  are  in  excellent 
health  and  should  have  no  problems  at  all”  but 
what  we  do  not  know  and  what  we  must  determine 
is  what  questions  and  anxieties  does  she  have  about 
this  pregnancy?  What  are  her  worries?  What  murky 
folklore  shadows  does  she  need  factual  light  on? 

Some  of  us  rely  too  heavily  on  our  “inherently 
endowed  omnipotence”  to  give  blanket  reassurance  to 
worried  individuals.  However,  we  must  face  up  to  our 
lack  of  absolute  knowledge  concerning  our  patients 
and  make  a real  attempt  to  understand  them.  This 
procedure  involves  no  hocus  pocus,  is  not  a trade 
secret  of  a psychiatrist,  and  does  not  involve  obscure 
or  occult  formulae.  It  is  simply  a commonsense 
procedure  which  every  physician  is  duty-bound  to 
employ  and  improve  his  skills  in  its  use.  The  “trick” 
is  so  simple  that  most  of  us  believe  we  employ  it, 
yet  too  many  do  not.  That  “trick”  is  to  listen — not 
necessarily  to  the  words  the  patient  is  using  but  for 
the  meaning  she  is  trying  to  convey.  Listen  not  to 
hear  some  pseudo-intellectualized  profundity,  but  to 
learn  what  really  concerns  her.  People,  even  as  you 
and  I,  have  some  very  peculiar  ideas,  so  why  can’t 
our  patients  have  some,  too? 

There  is  much  in  the  folklore  about  pregnancy, 
and  unless  we  know  what  she  is  thinking  we  can’t 
allay  her  fears.  So  by  allowing  her  to  talk  and  listen- 
ing to  her  with  undivided,  respectful  interest,  you 
will  encourage  her  to  tell  you  more  and  more  and 
ask  your  help  in  understanding  many  of  her  anxieties. 
Suppose  she  had  one  of  those  mothers  who  had  al- 
ways told  of  her  profound  suffering  in  delivery,  or 
close  brush  with,  or  near  escape  from,  death  in  child- 
birth. Wouldn’t  she  naturally  and  normally  be  worried 
about  the  delivery  herself?  Isn’t  she  entitled  to  a few 
minutes  of  your  time  given  to  a simple,  non-technical 
(Oh  Lord,  help  us  poor  physicians  to  talk  to  our 
patients  non-technically!)  explanation  of  delivery 
and  of  modern  advances  and  techniques?  Perhaps 
someone  had  told  her  of  Mrs.  So-and-So  who  did 


this  or  that  when  she  was  pregnant,  and  as  a conse- 
quence had  a deformed  child.  Is  she  not  entitled  to 
an  uncomplicated  statement  of  what  really  few  things 
one  can  do,  or  leave  undone  for  that  matter,  which 
will  affect  a child  adversely?  In  fact,  shouldn’t  she 
be  told  just  how  few  such  children  there  are?  She 
would  have  heard  of  Thalidomide  and  she  merits 
knowing  its  current  status.  Any  drugs  given  her 
should  be  carefully  discussed  as  to  expected  results, 
as  well  as  concomitant  reassurances  concerning  side 
effects. 

If  we  prescribe  an  optimum  diet  and  exercise, 
should  we  not  also  advise  her  about  sexual  activities? 
One  would  guess  that  there  is  more  misinformation 
about  sex  than  any  other  form  of  universal  human 
activity.  One  hears  of  one  OB  man  prohibiting 
sexual  intercourse  in  the  early  stages  of  pregnancy, 
then  again  for  from  two  to  three  months  before 
delivery.  This  same  man  would  probably  prohibit 
sexual  intercourse  from  one  to  two  months  after 
delivery. 

Now,  excluding  such  obvious  conditions  as  bleed- 
ing, cramping,  or  the  rupture  of  membranes  before 
delivery,  and  just  plain  physical  discomfort  for  a 
short  time  afterward,  why  in  heaven’s  name  should 
such  prohibitions  be  demanded?  The  average  woman 
has  so  many  feelings  of  loss  of  attractiveness  during 
her  pregnancy  that  at  this  time  above  all  she  needs 
to  be  loved.  She  needs  to  be  assured  of  this  love 
and  to  know  that  an  expression  of  this  love  is  normal. 
Whenever  such  abstemious  advice  is  offered,  one  is 
reminded  of  a teacher  of  OB  who  advised  her  stu- 
dents that  it  was  normal  for  women  to  have  an 
orgasm  in  only  about  one  out  of  ten  sexual  experi- 
ences. This  teacher  was  a maiden  lady  and  could 
only  advise  from  information  given  her  by  her 
patients,  who,  in  general,  seemed  to  have  lived  a 
somewhat  arid  sex  life  and  to  have  been  given 
rather  short  shrift  at  home.  It  is  to  be  hoped  that 
their  husbands  were  more  successful  on  the  Rialto. 

And  speaking  of  husbands,  they  should  be  included 
quite  early  in  this  talking  out  business,  for  many  of 
them  know  even  less  than  their  wives  about  this 
whole  process.  It  is  amazing  how  ignorant  of  child- 
bearing some  of  them  can  be.  Many  of  them  feel 
guilty  enough  as  it  is  and  need  to  have  their  fears 
and  anxieties  cared  for  in  a similar  manner.  This 
family  discussion  calls  for  commonsense  evaluations 
of  these  two  people.  You,  as  the  physician,  must 
decide,  and  in  each  case  individually,  whether  or  not 
these  two  people  should  be  seen  together  or  by 
themselves.  Guidance  in  this  matter  can  often  come 
from  the  wife,  for  our  wives  tend  to  know  us  quite 
well.  One  or  both  might  be  concerned  over  “natural” 
childbirth,  hypnosis,  or  anesthetic.  A few  minutes 
taken  to  explain  your  own  routine  procedures  will 
eventuate  in  a much  more  comfortable  person  who  is 
progressing  with  a normal  pregnancy — a comfortable 
(Continued  on  page  470) 
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you  can  hang  on  for  a few  more  minutes,  Doctor, 
:n  sure  I’ll  sneeze  again.” 


;:neeze.  And  sneeze  some  more.  But  with  Novahis- 
f LP,  most  patients  get  prompt  and  long-lasting 
:from  the  symptoms  of  allergies  and  colds.  These 
nuous-release  tablets  have  a vasoconstrictor-anti- 
■ nine  formulation  that  begins  working  in  minutes, 
r continues  to  provide  relief  for  hours.  Even  when 
i congestion  is  due  to  repeated  allergic  episodes, 
>Jovahistine  LP  tablets,  morning  and  evening,  let 


most  patients  breathe  freely  all  day  and  all  night.  Use 
with  caution  in  individuals  with  severe  hypertension, 
diabetes  mellitus,  hyper- 
thyroidism or  urinary 
retention.  Caution  am- 
bulatory patients  that 
drowsiness  may  result. 


Novahistine" 

LP  decongestant 

(Each  tablet  contains  25  mg.  of  phenylephrine 
hydrochloride  and  4 mg.  of  chlorpheniramine 
maleate.) 


"^*S***^  THE  DOW  CHEMICAL  COMPANY  Rx  Pharmaceuticals  Indianapolis 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution;  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Clinical  Extension 
of  a pure 
Smooth  Muscle 
Relaxant 


TROCINATF 

Brand  THIPHENAMIL  HCl 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS-MUCOUS  COLITIS 
...  the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  efect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  ( 7-  Urol. 
73:487-93) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 


OVEREATIHG*^ 
maybe  hazardous 
TO  YOUR  health 


According  to  the  Framingham  Heart  Study 
the  obese  face: 


86%  greater  risk  of  angina  pectoris, 

82%  greater  risk  of  diabetes, 

71  % greater  risk  of  coronary  heart  disease. 


Obesity  may  also  aggravate  osteoarthritis, 

flat  feet,  intertriginous  dermatitis,  varicose 

veins,  and  ventral  or  diaphragmatic  hernias. 
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If  you  are  considering  weight  reduction,  consider 

phenmetrazine  hydrochloride 
Endurets* 

prolonged-action  tablets 

Often  effective 

Controlled  studies  in  a general  patient  popu- 
lation have  shown  that  when  Preludin  is  used 
with  diet,  the  rate  of  weight  loss  exceeds 
that  obtained  by  placebo  and  diet. 

Long  acting 

Slow,  even  release  of  the  active  principle 
usually  suppresses  appetite  continuously  for 
about  12  hours. 

Once-a-day  dosage 

One  Endurets  tablet  after  breakfast.  It  helps 
reduce  weight  and  costs,  conveniently. 

For  contraindications,  warning,  precautions, 
and  adverse  reactions,  please  see  the  full 
prescribing  information. 

It  is  summarized  on  this  page. 

Where  there’s  no  will  there’s  a therapeutic  way. 


•Among  persons  20V»  or  more 
overweight  as  compared  with 
median  weight  for  persons  of 
like  height  and  sex. 

1.  Kannei,  W.B.,  et  a/.:  Circula- 
tion 35:734,  1967. 

2.  Thomas,  H.E.,  Jr.,  et  al.:  Med. 
Times  95:1099, 1967. 

3.  Albrink,  M.J.,  in:  Beeson, 

P.B.  & McDermott,  W.  (eds.): 
Cecil-Loeb  Textbook  ol  Medicine, 
ed.  12,  Phila.:  W.B.  Saunders 
Co.,  1967. 

Preludin® 

phenmetrazine  hydrochloride 

Preludin  is  indicated  only  as  an 
anorexigenic  agent  in  the  treat- 
ment of  obesity.  It  may  be  used  in 
simple  obesity  and  in  obesity 
complicated  by  diabetes,  mod- 
erate hypertension  (see  Pre- 
cautions), or  pregnancy  (see 
Warning). 

Contraindications:  Severe 
coronary  artery  disease,  hyper- 
thyroidism, severe  hypertension, 
nervous  instability,  and  agitated 
prepsychotic  states.  Do  not  use 
with  other  CNS  stimulants, 
including  MAO  inhibitors. 
Warning:  Do  not  use  during  the 
first  trimester  of  pregnancy  un- 
less potential  benefits  outweigh 
possible  risks.  There  have  been 
clinical  reports  of  congenital  mal- 
formation, but  causal  relation- 
ship has  not  been  proved.  Animal 
teratogenic  studies  have  been 
inconclusive. 

Precautions:  Use  with  caution  in 
moderate  hypertension  and 
cardiac  decompensation.  Cases 


involving  abuse  of  or  depend- 
ence on  phenmetrazine  hydro- 
chloride have  been  reported.  In 
general,  these  cases  were 
characterized  by  excessive 
consumption  of  the  drug  for  its 
central  stimulant  effect,  and  have 
resulted  in  a psychotic  illness 
manifested  by  restlessness,  mood 
or  behavior  changes,  hallucina- 
tions or  delusions.  Do  not  exceed 
recommended  dosage. 

Adverse  Reactions:  Dryness  or 
unpleasant  taste  in  the  mouth, 
urticaria,  overstimulation, 
insomnia,  urinary  frequency  or 
nocturia,  dizziness,  nausea,  or 
headache. 

Dosage:  One  25  mg.  tablet  b.I.d. 
or  t.i.d.  Or  one  75  mg.  Endurets 
tablet  a day,  taken  by  mid- 
morning. 

Avaiiability:  Pink,  square,  scored 
tablets  of  25  mg.  for  b.i.d.  or 
t.i.d.  administration,  in  bottles  of 
100  and  1000. 

Pink,  round  Endurets®  prolonged- 
action  tablets  of  75  mg.  for 
once-a-day  administration,  in 
bottles  of  100  and  1000. 
(B)R3-46-560-B 

For  complete  details,  please  see 
full  prescribing  Information. 

Under  license  from 
Boehringer  Ingelheim  G.m.b.H. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Hospital  Beds— We  Need  'Em 


IN  RECENT  months  there  has  been  expressed 
considerable  difference  of  opinions  regarding  the 
adequacy  of  hospital  accommodations  for  pa- 
tients. While  beds  seem  to  be  at  a premium  always 
and  are  often  not  available  at  all  for  even  the 
critically  ill,  it  has  been  claimed  by  some  that  this 
condition  is  simply  due  to  over-utilization — that 
actually  we  have  adequate  beds  now  if  rightly  used. 
To  arrive  at  a reasonably  accurate  conclusion  so  far 
as  our  community  is  concerned,  the  Jefferson  Coun- 
ty Medical  Society  did  a one-day  survey  of  almost 
2000  occupied  beds  in  our  several  hospitals.  It  was 
found  that  7.3  per  cent  of  the  patients  reviewed 
were  actually  not  in  need  of  hospital  care.  Another 
15.5  per  cent  could  well  be  receiving  hospital-based 
minimal  care.  It  was  concluded  from  this  survey 
that  there  is  not  really  a problem  of  gross  over- 
utilization of  hospital  beds  in  this  city. 

It  is  difficult  for  one  physician  to  decide  ac- 
curately that  another  doctor’s  patient  does  not  need 
to  be  hospitalized,  but  we  accept  the  7.3  per  cent  of 
patients  so  classified.  We  constantly  try  to  prevent 
this — to  reduce  this  percentage  to  the  lowest  figure 
possible.  Rarely  is  a patient  put  in  the  hospital  un- 
necessarily on  the  judgement  of  the  attending  or  the 
referring  physician.  Usually  it  is  upon  the  patient’s 
or  his  family  insistance — either  because  he  is  scared 
or  because  there  will  be  a monetary  advantage  in 
having  a minor  illness  or  diagnostic  procedure 
carried  out  there  rather  than  at  home.  The  physician 
is  usually  inclined  to  give  the  patient  the  benefit 
of  any  reasonable  doubt  and  may  thus  yield  to  his 
insistence  that  he  is  more  acutely  ill  than  he  ap- 
pears to  be.  Whatever  the  causes  may  be  most 
physicians  try  constantly  to  reduce  this  abuse,  com- 
paratively small  though  it  be. 

The  15.5  per  cent  who  could  do  as  well  with 
hospital  minimal  care  constitutes  the  basis  for  con- 
cern for  most  of  our  utilization  committees.  If  every 
patient  could  be  discharged  just  one  day  earlier  than 
they  are  it  would  greatly  lighten  our  pressure  for 
beds,  yet  this  is  not  easy.  Most  of  us  have  dis- 
charged patients  on  the  earliest  date  that  seemed 
feasible — sometimes  against  the  patient’s  preference 
— to  find  later  that  we  were  mistaken — that  a little 
longer  care  might  have  prevented  recurrence  of  the 
illness  and  an  additional  hospitalization. 

In  this  minimal  care  group  214  patients  were 
listed  for  convalescent  care  and  92  for  diagnostic 
services.  It  is  among  the  convalescent  patients  that 


we  have  constant  difficulty  and  this  number  or  per- 
centage probably  can  be  reduced  with  diligent  care 
and  at  no  especial  hazard  to  the  patients’  welfare. 
Private  insurance  companies  and  Blue  Cross  have  al- 
ways tried  to  exclude  diagnostic  admissions  from 
their  responsibility,  and  with  reason,  because  their 
contracts  often  specifically  state  that  they  are  not 
covered.  Yet  by  no  means  do  all  diagnostic  admis- 
sions deserve  to  be  denied  hospital  service  or  insur- 
ance coverage.  Such  admissions  are  necessary  in 
many  cases  for  three  specific  reasons — 1)  for  diag- 
nostic tests  not  readily  available  in  accessible  labora- 
tories, 2)  for  daily  observation  and  3)  for  consul- 
tation. It  seems  unfair  therefore  to  list  diagnostic  ad- 
missions generally  as  abuse  of  hospital  services. 

We  deal  here  with  reasonably  low  percentages 
of  error  or  over-utilization — and  by  any  reasonable 
criteria  it  must  be  acknowledged  that  our  present 
supply  of  hospital  beds  is  insufficient  to  meet  the  in- 
creasing demand.  The  Health  Facilities  Council  has 
for  a long  time  questioned  this  conclusion  but  during 
the  past  two  months  has  expressed  approval  of  the 
plans  to  build  the  Norton-Children’s  complex  and 
to  expand  both  the  Jewish  and  Methodist-Evangelical 
Hospitals.  This  was  done  with  the  provision  however 
that  a substantial  number  of  minimal  care  accommo- 
dations be  included  in  any  program  of  expansion. 
This  is  an  acceptable  restriction  generally  but  should 
not  be  very  rigid.  There  will  be  times  of  epidemic 
or  seasonal  sickness  when  minimal  care  beds  will  be 
urgently  needed  for  acutely  or  critically  ill  patients. 
Other  plans  for  building  or  enlarging  hospitals  in 
this  area  are  in  the  making  but  less  advanced.  It  is 
not  likely  that  in  any  case  the  supply  of  beds  will 
catch  up  with,  not  to  mention  overtake,  the  demand 
in  the  near  future. 

^ ^ :Jc 

Under  lively  discussion  now  in  Louisville  is 
whether  a new  teaching  hospital  in  connection  with 
our  medical  school  should  be  built  at  the  phenome- 
nally high  cost  of  somewhere  between  30  and  43 
million  dollars.  There  are  several  reasons  to  believe 
that  this  is  not  such  a fantastic  or  unreasonable  plan. 
The  era  of  the  big  “free”  or  “charity”  teaching 
hospitals  which  provided  clinical  material  for  most  of 
our  medical  schools  is  past.  These  hospitals  are  now 
in  process  of  being  phased  out.  The  teaching  hospital 
of  the  future  will  almost  certainly  be  for  private, 
pay  or  insurance  covered  patients  under  the  personal 
care  of  the  teaching  staff  of  the  medical  school.  The 
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part-time,  voluntary  physician  in  private  practice 
already  has  a far  less  important  part  than  previously 
in  teaching  medical  students  and  this  practice  seems 
scheduled  for  greater  and  greater  reduction  to  the 
vanishing  point  in  most  of  our  medical  schools.  If 
the  full-time  faculty  is  to  do  the  teaching  there  must 
be  hospital  facilities  available — and  they  can  no 
longer  find  this  in  free  or  charity  hospitals. 

During  the  past  ten  years  the  trustees  and  staff 
of  the  Methodist  Evangelical  Hospital  have  tried 
honestly  and  persistently  to  make  it  available  to  the 
University  of  Louisville  School  of  Medicine  as  a 
teaching  institution.  Through  the  administration  of 
two  Deans  our  efforts  have  availed  nothing— partly 
because  the  school  required  more  complete  control 
of  the  hospital  staff  than  they  were  willing  to  yield, 
and  also  because  the  part-time,  voluntary  faculty 
member  seemed  not  so  urgently  needed  as  in  previous 
years.  The  same  has  been  true  to  a greater  or  lesser 
extent  with  the  Jewish  Hospital  nearby  in  the  Medi- 
cal Center.  There  is  hope  that  the  proposed  Norton- 
Children’s  Hospital  will  become  a more  integral 
part  of  the  Medical  School  but  this  remains  to  be 
seen. 

At  the  time  when  these  changes  in  teaching  are 
in  process  our  present  General  Hospital  is  old  and 
antiquated  despite  its  many  renovations  and  additions. 


The  original  hospital  was  built  more  than  50  years 
ago.  While  a sturdy  and  substantial  structure,  it  can 
hardly  be  adapted  to  the  needs  of  our  enlarged  and 
modern  medical  school  facilities  for  many,  or  even 
a few,  more  years.  We  are  not  alone  in  such  a di- 
lemma as  noted  by  the  same  problems  regarding 
many  of  our  ancient  and  time-honored  general 
charity  hospitals — Cincinnati  General  and  Cook 
County  in  Chicago — to  mention  only  two. 

The  School  of  Medicine  of  the  University  of 
Louisville  has  enjoyed  a very  long  and  distinguished 
period  of  service  to  the  Medical  profession  and  to 
humanity.  This  year  it  is  moving,  with  the  Dental 
School,  into  new,  modern  and  greatly  enlarged  quar- 
ters. The  freshman  class  this  year  will  be  128 
instead  of  96.  An  expanding  period  of  usefulness  is 
beginning.  But  with  inadequate  teaching  and  hospital 
facilities  we  cannot  continue  the  quality  of  service 
nor  maintain  our  enviable  place  in  Medical  Educa- 
tion which  has  been  the  tradition  for  more  than  a 
hundred  years.  It  is  difficult  to  attract  and  hold  the 
highest  calibre  of  faculty  men  under  the  present 
conditions.  Whether  it  is  done  now  or  in  the  near 
future — whether  at  one  time  or  step  by  step,  is  not 
so  very  important  but  an  adequate  teaching  hospital 
for  the  faculty  should  have  highest  priority. 

Sam  a.  Overstreet,  M.D. 
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Achrocidin®  Tablets  and  Syrup 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  PyrUamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal— anortnidi, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration,  /f/dney— dose-related  rise  in 
BUN.  Hypersensitivity  reac/ionr— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth- 
yellow-brown  staining;  enamel  hypoplasia. 
B/ood— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  L/ver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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ORGANIZATION  SECTION 


Out-of-State  Guest  Speakers  to  Participate  on  Scientific  Program 
With  Kentucky  Physicians  at  KMA  Annual  Meeting,  Sept.  22-24 


Participating  with  Kentucky  physicians  in  panel 
discussions  and  scientific  presentations  during  the 
1970  KMA  Annual  Meeting  September  22-24  will 
be  well-known  medical  authorities  from  across  the 
nation.  The  discussion  will  highlight  the  four  general 
scientific  sessions  at  Louisville’s  Convention  Center. 

Bradley  E.  Smith,  M.D.,  Nashville,  Tenn.,  will  be 
the  speaker  at  the  opening  .session  of  the  scientific- 
program  on  Tuesday,  September  22.  David  E.  Shoch, 
M.D.,  Chicago,  HI.,  and  Marvin  A.  Block,  M.D., 
Buffalo,  N.Y.,  will  take  part  in  the  Thursday  morning 
general  session  dealing  with  “Industrial  Medicine.” 
Jerome  W.  Conn,  M.D.,  Ann  Arbor,  Mich.,  will  be 
featured  on  the  scientific  program  as  a guest  of  the 
Kentucky  Academy  of  General  Practice. 


Doctor  Smith 


Doctor  Shoch 


Doctor  Conn 


Doctor  Block 


The  scientific  program  will  also  feature  presenta- 
tions and  discussions  on  such  themes  as  “Emergen- 
cies.” “Cardio-Pulmonary  Resuscitation,”  and  “Tu- 
berculosis.” A Crackerbarrel  Session  is  scheduled  for 
the  Wednesday  afternoon  session,  September  23. 

In  addition  to  the  scientific  program,  the  session 
will  include  the  meetings  of  16  specialty  groups,  two 
sessions  of  the  KMA  House  of  Delegates,  the  annual 
convention  of  the  Woman’s  Auxiliary,  an  Orientation 
Program  for  new  members,  more  than  75  scientific 
and  technical  exhibits.  University  of  Louisville  Alumni 
Reunions,  the  annual  KEMPAC  Seminar  and  a 
number  of  miscellaneous  meetings  to  be  announced 
in  the  Annual  Meeting  Program  Booklet. 

A guest  of  the  Kentucky  Society  of  Anesthesiolo- 
gists, Doctor  Smith  is  professor  and  chairman  of  the 
department  of  anesthesiology  at  Vanderbilt  University 
School  of  Medicine.  A 1957  graduate  of  the  Uni- 
versity of  Oklahoma,  Doctor  Smith  is  a Fellow  of 
the  American  College  of  Anesthesiologists  and  As- 
sociate Fellow,  American  College  of  Obstetricians  and 
Gynecologists. 


Doctor  Shoch,  a guest  of  the  Kentucky  EEN&T 
Society,  will  speak  on  “Diabetic  Ophthalmopathy.” 
Professor  and  chairman  of  the  department  of  ophthal- 
mology at  Northwestern  University  Medical  School, 
he  received  his  Ph.D.  in  1943  and  his  M.D.  in  1945 
from  Northwestern  University.  He  is  a member  of 
the  American  Board  of  Ophthalmology  and  a trustee 
of  the  Association  of  University  Professors  in 
Ophthalmology. 

Speaking  at  the  Thursday  morning  session  on 
“Alcoholism,”  Doctor  Block  is  assistant  professor 
of  clinical  medicine  at  the  University  of  New  York 
School  of  Medicine.  A guest  of  the  Kentucky  In- 
dustrial Medical  Association,  Doctor  Block  is  vice 
president  of  the  American  Medical  Society  on  Alco- 
holism and  chairman  of  the  Subcommittee  on  Alcohol 
and  Drugs  of  the  President’s  Committee  on  Traffic 
Problems. 

Doctor  Conn  is  the  Louis  Harry  Newburgh  Dis- 
tinguished University  Professor  of  Internal  Medicine 
and  director  of  the  department  of  endocrinology  and 
metabolism  and  the  Metabolism  Research  Unit  of  the 
University  of  Michigan  Medical  School.  Serving  as 
an  expert  consultant  in  chronic  degenerative  disease 
of  the  World  Health  Organization,  Geneva,  Switzer- 
land, Doctor  Conn  is  a past  president  of  the  American 
Diabetes  Association  and  the  Central  Society  for 
Clinical  Research.  He  will  be  speaking  on  “Aldo- 
steronism in  Hypertensive  Disease.” 

WATCH  FOR 

THE  AUGUST  JOURNAL 

Complete  Annual  Meeting  Details 
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1970  Scientific  Program  Outline 
Released  for  Annual  Mtg. 

The  following  preliminary  scientific  program  for 
the  1970  KM  A Annual  Meeting  was  released  by 
KMA  President  Walter  L.  Cawood,  M.D.,  Ashland. 
Each  half-day  session  of  the  three-day  program  will 
feature  a 30-minute  intermission  in  order  that 
physicians  may  visit  the  scientific  and  technical 
e.xhibits.  The  program  will  be  presented  at  Con- 
vention Center,  Louisville. 

TUESDAY,  SEPTEMBER  22 
Morning  Session 

THEME:  “Emergencies” 

Opening  Ceremonies 

“Emergency  Treatment  of  Aspiration  Pneumonia” — 
Bradley  E.  Smith,  M.D.,  Nashville,  Tenn. 
"Evaluation  and  Management  of  Drug  Reactions” — 
William  Lester,  M.D.,  Denver,  Colo. 

"Croup” — Margaret  H.  D.  Smith,  M.D.,  New  Or- 
leans, La. 

"Psychiatric  Emergencies” — Shervert  Frazier,  M.D.. 
New  York,  N.Y. 

"Urologic  Emergencies” — Donald  J.  Jaffar,  M.D.. 
Southfield,  Mich. 

“Vascular  Injuries  Associated  with  Fracture” — J. 
Leonard  Goldner,  M.D..  Durham,  N.  C. 

Afternoon  Session 

Eight  of  the  16  participating  specialty  groups  will 
meet  at  2 p.m.  There  will  be  no  general  scientific 
session  at  that  time. 

WEDNESDAY,  SEPTEMBER  23 
Morning  Session 

THEME:  "Cardio-Pulmonary  Resuscitation” 

"The  Nurse  in  Emergency  Cardio-Pulmonary  Resusci- 
tation”— FILM 

"Ventilation  and  Circulatory  Support" — Donald  M. 
Thomas,  M.D.,  Louisville 

"Useful  Drugs  and  Cardio-Pulmonary  Resuscitation" 
— Borys  Surawicz,  M.D.,  Lexington 
"Electrical  Equipment” — Leonard  Leight,  M.D., 
Louisville 

“The  Current  Status  and  Future  Direction  of  Inten- 
sive Coronary  Care” — Lawrence  E.  Meltzer,  M.D., 
Philadelphia,  Pa. 

“Artificial  Organs  and  Human  Transplantation” — 
C.  Walton  Lillehei,  M.D.,  New  York,  N.Y. 

Scientific  Exhibit  Award  Presentation 

Afternoon  Session 

"The  Future  for  the  Coronary  Disease  Patient — 
Medicine  or  Surgery?” — C.  Walton  Lillehei,  TVI.D., 
New  York,  N.  Y. 

"Principles  of  Treating  Cardiogenic  Shock” — Law- 
rence E.  Meltzer,  M.D..  Philadelphia,  Pa. 


"Common  Lesions  of  Oral  Tissues” — Robert  R. 

Finch,  D.D.S.,  Louisville 
"Crackerharrel  Session” 

THURSDAY,  SEPTEMBER  24 

Morning  Session 

THEMES:  “Industrial  Medicine” 

“Tuberculosis” 

"Diabetic  Ophthalmology” — David  E.  Shoch,  M.D.. 
Chicago,  111. 

“Cutaneous  Reactions  to  Some  Environmental  In- 
toxicants”— Donald  J.  Birmingham,  M.D.,  Detroit, 
Mich. 

“Alcoholism” — Marvin  A.  Block,  M.D.,  Buffalo,  N.Y. 
"Chemotherapy  of  Tuberculosis” — Vernon  N.  Houk, 
M.D.,  Atlanta,  Ga. 

"Problems  in  TB  Therapy” — panel  discussion 

George  F.  Brockman,  M.D.,  Greenville,  moderator 
Thomas  S.  Moulding,  M.D.,  Denver,  Colo. 

Vernon  N.  Houk,  M.D.,  Atlanta,  Ga. 

Richard  B.  McElvein,  M.D.,  Lexington 

Afternoon  Session 

The  remaining  eight  specialty  groups  will  meet  at 
2 p.m.,  with  the  exception  of  the  Kentucky  EEN&T 
Society  which  will  begin  their  meeting  at  9 a.m. 
No  general  session  is  scheduled  for  the  afternoon. 

Ky.  Ob-Gyn  Society  Names 
Dr.  Greene  President 

John  W.  Greene,  Jr.,  M.  D.,  Lexington,  was  elected 
president  of  the  Kentucky  Obstetrical  and  Gyne- 
cological Society  at  its 
22nd  Annual  Spring 
Meeting  held  May  15 
and  16  in  Louisville. 

Chairman  of  the  de- 
partment of  obstetrics 
and  gynecology  at  the 
University  of  Kentucky 
College  of  Medicine 
since  1962,  Doctor 
Greene  is  a 1952  gradu- 
ate of  the  University  of 
Pennsylvania  School  of 
Medicine.  Before  coming  to  Kentucky,  he  was  assist- 
ant professor  of  obstetrics  and  gynecology  at  the 
University  of  Pennsylvania. 

Other  officers  elected  during  the  meeting  were 
C.  J.  McGruder,  M.D.,  Henderson,  vice  president 
and  Mervel  V.  Hanes,  M.D.,  Louisville,  secretary- 
treasurer. 

The  meeting,  which  was  partially  supported  by 
the  Kentucky  Division  of  the  American  Cancer 
Society,  featured  a Symposium  on  Pelvic  Cancer. 
Guest  speakers  on  the  symposium  were  Professor 
Stanley  Way,  New  Castle-on-Tyne,  England;  James 
S.  Krieger,  M.D.,  Cleveland,  Ohio;  John  Lewis,  M.D., 
New  York,  N.  Y.,  and  J.  Donald  Woodruff.  M.D.. 
Baltimore,  Md. 
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Fast...long-lasting 
relief  of  aches 
and  pains  4 

of  colds  and  flu 


with  the  unique 

timed-reiease 

aspirin 


Double  strength  Measurin  timed-release  aspirin 
offers  a new  kind  of  control  for  your  patients  with  cold 
and  flu  discomforts.  In  each  10-grain  tablet  are  over 
6,000  microscopic  reservoirs  that  release  aspirin  at  a 
controlled  rate— some  right  away  and  some  later 
on.  This  means  fast  relief  of  symptoms, 
followed  by  hours  of  comfort.  Throughout 
the  day,  Measurin  gives  your  patients 
freedom  from  a 4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York.  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Measurin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in 
24  hours.  For  maximum  nighttime  pain  relief, 

2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


Annual  Mtg.  of  4th  District 
To  Be  July  16  in  Lebanon 

The  Fourth  Trustee  District  of  KMA  will  hold  its 
annual  dinner  meeting  at  6 p.m.  July  16  at  Trosino’s 
Restaurant  in  Lebanon,  according  to  W.  Bruce  Ham- 
ilton, M.D.,  Shepherdsville,  trustee  for  the  district. 

Immediate  Past  President  Henry  B.  Asman,  M.D., 
Louisville,  will  discuss  the  proposed  KMA  dues 
increase  to  be  acted  upon  by  the  House  of  Delegates 
this  September.  In  addition,  Marvin  A.  Bowers,  Jr., 
M.D.,  Louisville,  chairman  of  KMA’s  Claims  and 
Utilization  Review  Committee,  will  speak  on  the 
role  of  county  and  district  peer  review  committees. 

All  physicians  and  their  wives  in  the  Fourth  Dis- 
trict are  invited  to  attend  the  meeting,  Doctor  Hamil- 
ton said. 


Ky.  Chapter  of  Surgeons  Choose 
Dr.  Moore  As  Pres. -Elect 


The  Kentucky  Chapter,  American  College  of  Sur- 
geons chose  Roy  H.  Moore,  Jr.,  M.D.,  Louisville, 
as  its  president-elect  at 
their  annual  meeting, 

March  12-14  at  the  Im- 
perial House,  Lexington. 

Doctor  Moore,  who 
was  president  of  the 
Jefferson  County  Medi- 
cal Society  from  1965- 
66  and  served  as  KMA 
vice  president  in  1966, 
is  currently  medical  staff 
president  at  Methodist 

Evangelical  Hospital.  A Doctor  Moore 

1939  graduate  of  the  University  of  Louisville  School 
of  Medicine,  Doctor  Moore  belongs  to  the  Falls 
Regional  Health  Council  and  is  a member  of  the 
Innominate  Society,  a local  historical  group. 

Delmas  Clardy,  M.D.,  Hopkinsville,  was  installed 
as  president  of  the  Chapter.  Other  officers  of  the 
Chapter  are  Sam  D.  Weakley,  M.D.,  Louisville, 
secretary-treasurer  and  newly  elected  Council  mem- 
ber Walter  R.  Johnson,  M.D.,  Paducah. 


Dr.  Wm.  McElwain  Appointed 
As  State  Health  Chief 

William  P.  McElwain,  M.D.,  Lexington,  will  be- 
come Kentucky’s  state  health  commissioner  Septem- 
ber 1.  The  state  Board  of  Health  appointed  McElwain 
to  succeed  Russell  E.  Teague,  M.D.,  upon  the  latter’s 
retirement  in  August,  according  to  George  P.  Archer, 
M.D.,  Prestonsburg,  president  of  the  state  Board. 

A career  public  health  officer.  Doctor  McElwain, 
37,  will  serve  as  acting  commissioner  while  Doctor 
Teague,  who  has  been  commissioner  since  1956, 
recuperates  from  a heart  attack  suffered  April  24. 

Doctor  McElwain,  who  has  been  director  6f  local 
health  services  in  the  Health  Department  since  Sep- 
tember, came  to  the  state  office  from  the  Lexington- 
Fayette  County  Health  Department  where  he  was 


associate  director  for  15  months. 

A native  of  Bowling  Green,  Doctor  McElwain 
graduated  from  the  University  of  Louisville  School 
of  Medicine  in  1958  and  later  received  his  master’s 
degree  in  public  health  from  Johns  Hopkins  Uni- 
versity. His  work  in  public  health  began  in  1961 
when  he  joined  the  U.  S.  Public  Health  Service, 
working  in  New  Mexico,  Arizona,  Oklahoma  and 
Washington,  D.  C.,  where  he  was  a consultant  to  the 
Peace  Corps  and  the  State  Department. 

Doctor  McElwain  is  Kentucky’s  sixth  health  com- 
missioner. 


Dr.  Funk  Named  Pres.-Elect 
Of  Ky.  Surgical  Society 

Jesse  T.  Funk,  M.D.,  Bowling  Green,  was  chosen 
as  president-elect  of  the  Kentucky  Surgical  Society 
at  its  1970  Annual  Meet- 
ing held  May  15-16  at 
Kentucky  Dam  Village 
State  Park. 

A fellow  of  the 
American  College  of 
Surgeons,  Doctor  Funk 
was  a KMA  vice  presi- 
dent from  1954-55.  A 
graduate  of  Vanderbilt 
University,  he  did  his 
hospital  training  at 
Good  Samaritan  Hos- 
pital, Lexington  and  St.  Thomas  Hospital,  Nashville, 
Tenn. 

Edward  H.  Ray,  M.D.,  Lexington,  was  installed 
as  the  Society’s  president  for  the  coming  year.  Doctor 
Ray  succeeds  Blaine  Lewis,  M.D.,  Louisville,  in  this 
capacity. 

The  next  annual  meeting  of  the  Society  is 
scheduled  for  May  14-15,  1971  at  Cumberland  Falls 
State  Park. 


Ky.’s  Congressmen  Honored  At 
KMA  Washington  Dinner 

The  Thirteenth  Annual  KMA  Washington  Dinner 
honoring  the  state’s  U.  S.  senators  and  representatives 
was  held  June  2 at  the  Mayflower  Hotel,  Washington, 
D.  C. 

A total  of  65  persons,  including  the  congressmen 
and  their  wives,  administrative  assistants  and  their 
spouses,  and  KMA  members,  attended  the  event. 
KMA  officers,  members  of  the  Committee  on  Legis- 
lative Activities,  congressional  keymen,  KEMPAC 
directors.  Woman’s  Auxiliary  members  and  staff  rep- 
resented the  Association. 

A briefing  session  was  held  at  the  AMA  Washing- 
ton Headquarters  Office  on  the  night  prior  to  the 
dinner  for  KMA  physicians  and  wives,  AMA  repre- 
sentatives, and  KMA  staff.  In  addition  to  the  dinner, 
KMA  physicians  made  visits  to  the  senators  and 
representatives’  offices. 
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works  on  the  appetite 
not  on  the 'nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  en^otionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
potients  with  severe  hypertension  or  severe  cordiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
In  relofively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  couse  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


ond  jitteriness.  In  controst,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cord/o- 
vascular  effects  reported  include  ones  such  as  tochycordia,  precordial  pain, 
orrhyfhmia,  palpitation,  and  increosed  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  Ingestion  of 
diethylpropion  hydrochloride,-  this  wos  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  p/ienomeno  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastro/ntestinof  effects  such  as  diarrhea, 
constipation,  nauseo,  vomiting,  and  obdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agronulocytosis,  ond  leukopenia.  A variety  of  miscellaneous  odverse 
reoctions  hove  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
doily,  swollowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  dally,  one  hour  before  meols.  If  desired,  an  additional  tablet  may  be  given  In 
midevening  to  overcome  night  hunger.  Use  In  children  under  12  years  of  oge  is  not 
recommended.  t-oosa  / i/?o  / u s.  patent  no.  s.ooi.sio 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diobetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  Is  contraindi- 
cated In  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  If  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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Two  U.  S.  Senators  To  Speak 
At  Annual  KEMPAC  Seminar 

Two  U.  S.  Senators,  Edward  J.  Gurney  (R), 
Florida  and  Jennings  Randolph  (D),  West  Virginia 
will  be  the  guest  speakers  at  the  annual  KEMPAC 
Seminar  which  precedes  the  KMA  Annual  Meeting. 


Senator  Gurney  Senator  Randolph 


C.  Kenneth  Peters,  M.D.,  Louisville,  chairman  of 
the  KEMPAC  Board  of  Directors,  has  announced 
that  a reception,  followed  by  a dinner  and  the  Semi- 
nar, will  begin  at  6 p.m.,  Monday,  September  21. 
in  the  Flag  Room  of  the  Kentucky  Hotel. 

Senator  Randolph  and  Senator  Gurney  have  been 
asked  to  discuss  “Physician  Involvement  in  Govern- 
ment” and  “Government  Involvement  in  Medicine,” 
according  to  Doctors  Peters. 

Prior  to  Senator  Gurney’s  election  to  the  Senate  in 
1968,  he  served  in  the  U.  S.  House  of  Representa- 
tives in  the  88th,  89th  and  90th  Congresses.  He  now 
serves  on  the  Committee  on  Government  Operations. 
Public  Works  Committee,  Special  Committee  on  the 
Aging  and  the  Republican  Campaign  Committee. 

Senator  Randolph,  elected  to  the  U.  S.  House  of 
Representatives  in  1932,  served  14  consecutive  years 
in  that  capacity.  In  1958  he  was  elected  to  the  U.  S. 
Senate  to  complete  the  term  ending  January,  1961. 
He  was  then  re-elected  in  1960  and  1966.  Senator 
Randolph  serves  on  the  Committee  on  Public  Works 
as  its  chairman.  Committee  on  Labor  and  Public  Wel- 
fare, Committee  on  Post  Office  and  Civil  Service, 
Select  Committee  on  Small  Businesses,  Special  Com- 
mittee on  Aging  and  Select  Committee  on  Equal 
Educational  Opportunity. 

The  KEMPAC  Board  of  Directors  urges  all  phy- 
sicians and  their  wives  to  make  plans  now  to  attend 
Ibis  exciting  and  informative  affair. 

U.K.  Medical  Library  Provides 
Free  Phone  Reference  Service 

The  Albert  B.  Chandler  Medical  Center  Library 
at  the  University  of  Kentucky  Medical  Center,  Lex- 
ington, is  now  providing  physicians  and  other  health 
professionals  in  Kentucky  direct  access  to  medical 
literature  by  the  use  of  a new  toll-free  long  distance 
telephone  service. 

Mrs.  Betty  Maxson,  extension  librarian  for  the 
Ohio  Valley  Regional  Medical  Program,  sponsor  of 
the  telephone  library  service,  says  the  service  is 


offered  to  physicians,  dentists,  nurses,  pharmacists, 
technicians,  dietitians,  hospital  administrators,  thera- 
pists, public  health  personnel,  lawyers  working  on 
medical  cases  and  anyone  else  who  works  with  the 
health  sciences  and  needs  medical  or  related  infor- 
mation. 

Library  officials  report  that  the  library  received 
more  than  half  the  number  of  requests  during  the 
program’s  first  16  days  than  it  had  during  the  pre- 
ceding nine  months.  The  program  began  operation 
on  April  2. 

Services  of  the  OVRMP  long  distance  telephone 
operation  include  help  with  ordering  books,  gathering 
statistical  information,  getting  background  informa- 
tion on  certain  diseases,  photocopying  and  mailing 
of  journal  articles,  and  preparing  bibliographies  on 
particular  subjects. 

Calls  on  the  In-WATS  line  are  handled  by  li- 
brarians each  weekday  from  8 a.m.  to  5 p.m.  A tape 
answering  device  records  calls  during  evening  hours 
and  weekends.  The  In-WATS  number  for  the  medical 
library  extension  service  is  800-432-9516. 


New  Diagnostic  Computer  in  Ky. 

A computer  system  designed  to  assist  physicians 
in  the  diagnosis  of  acquired  and  congenital  pediatric 
diseases  has  been  installed  at  the  Hopkins  County 
Hospital  in  Madisonville. 

The  system,  called  Computer  Assisted  Diagnosis 
(CAD),  is  marketed  by  Mead  Johnson  Laboratories, 
Evansville,  Ind.  A physician  can  call  the  computer 
via  a teletypewriter  installed  in  his  office  or  hospital 
and  enter  his  findings  on  a patient.  The  computer 
then  lists  those  diseases  or  syndromes  related  to  the 
patient’s  symptoms.  Scientific  contributors  insure 
that  the  information  in  the  computer’s  memory  bank 
is  as  current  as  possible. 

Insurance  Page 
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The  preceding  remarks  are  not  necessarily  the 
opinion  of  the  insurance  editor.  They  were  presented 
for  the  information  of  the  Medical  Association.  It  is 
hoped  that  these  remarks  may  have  some  educational 
value. 

Lewis  Dickinson,  M.D. 

PHYSICIAN  NEEDED 
HODGENVILLE,  KENTUCKY 

(Larue  County  Seat) 
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\/  120  Bed  Institution 
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Pathologists  Elect  Dr.  Neudorfer 

The  Kentucky  Society  of  Pathologists,  at  their  an- 
nual spring  meeting,  chose  Karl  M.  Neudorfer,  M.D., 
Ashland  as  its  president-elect.  Doctor  Neudorfer 
practices  at  Kings  Daughters  Hospital  in  Ashland. 

The  program,  which  was  presented  by  Duane  N. 
Tweeddale,  M.D.,  Richard  P.  O’Neill,  M.D.,  and 
Arthur  Lieber,  M.D.,  all  of  Lexington,  was  on 
“Radiologic,  Clinical  and  Psychologic  Changes  in 
Pulmonary  Neoplasms.” 

Medical  Assistants  Annual  Mtg. 
Held  May  15-17  In  Louisville 

The  Kentucky  Society,  American  Association  of 
Medical  Assistants  installed  Mrs.  Guthrie  Veech, 
Louisville  as  their  1970-71  President  at  their  Eighth 
Annual  Convention,  held  May  15-17  in  Louisville. 

Mrs.  James  Pleasant,  C.M.A.,  Madisonville,  was 
chosen  as  the  Society’s  president-elect.  Other  of- 
ficers installed  were  Miss  Erlene  Russell,  Lexington, 
vice-president;  Miss  Pat  Kelly,  Louisville,  recording 
secretary;  Mrs.  Carolyn  Kelly,  Louisville,  treasurer, 
and  Mrs.  Faye  Jordan,  Louisville,  corresponding 
secretary. 


Guest  phy.sicians  appearing  on  the  program  in- 
cluded J.  Murray  Kinsman,  M.D.,  Jerry  Seligman, 
M.D.,  and  Allan  M.  Lansing,  M.D.,  all  from  Louis- 
ville. Mrs.  Marie  Young,  president-elect  of  the 
American  Association  of  Medical  Assistants  spoke 
to  the  group  on  “Membership.” 

Mrs.  Veech,  a past  president  and  vice-president  of 
the  Jefferson  County  Medical  Assistants,  is  also  a 
former  vice-president  of  KAMA. 

The  Pregnant  Person 

(Continued  from  page  454) 

person  who  will,  should  unforeseen  complications 
develop,  have  such  confidence  in  you  and  your  intel- 
lectual honesty  that  she  will  automatically  endow 
you  with  inherent  omnipotence  and  leave  the  worry- 
ing to  you.  That’s  your  job. 

And,  finally,  when  that  person  who  was  pregnant 
has  been  competently  delivered  and  is  now  a proud 
and  happy  mother  of  a lovely  child,  you  can  enjoy 
that  big  pay  off  for  the  true  physician — the  inner 
satisfaction  that  comes  from  a good  job  well  done, 
and  the  rewarding  knowledge  that  through  your  art 
as  well  as  your  scientific  know-how  you  have  brought 
health,  comfort,  and  happiness  to  another  human 
being. 


Survey  Finds  Placement  Services  Influence  Physician  Locations 


The  American  Medical  Association  recently  pub- 
lished the  findings  of  a survey  on  2,468  physicians 
practicing  in  nonmetropolitan  areas  of  the  United 
States.  The  findings,  published  in  Volume  85  of 
Public  Health  Reports,  were  compiled  by  Bond  L. 
Bible,  Ph.D.,  secretary  of  the  AMA  Council  on  Rural 
Health. 

One  response  of  the  survey  indicated  that  in- 
fluences on  choice  of  practice  sites  were  “best  open- 
ing,” geographic  preferences,  family  and  friends, 
leads  from  colleagues  or  others,  nearby  place  of  in- 
ternship, and  assistance  from  AMA  and  medical 
society  placement  services. 

The  KMA  Physician  Placement  Service  is  eager 


to  be  of  assistance  to  physicians  seeking  associates 
and  to  those  physicians  desiring  to  locate  in  the 
state. 

The  KMA  Service  compiles  a quarterly  report  en- 
titled “Physicians  Seeking  Locations”  w'hich  is  avail- 
able to  any  physician  upon  request.  Names  on  this 
list  include  scholarship  recipients,  recent  medical 
school  graduates,  physicians  discharged  from  military 
service  and  doctors  who  have  inquired  at  KMA 
or  the  AMA  about  available  locations  in  Kentucky. 
“Opportunities  for  Practice”,  a semi-annual  report,  is 
also  available  upon  request  to  those  wishing  to  prac- 
tice in  the  state.  Physicians  are  encouraged  to  make 
use  of  this  service. 


PHYSICIANS  DESIRING  ASSOCIATES  OR  REPLACEMENTS  IN  SPECIALTY  AREAS 


County 

City 

County 

City 

ANESTHESIOLOGY 

Barren 

Glasgow 

Muhlenberg 

Greenville 

Daviess 

Owensboro 

Pike 

Pikeville 

Hopkins 

Madisonville 

Rowan 

Morehead 

CARDIOLOGY 

Calloway 

Murray 

Harlan 

Harlan 

ENT  (OTOLARYNGOLOGY) 

Barren 

Glasgow 

Harlan 

Harlan 

Daviess 

Owensboro 

Hopkins 

Madisonville 

Christian 

Hopkinsville 

Pike 

Pikeville 

Hardin 

Elizabethtown 

Warren 

Bowling  Green 
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DERMATOLOGY 


Daviess 

Owensboro 

Pike 

Pikesville 

Warren 

Bowling  Green 

INTERNAL  MEDICINE 

Barren 

Glasgow 

Lawrence 

Louisa 

Christian 

Hopkinsville 

Madison 

Richmond 

Daviess 

Owensboro 

Mason 

Maysville 

Graves 

Mayfield 

Muhlenberg 

Greenville 

Hardin 

Elizabethtown 

Pike 

Pikeville 

Harlan 

Harlan 

Pulaski 

Somerset 

Henderson 

Henderson 

Shelby 

Shelbyville 

Hopkins 

Madisonville 

Warren 

Bowling  Green 

NEUROLOGY 

Hopkins 

Madisonville 

NEUROSURGERY 

Hopkins 

Madisonville 

Pike 

Pikeville 

OB-GYN 

Barren 

Glasgow 

Harlan 

Harlan 

Floyd 

McDowell 

Letcher 

Whitesburg 

Greenup 

Russell 

Madison 

Berea 

Daviess 

Owensboro 

Mason 

Maysville 

Hardin 

Elizabethtown 

Pike 

Pikeville 

Rowan 

Morehead 

OPHTHALMOLOGY 

Daviess 

Owensboro 

Madison 

Berea 

Hardin 

Elizabethtown 

Pike 

Pikeville 

Warren 

Bowling  Green 

ORTHOPAEDIC  SURGERY 

Christian 

Hopkinsville 

Pike 

Pikeville 

Graves 

Mayfield 

Scott 

Georgetown 

Hopkins 

Madisonville 

Warren 

Bowling  Green 

PEDIATRICS 

Bell 

Middlesboro 

Letcher 

Whitesburg 

Daviess 

Owensboro 

Mason 

Maysville 

Floyd 

McDowell 

Muhlenberg 

Greenville 

Harlan 

Harlan 

Perry 

Hazard 

Henderson 

Henderson 

Pike 

Pikeville 

PATHOLOGY 

Hopkins 

Madisonville 

Pike 

Pikeville 

PSYCHIATRY 

Jefferson 

Louisville 

Pike 

Pikeville 

RADIOLOGY 

Barren 

Glasgow 

Pike 

Pikeville 

Warren 

Bowling  Green 

SURGERY 

Garrard 

Lancaster 

Mason 

Maysville 

Greenup 

Russell 

Pendleton 

Falmouth 

Madison 

Berea 

Pike 

Pikeville 

Scott 

Georgetown 

UROLOGY 

Calloway 

Murray 

Mason 

Maysville 

Graves 

Mayfield 

Pike 

Pikeville 
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KMA  Plans  and  Development  Committee 

Thornton  E.  Bryan,  Jr.,  M.D.,  Cadiz,  Chairman 

KMA  Headquarters  Office  June  10,  1970 

The  KMA  Plans  and  Development  Committee 
held  their  third  meeting  during  this  Associational 
year  with  special  guests  representing  public  relations 
firms  in  attendance.  The  committee’s  two  primary 
subjects  under  discussion  included  the  feasibility  of 
KMA  utilizing  outside  public  relations  consultants 
and  a continuing  effort  to  coordinate  the  services  of 
specialty  groups  and  other  medical  organizations. 

The  committee  heard  representatives  of  two  PR 
firms  discuss  proposals  relating  to  what  their  organi- 
zations could  do  for  KMA.  A definitive  recommen- 
dation was  made  to  the  Board  of  Trustees.  In  ad- 
dition, representatives  of  various  specialty  groups 
were  in  attendance  to  further  discuss  utilizing  KMA 
to  house  administrative  services  for  specialty  group 
organizations.  The  committee  agreed  that  an  Inter- 
specialty Council  should  be  established  to  pursue 
this  subject. 

Advisory  Committee  to  Blue  Shield 

Kenneth  P.  Crawford,  M.D.,  Louisville,  Chairman 

KMA  Headquarters  Office  June  4,  1970 

The  Advisory  Committee  to  Blue  Shield  recently 
held  their  annual  meeting  and  were  pleased  to  have 
representatives  of  the  Blue  Shield  staff  in  attendance. 

There  were  many  items  discussed  by  the  commit- 


tee and  specific  attention  was  directed  to  the  Usual, 
Customary  and  Reasonable  Program  approved  by  the 
House  of  Delegates  and  implemented  by  Kentucky 
Physician’s  Mutual. 

The  committee  plans  to  make  a full  report  on  this 
program  and  other  items  relating  to  the  pre-payment 
system  to  the  House  of  Delegates  in  September.  In 
addition,  the  percentage  of  physicians,  by  county, 
participating  in  the  UCR  Program  will  be  noted  for 
the  House  of  Delegates  consideration. 

KMA  Educational  Television  Committee 

Thomas  L.  Heavern,  Jr.,  M.D.,  Highland  Heights, 
Chairman 

University  of  Kentucky  May  19,  1970 

Med  cal  Center 

The  KMA  Educational  Television  Committee 
traveled  to  Lexington  on  May  19  to  hold  their  fifth 
meeting  of  the  Associational  year.  Discussion  in- 
cluded a review  of  potential  funding  sources  and 
plans  for  coordinating  next  year’s  PAN  MED  series 
which  will  be  shown  over  Kentucky  Educational 
Television  in  October. 

A major  part  of  the  meeting  was  spent  reviewing 
programs  to  determine  those  which  will  be  included 
in  future  program  scheduling.  The  committee  also 
finalized  arrangements  to  “re-run”  the  initial  series 
over  the  KET  Network  during  the  summer  months. 
The  re-runs  will  begin  on  June  3 and  will  be  shown 
every  Wednesday  evening  at  9:30  p.m. 


—The  lowest  priced  tetracycline— nystatin  combination  available— 
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Radiation  Therapy  of  Larynx — Foste 

(Continued  from  page  442) 
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9.  Eaclesse,  F. : Clinical  Experience  with  Ultrafractionated 
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22.  Moss,  W.  T.  and  Brand,  W.  N. : Therapeutic  Radiology — 
C.  V.  Mosby  Co.  pp.  169,  1969. 
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1963. 
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Neck  Dissection  with  and  without  Pre-operative  X-ray  Therapy. 
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Radiotherapy  for  Supraglottic  Larynx  Cancer.  Ann.  Otol.  Rhin, 
and  Laryng.  11  : 222  -229:  April,  1968. 

46.  Reed,  G.  F.:  Pre-operative  Irradiation  in  Laryngeal 
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47.  Lindberg,  R.,  Jesse,  R.  H.:  Treatment  of  Cervical  Lymph 
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for  Neck  Dissection.  S.  Clin.  North  America,  47  : 1131  - 
1137:  Oct.,  1967. 

Legislation  Proposed  To  Change 
National  Medicare  Program 

The  House  Ways  and  Means  Committee  recently 
approved  legislation  that  would  change  the  medicare 
program  to  permit  prepaid  closed-panel  group  prac- 
tice care  and  would  set  ceilings  on  physicians’  fees 
under  medicare  and  medicaid. 

Among  the  recommendations  concerning  Medicare 
and  Medicaid,  the  Committee  suggested  these  major 
changes; 

Part  A for  Ineligible  Aged.  This  would  permit 
those  over  65  who  are  otherwise  ineligible  for  Medi- 
care benefits  to  enroll  in  the  Part  A program  by 
paying  the  total  premium,  at  the  initial  rate  of  $27 
per  month. 

Health  Maintenance  Organization  Option.  Indi- 
viduals eligible  for  Medicare  benefits  could  choose 
to  have  their  care  provided  by  a Health  Mainte- 
nance Organization  (a  prepaid  group  health  or  other 
capitation  plan).  The  government  would  reimburse 
the  health  organization  on  a capitation  basis  not  to 
exceed  95  per  cent  of  the  cost  of  Medicare  benefits 
provided  the  beneficiaries  in  the  area  not  covered 
under  the  Health  Maintenance  Organization. 

Limitation.'!  on  Recognition  of  Physician  Fee  In- 
creases. Physician  charges  under  Titles  5,  18,  19  of 
the  Social  Security  Act  would  be  limited  by  providing 
that  during  fiscal  1971,  medical  charge  levels  recog- 
nized as  prevailing  could  not  be  increased  beyond 
the  75  percentile  of  actual  charges  in  a locality  dur- 
ing calendar  year  1969. 

Termination  of  Payments  to  Providers.  The  Secre- 
tary of  HEW  could  terminate  payment  for  services 
rendered  by  a supplier  of  health  and  medical  services 
deemed  to  be  guilty  of  program  abuses.  Program 
review  teams  would  be  established  to  furnish  the  Sec- 
retary professional  advice  in  carrying  out  this  au- 
thority. 

Chiropractic  Services.  The  Department  of  HEW 
would  conduct  a study  covering  chiropractic  service 
“on  a very  limited  basis”  under  Medicare  utilizing 
the  experimental  authority  under  the  Medicaid  pro- 
gram. The  report  of  the  study  would  have  to  be  sub- 
mitted to  the  Congress  within  two  years. 
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Rely  on  SOUTHERN  OPTICAL  accuracy 


6 convenieni 
locations  in  LOUISVILLE 
plus  BOWLING  GREEN 

CHARGE  ACCOUNTS 
INVITED 


SOUTHERN  OPTICAL  BLDG 
' 640  S 4th.  between  Broadway  & Chestnut 
MEDICAL  ARTS  BLOG  ' MEDICAL  TOWERS 
Eastern  Parkway  I Floyd  & Gray 

ST  MATTHEWS 

108  McArthur  Dr 
CONTACT  LENSES.  640  S 4th 


HIGHLAND  HOSPITAL 


Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  rirugs,  social  service  work  with  families,  family  therapy,  and  an 
extensive  and  well  organized  activities  program,  including  occupational  therapy,  art  therapy, 
music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treat- 
ment program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs 
of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704-254-3201 


474 


July  1970  • The  Journ 


Application 

FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBIT  SECTION 


1970  Annual  Meeting 

Convention  Center 


Kentucky  Medical  Association 

Louisville,  Kentucky  September  22,  23,  24 


Fill  Out  and  Mail  to; 

T.  R.  MARSHALL,  M.D.,  Chairman 

Committee  on  Scientific  Exhibits 
Kentucky  Medical  Association 
3532  Ephraim  McDowell  Drive 
Louisville,  Kentucky  40205 

Applications  for  space  should  be  received 
before  July  1,  1970 

Dimensions  and  structure  of  KMA  Scientific 
booth  are  shown  in  accompanying  illustration 


1.  Title  of  Exhibit:  

2.  Name  (s)  of  Exhibitor  (s):  (AMA  Member?) 

Institution  (if  desired);  

Mailing  Address 

3.  Do  you  have  a built-in  exhibit? 

4.  Description  of  Exhibit;  (Attach  Brief  Description  Not  To  Exceed  50  Words  to  this  blank) 

5.  Exhibit  will  consist  of  the  following:  (Check  which) 

Charts  and  Posters.  . . . Photographs.  . . . Drawings.  . . . X-rays  .... 

Specimens.  . . . Moulages.  . . . Other  Material 

6.  Booth  Requirements:  (Describe) 

Amount  of  total  wall  space  needed? 

Back  wall  Side  walls  (All  side  walls  are  4')  

Square  feet  needed? Shelf  desired?  (yes  or  no)  

7.  Indicate  sources  of  assistance  provided  to  you  in  connection  with  the  exhibit 

8.  Has  this  exhibit  been  exhibited  before?  If  so,  when  & where? 

Date  


Signature  of  Applicant 


The  Kentucky  Medical  Association  will  provide  without  cost  to  the  exhibitor  the  following;  Exhibit 
space,  shelves,  sign  for  booth,  current,  bracket  lights,  provided  all  items  are  approved  in  advance 
by  the  committee. 

Cost  of  transporting  exhibits  to  the  meeting  must  be  borne  by  the  individual  exhibitor  as  well  as 
costs  of  cards,  signs,  etc.,  which  are  a part  of  the  exhibit. 

View  boxes,  furniture,  decorations,  etc.,  may  be  rented,  if  desired,  by  applying  directly  to  Jos.  T. 
Griffin  Company,  704  West  Main  Street,  Louisville  40202,  who  supply  equipment  for  the  annual 
KMA  meeting. 

Due  to  the  shortage  of  space,  please  have  your  exhibit  as  compact  as  possible. 
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Bristol  Laboratories  414-415 

Burroughs  Wellcome  Company  456 

Campbell  Soup  Company  443 

Conal  PKarmaceeticals  446 

Dow  Chemical  Company  455 

Flint  Laboratories  408 

Ceigy  Pharmoceuticols  458-459 
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Handley,  J.  D.,  M.D 469 

Highland  Hospital  474 

Hypion,  Westcott  & Dunning,  Inc 409 
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Lederle  Laboratories  411 ,462,472,477 

Lilly,  Eli  & Company  428 

Medical  Protective  Company  461 

National  Drug  Company  41 7-41 8,467-468 

Poythress,  Wm.  P.  Company  457 

Private  Practice  Opportunity  414 

Roche  Laboratories  473 

Schering  Laboratories  423-426 

Schmid,  Julius,  Inc 420-421 
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Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 
chancroid 
diphtheria 
endocarditis 
genitourinary 
infections 
gonorrhea 
granuloma  inguinale 
listeriosis 
lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 


call  me“AchroV 


Every  pharmacist  knows  ACHRO®  V stands  for  ACHROMYCIN®  V 


Contraindications:  Hypersensitivity  to 
tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower  doses 
are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations. 
Photodynamic  reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment 
if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  5^/n— maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  urticaria, 

angioneurotic  edema,  anaphylaxis. 
Intracranial— hu\g\ng  fontanels  in  young 
infants.  Tieer/;— yellow-brown  staining; 
enamel  hypoplasia.  anemia,  throm- 

bocytopenic purpura,  neutropenia,  eosino- 
philia.  L/vcr— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


AchromyciifV 

Tetracycline 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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anxiety: 
the  tyrant 


Excessive  anxiety  can  often  dominate  the  patient  made 
vulnerable  by  illness,  surgery,  prolonged  emotional  stress.  It  can 
induce  or  aggravate  symptoms,  disrupt  medical  management, 
divert  energy  the  patient  needs  for  recovery. 

The  antianxiety  action  of  Librium®  (chlordiazepoxide  HCD— 
used  adjunctively  or  alone— has  demonstrated  clinical 
usefulness  in  virtually  every  field  of  medical  practice  where 
anxiety  complicates  the  patient's  condition. 


for  the  patient 
ruled  by  anxiety 

Librium® 

(chlordiazepoxide 
HCl)5-mg,  10-mg, 
25-mg  capsules 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  re- 
ported on  recommended  doses,  use 
caution  in  administering  to  addiction- 


prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence 
of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective 


measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 
ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may 
appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocyto- 
sis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 


ckr°=-izb 


Roche 

laboratories 


Division  of  Hoffmann  - La  Aoche  Inc 
NuUcy  New  Jersey  07f  10 
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A valuable  hospital  antibiotic 
—when  there  is  no  time 


in  severe  systemic  infections— postoperative  bacteremia.  Gram-negative/staph  pneu- 
monias or  neonatal  sepsis— Kantrex®  (kanamycin  sulfate)  is  often  indicated  before  results 
of  customary  sensitivity  tests  can  be  reported.  Clinical  response  is  often  seen  within  24- 
48  hours  in  susceptible  infections,  with  remission  soon  after. 


1 0 years  of  experience  confirm  the  continuing  effectiveness  of  Kantrex®against  many 
Gram-negative  bacilli  (most  Pseudomon^^^resistant)  and  staph. 


Indications:  Serious  infections  due  to  susceptible  strains  of  E.  coH.  Proteus  sp„ 
A.  aerogenes,  K.  pneumoniae,  Serratia  marcescens  and  Mima-Herellea.  Culture 
and  sensitivity  studies  should  be  performed. 

Contraindications:  A history  of  hypersensitivity  to  the  drug.  Prior  auditory  damage 
by  kanamycin  or  other  agents  may  be  a contraindication  if  effective  alternative 
therapy  is  available. 

Precautions:  Obtain  audiograms  before  and  during  therapy  in  patients  with  renal 
dysfunction  when  treatment  lasts  more  than  5 days.  Stop  Kantrex  if  tinnitus  or 


carefully  as  outlined  in  the 


Brief  Summary  of  Prescribing 
Information.  (7)6/1 9/70.  For  com- 
plete information,  consult  Official 
Package  Circular 


Warning : I rreversible  deafness  can  oc-  \ 
cur.  Tinnitus  or  vertigo  may  also  occur  \ 
and  indicate  vestibular  damage  and  im-  N. 
pending  deafness.  The  risk  is  sharply  increased  ' 
with  renal  dysfunction.  In  such  cases,  decrease  size 
and  frequency  of  doses.  Discontinue  kanamycin  and 
check  hearing  if  azotemia  increases.  Watch  carefully  for  oto- 
toxicity  in  older  patients  and  patients  receiving  more  than  1 5 Gm.  of  kana- 
mycin. To  avoid  neuromuscular  paralysis  with  respiratory  depression,  post- 
pone intraperitoneal  instillation  in  post-operative  patients  until  recovery 
from  anesthesia  and  muscle  relaxants  is  complete.  Avoid  concurrent  use  of 
other  ototoxic  drugs  including  ethacrynic  acid.  Safety  in  pregnancy  is  not 
established. 


Because  of  potential  ototoxicity, 
official  package  circular. 


tructions 


hearing  loss  occurs.  Hydrate  patients 
to  prevent  chemical  irritation  of  the 
renal  tubules.  Assess  renal  function 
periodically,  both  before  and  during  ther- 
apy. If  signs  of  renal  irritation  occur  (casts, 
cells,  proteinuria)  increase  hydration  and  re- 
duce the  dosage  or  the  frequency  of  dosage  if  neces- 
sary-in  azotemic  patients  the  frequency  (in  hours)  of 
doses  may  be  obtained  by  multiplying  the  serum  creatinine 
by  9.  If  azotemia  or  oliguria  occur,  discontinue  therapy.  Mycotic 
or  bacterial  superinfection  may  occur. 

Adverse  Reactions:  Irritation  or  pain  at  the  injection  site,  skin  rash,  drug  fever, 
headache  and  paresthesias. 

Dosage  and  Administration:  The  maximum  total  daily  dose  should  not 
exceed  1.5  Gm.  by  all  routes  of  administration.  The  usual  dose  is  7.5  mg./Kg./12 
hours  l.M.  The  average  adult  dose  is  1 Gm.  daily.  Uncomplicated  infections  due  to 
sensitive  organisms  should  respond  in  24  to  48  hours.  If  no  response  occurs  in 
3 to  5 days,  stop  therapy  and  recheck  the  bacterial  sensitivities.  Hydrate  patients 
well  to  minimize  renal  irritation.  Inject  deeply  into  the  upper  outer  quadrant  of 
the  gluteal  muscle.  Discard  partially  used  vials  after  48  hours.  The  drug  should 
not  be  physically  mixed  with  other  antimicrobials. 

Supplied:  Rubber  capped  vials  as  a ready-to-use  sterile  aqueous  solution  in  two 
concentrations:  0.5  Gm.  in  2 ml.  and  1.0  Gm,  in  3 ml.  Also  available — Pediatric 
Injection  75  mg.  in  2 ml.  A.H.F.S.  Category  8:1 2.28 

BRISTOL  LABORATORIES 

Division  of  Bristol-Myers  Company,  Syracuse.  New  York  13201 


BRISTOL 


KANTREX*  INJECTION 

(kanamycin  sulfate) 


HWiD  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OP 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  2120X 
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A urinary  tract 
infection  was 
eliminated  last  week 

estinal  monilial  overgrowth 
has  appeared 
this  week 


For  women  who  are  diabetic  or  debilitated,  oral  antibiotic 
therapy  often  sets  the  stage  for  monilial  overgrowth  in  the 
intestine. 

When  you  anticipate  such  a problem,  take  action  with 
DECLOSTATIN  300.  It  combines  the  broad-spectrum  potency 
of  demethylchlortetracycline  with  the  antifungal  effectiveness 
of  nystatin-it  helps  avoid  monilial  take-over.  Experience  has 
shown  DECLOSTATIN  to  be  highly  useful  for  many  women 
patients;  individual  culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

It  doesn’t  let  monilia  begin 
where  bacteria  end. 

Declostatin  300 


Demethylchlortetracycline  HCI  300  mg  and 

Nystatin  500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN  ® Demethylchlortetracycline,  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracycl  ines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 
cycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects.' Gastrointestinal  system -anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin  — 
maculopapular  and  erythematous  rashes;  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity;  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney -rise  in  BUN,  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth-dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b i.d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  tor  10  days,  even  though  symptoms 
have  subsided. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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MESSAGE 
EROM  THE 
PRESIDENT 


1970  AMA  Annual  Convention 

Thorough  preparation  made  this  AMA  Annual  Convention  an  uninterrupted 
one.  For  the  first  time  in  the  AMA  history,  the  House  of  Delegates  appointed 
a special  reference  committee  to  hold  a public  forum  for  consumers  and  repre- 
sentatives of  groups  to  present  their  thoughts  on  medical  and  health  care.  I heard 
three  hours  of  statements  on  Sunday  afternoon.  Many  of  the  consumer  suggestions 
concerned  AMA  programs  that  are  already  established  and  doing  well.  The 
committee  recommended  to  the  AMA  Board  of  Trustees  that  consideration  be 
given  to  an  open  consumer’s  forum  at  each  AMA  Annual  and  Clinical  Convention. 

Much  debate  occurred  before  the  reference  committee  and  in  the  House  con- 
cerning AMA’s  policy  on  therapeutic  abortion  for  only  five  specific  reasons. 
Under  the  new  AMA  policy,  abortion  is  deemed  “a  medical  procedure  to  be 
performed  by  licensed  physicians  in  an  accredited  hospital  and  only  after  con-  ; 
sultation  with  two  other  physicians  chosen  for  their  professional  competence.”  , 
It  was  specifically  spelled  out  that  “no  person  or  institution  can  be  required  to 
perform  an  abortion.”  The  policy  statement  says  that  an  M.D.  may  “withdraw 
from  a case  so  long  as  the  withdrawal  is  consistent  with  good  medical  practice.” 

I further  specified  that  “neither  physician,  hospital  nor  hospital  personnel  shall 
be  required  to  perform  any  act  violative  of  personally  held  moral  principles.” 
Last,  but  not  least,  I want  to  comment  briefly  on  the  efforts  of  all  Kentucky 
physicians  on  our  desire  to  elect  Robert  C.  Long,  M.D.,  as  President-Elect  of 
the  American  Medical  Association.  All  of  us  who  had  an  opportunity  to  attend 
the  convention  felt  that  we  had  the  best  candidate.  The  work  done  by  members  of 
the  KMA  and  its  many  friends  was  highly  commendable.  Our  loss  of  the  presi- 
dential bid  on  the  third  and  final  ballot  did  not  erase  a very  deep  and  lasting 
impression  made  by  the  fine  Kentucky  delegation  on  all  in  attendance  at  the  AMA 
meeting.  In  our  minds  Bob  remains  the  best  candidate.  One  could  think  that  he 
now  has  more  time  to  devote  to  his  great  loves,  his  family  and  the  practice  of 
medicine.  It  is  my  prediction  that  he  will  continue  in  the  high  ranks  of  leadership. 
KMA  is  justly  proud  of  Bob,  a highly  respected  and  capable  member,  and  his 
fine  family. 
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One  of  seven  dosage  forms 

Thorazine* 


““Chlorpromazine  HO 

Spansule* 

I brand  of  sustained  release  capsules 


Available  in  30  mg.,  75  mg.,  150  mg.,  200  mg.  and  300  mg.  strengths. 


Smith  Kline  & French  Laboratories 
Philadelphia,  Pa.  19101 
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Brief  Summary  of  Prescribing  Information- 

9-9/12/(>9.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sjmpathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea,  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salutensin' 

hydroflumethiazide,  50  mg./reseipine, 

0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORLES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


The  antihypertensive  therapy 
that  is  easy  to  live  with; 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy-to-live-with  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

*Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-Iive  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

^asy-to-live  with  cost  of  therapy.  The  one  to  two 
^ tablets  a day  maintenance  dose  makes  Salutensin 
economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 


Salntenair 

hydroflumethiazide,  50  mg./ reserpine, 
0,125  mg.  protoveratrine  A,  0.2  mg. 


From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  1-69.  This  22-year-old  married 
white  gravida  2,  para  1,  had  prenatal  care 
during  the  first  two  trimesters  of  this 
pregnancy  in  another  state.  No  problems  were 
encountered. 

Sh:  was  seen  on  three  occasions  from  1/8/ 
69  to  2,' 12/69.  Weight  gain  was  24  pounds. 
Her  blood  pressure  on  the  last  clinic  visit, 
2/12/69,  was  120/80  with  a trace  of  pro- 
teinuria. 

At  2 p.m.  on  February  23,  1969,  at  38 
weeks  gestation,  she  fainted  or  fell  as  she  left 
church.  At  3:55  p.m.  she  was  seen  by  a 
physician,  unconscious,  in  a morbid  state.  She 
was  chewing  her  tongue  and  was  described 
as  in  “status  epilepsy.”  Blood  pressure  was 
160/100.  An  attempt  was  made  to  get  her 
mouth  open  sufficiently  to  establish  an  airway. 
However,  this  could  not  be  done.  Oxygen  was 
administered.  Her  position  was  shifted  after 
giving  10  cc  of  50  per  cent  Magnesium  sulfate 
IM,  5 Gr  Phenobarbital  IV  at  3:55  p.m.  At 
4:10  p.m.  another  4 Gr  of  Phenobarbital  IV 
was  given  before  she  was  referred  back  to  the 
clinic  where  she  had  been  receiving  prenatal 
care. 

She  arrived  in  the  emergency  room  of  the 
hospital  at  5:13  p.m.,  cyanotic,  comatose,  with 
a poor  airway.  No  blood  pressure  or  fetal 
heart  tones  were  audible.  Before  an  adequate 
airway  could  be  established,  cardiac  arrest 
occurred.  She  responded  to  cardiac  massage, 
but  failed  to  maintain  perfusion  despite  ad- 
ministration of  NaHCO.3,  calcium,  vasopressors 
and  transcutaneous  cardiac  pacemaker.  She 
expired  at  6:40  p.m.  Post  mortem  examination 
was  refused. 

The  clinical  Impression  was  cardiac  arrest 


secondary  to  airway  obstruction  presumably 
due  to  eclampsia. 

Comment 

This  case  was  considered  to  have  prevent- 
able factors  that  contributed  to  the  patient’s 
death.  Although  the  etiology  of  her  convulsions 
cannot  be  established  since  post  mortem  exami- 
nation was  refused,  the  Committee  indicated 
that  a proper  airway  should  have  been  estab- 
lished by  an  endotracheal  tube  or  tracheotomy. 
The  wisdom  of  transporting  such  a patient  a 
long  distance  was  questioned.  It  would  appear 
that  the  clinical  impression  was  correct  that 
death  was  due  to  anoxia  secondary  to  airway 
obstruction.  Perhaps  closer  attention  to  and 
treatment  of  the  blood  pressure  of  120/80  and 
trace  of  proteinuria  should  have  been  carried 
out  on  the  clinic  visit  of  2/ 1 2/69.  At  this  stage 
of  gestation  (38  weeks)  she  should  have  been 
seen  weekly. 

From  the  information  available,  the  cause 
of  the  convulsions  could  have  been  eclampsia, 
a cerebral  vascular  accident  or  massive  pul- 
monary embolus.  Since  the  patient  had  not 
been  seen  by  a physician  for  1 1 days,  eclamp- 
sia is  a good  possibility.  Cerebral  vascular  ac- 
cident accounts  for  a large  number  of  maternal 
deaths.  Barnes  and  Abbott^  found  that  in  170 
maternal  deaths,  36  were  caused  by  cerebral 
complications.  Inman  and  Vessey-  report  a 
mortality  rate  of  0.2/100,000  women  in  this 
age  group  due  to  thromboembolic  disease. 

References 

1.  Barnes,  J.  L.  and  Abbott,  K.  H.;  Caliiorm , Med.  91:237. 
1959. 

2.  Inman,  W.  H.  W.  and  Vessey,  M.  P : Brit.  Med.  J. 
2:193.  1968. 
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After  only  one  year: 

Administered 
to  more  peqple  dian 
live  in  Lexington, 

Covington, 
and  Owensborot 


injection 

*An  estimated  208,000  patients  have  received  GARAMYCIN  Injectable  to  date.  The  combined  population  of  Lexington,  Covington,  and 
Owensboro  is  192,500.  (Estimated  1969  figures  from  The  New  York  Times  Encyclopedic  Almanac  1970.) 


See  Clinical  Considerations  section  on  last  page... 


fentamian  I sulfate 
injection 


ADULT  DOSAGE  GUIDELINES 

See  definitive  prescribing  information  in  Package  Insert. 

Patients  with  Normal  Renal  Function 


Total  Daily  Dose  (administered 

in  two,  three,  or  four  divided  doses) 

Urinary  Tract 
Infections  (due 
to  susceptible 
strains  of 
gram-negative 
bacteriajf 

Less  Severe 
0.8-1.2  mg./kg. 
for  7-10  days 

Resistant/ 
Moderately  Severe 
Larger  doses  or 
additional  antibac- 
terial therapy 
should  be  consid- 
ered in  severe 
urinary  tract  infec- 
tions or  in  resistant 
cases  involving  the 
renal  parenchyma 
or  anatomic 
anomaly. 

Serious  / Life- 
Threatening 

up  to  5 mg./kg. 

Other  Infections 
including  bacter- 
emia, infected 
surgical  wounds, 
severe  soft  tissue 
infections,  and 
respiratory  tract 
infections  (due  to 
susceptible  strains 
of  gram-negative 
bacteria) 

3 mg./kg.  for  7-10  days 

fAlkalinization  of  the  urine  may  be  a useful  therapeutic  adjunct. 

Patients  with  Impaired  Renal  Function 

16  minimize  the  risk  of  ototoxicity  in  patients  with  impaired  kidney 
function,  only  the  first  dose  should  be  that  normally  recommended.  Each 
subsequent  dose  should  be  half  or  less  of  that  recommended  for  patients 
with  normal  renal  function,  depending  upon  the  degree  of  renal 
impairment. 

In  patients  with  renal  failure  who  are  undergoing  14-hour  hemodialysis 
twice  weekly,  administration  of  1 mg./kg.  GARAMYCIN  Injectable  at 
the  end  of  each  dialysis  period  has  been  suggested. 

Clinical  Considerations 

Indications:  GARAMvaN  Injectable  is  clinically  effective  in  infections 
due  to  susceptible  strains  of  gram-negative  bacteria,  including 
Pseudomonas  aeruginosa,  and  species  of  indole-positive  and  indole- 
negative Proteus,  Escherichia  coli,  and  Klebsiella- Aerobacter.  Bac- 
teriologic  studies  should  be  conducted  to  identify  the  causative 
organism  and  to  determine  its  sensitivity  to  gentamicin  sulfate. 
Sensitivity  discs  of  the  drug  are  available  for  this  purpose.  If  the 
susceptibility  tests  indicate  that  the  causative  organism  is  resistant 
to  gentamicin  sulfate,  other  appropriate  antibiotic  therapy  should 
be  instituted. 


IN  VITRO  INHIBITION  OF  CLINICALLY  IMPORTANT 
BACTERIA  BY  GENTAMICIN  SULFATE 
(TUBE  DILUTION  STUDIES) 


BACTERIA 

No.  of 
Strains 
Tested 

No.  of  Strains 
(%)  Inhibited  by: 

4 mcg./cc.  8 meg./ cc. 

or  less  or  less* 

No.  of 
In  Vitro 
Studies 

Staphylococcus  aureus 

1,210 

1,200 

(99%) 

1,206 

(99%) 

11 

Pseudomonas 

aeruginosa 

885 

771 

(87%) 

828 

(93%) 

16 

Escherichia  coli 

836 

736 

(88%) 

779 

(93%) 

11 

Indole-positive  and 
indole-negative 
Proteus  species 

477 

210 

(44%) 

358 

(75%) 

12 

Klebsiella- Aerobacter 
species 

292 

205 

(70%) 

231 

(79%) 

10 

♦Number  of  strains  (%)  of  gram-negative  bacteria  inhibited  by  10 
mcg./cc.  or  less  are  as  follows:  Pseudomonas  aeruginosa,  828  (93%); 
Escherichia  coli,  792  (95%);  Proteus  species,  393  (82%);  Klebsiella- 
Aerobacter  species,  284  (97%).  From  same  studies  as  above. 

Source:  Package  Insert 


'Fhis  drug  should  be  limited  to  the  treatment  of  serious  infections 
caused  by  gram-negative  bacteria,  particularly  Pseudomonas'  aeru- 
ginosa, Proteus  and  other  susceptible  organisms,  with  due  regard 
for  relative  antibiotic  toxicity.  Therefore,  the  drug  should  be  con- 
sidered for  use  against  gram-negative:  1.  Bacteremia;  2.  Infected 
surgical  wounds;  3.  Severe  soft  tissue  infections,  including  burns 
complicated  by  sepsis;  4.  Respiratory  tract  infections;  and  5.  Selected 
cases  of  urinary  tract  infection. 


Contraindications:  Garamycin  Injectable  is  contraindicated  in  ii 
dividuals  with  a history  of  hypersensitivity  or  toxic  reactions  : 
gentamicin. 


Warnings:  Patients  receiving  treatment  with  GARAMYCIN 
should  be  under  close  clinical  observation  because  of  the  toxic- 
ity associated  with  the  use  of  this  drug.  Ototoxicity,  vestibular 
and  auditory,  can  occur  in  patients,  primarily  those  with  pre- 
existing renal  damage,  treated  with  GARAMYCIN  Injectable, 
usually  for  longer  periods  or  with  higher  doses  than  recom- 
mended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  this 
should  be  kept  in  mind  when  it  is  used  in  patients  with  pre- 
existing renal  impairment.  Kidney  function  diminished  by 
infection  of  the  upper  urinary  tract  may,  however,  improve  i 
during  effective  treatment  with  GARAMYCIN  Injectable. 
Concurrent  administration  of  potentially  ototoxic  drugs  such 
as  streptomycin  and  kanamycin  or  of  potentially  nephrotoxic  i 
drugs  such  as  polymyxin,  colistin,  and  kanamycin  with  genta-  . 
micin  sulfate  has  not  been  shown  to  afford  any  clinical  i 
advantages  and,  moreover  may  result  in  additive  toxicity,  j 
Monitoring  of  vestibular,  cochlear,  and  renal  function  will  | 
provide  guidance  for  therapy  in  such  cases. 


Precautions:  In  patients  with  impaired  renal  function  in  whoc 
serious  infection  develops,  serum  concentrations  of  the  drug  ma  ■ 
rise,  with  consequently  increased  risk  of  ototoxicity.  In  these  pa 
tients  or  in  those  in  whom  recommended  dosage  or  duration  o 
therapy  must  be  exceeded  as  a life-saving  measure,  routine  studie  i 
of  kidney  function  should  be  performed  when  possible.  These  ma 
be  supplemented  by  evaluation  of  the  vestibular  and  auditory  func 
tion  and  measurement  of  serum  concentration  of  the  drug  whei  ' 
feasible.  Serum  concentrations  of  gentamicin  should  be  maintainei  1 
below  the  range  of  10-12  mcg./ml.  to  reduce  risk  of  ototoxicity. 
Ordinarily,  treatment  should  not  be  given  for  more  than  7 to  1(  ■ 
days  or  be  repeated  unless  required  for  serious  infection  not  re 
sponsive  to  other  agents. 

As  with  other  antibiotics,  treatment  with  Garamycin  Injectabl: 
may  occasionally  result  in  overgrowth  of  nonsensitive  organisms,  li 
superinfection  occurs,  appropriate  therapy  is  indicated. 

Safety  for  use  in  pregnancy  or  the  potential  for  fetal  ototoxicity  oi 
nephrotoxicity  have  not  been  established.  Studies  in  pregnant  ani- 
mals have  not  revealed  teratogenic  or  ototoxic  effects  in  the  fetus 
Garamycin  Injectable  should  not  be  used  in  pregnant  patients  oi 
in  women  of  childbearing  age  unless  its  use  is  deemed  advisablfj 
by  the  physician. 

Adverse  Reactions:  The  overall  incidence  of  ototoxicity  considerei  . 
related  to  treatment  with  Garamycin  Injectable  was  2.8  per  cert 
(16  of  565  patients).  Contributory  factors  (two  or  more  factors  wert 
relevant  to  most  patients)  were  as  follows:  10  had  azotemia,  U 
received  a total  of  1 gram  or  more  of  the  drug,  7 had  recently  re 
ceived  other  potentially  ototoxic  antibiotics  (streptomycin  or  kana- 
mycin), and  5 were  over  60  years  of  age.  Six  also  had  decreasej 
high-tone  hearing  acuity,  which  returned  to  or  toward  normal  it 
the  4 patients  retested. 

Analysis  of  BUN  data  indicated  that  4 (2%)  of  172  patients  showed 
increases  in  BUN  that  were  probably  related  to  treatment  with 
Garamycin  Injectable.  Of  20  increases  probably  or  possibly  related 
to  treatment,  7 were  reversible,  9 occurred  in  terminal  patients,  and 
4 had  no  follow-up. 

Other  adverse  reactions  associated  with  treatment  were  one  instance 
each  of  urticaria,  decreased  hematocrit,  and  reversible  depression 
of  granulocytes  with  normal  bone  marrow.  Other  rarely  reported 
and  possibly  treatment-related  adverse  reactions  were  anemia,  in- ! 
creased  reticulocyte  count,  rash,  purpura,  drug  fever,  hypotension,  i 
convulsions,  twitching,  salivation,  nausea,  vomiting,  increased  trans- 
aminase activity  (SGOT  or  SGPT),  increased  serum  bilirubin,  de- 
creased serum  calcium,  and  joint  pain. 

Packaging:  Garamycin  Injectable,  40  mg./cc.,  2-cc.  multiple-dosa ! 
vials,  for  intramuscular  administration.  ! 

For  more  complete  prescribing  details,  consult  package  insert  oi  i 
Physicians’  Desk  Reference.  Schering  literature  is  also  availabh  | 
from  your  Schering  Representative  or  Medical  Services  Department  I 
Schering  Corporation,  Union,  New  Jersey  07083. 

AHFS  CATEGORY  8:12.28  S-021  i 


Continuing  Educational 


From  The 


Opportunities 


KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 


IN  SURROUNDING  STATES 


AUGUST 

12  PANMED  television  series,  “Detection  of  Oral 
Cancer,”  KETV-TV  9:30  p.m.  EDT  (8:30  pm. 
CDT) 

19  PANMED  television  series,  “Family  Prescription 
Records,”  KETV-TV  9:30  p.m.  EDT  (8:30  p.m. 
CDT) 

26  PANMED  television  series,  “Football  Injuries,” 
KETV-TV  9:30  p.m.  EDT  (8:30  p.m.  CDT) 


SEPTEMBER 

2 PANMED  television  series,  “Organizing  for  Ef- 
fective Management,”  KETV-TV  9:30  p.m.  EDT 
(8:30  p.m.  CDT) 

9 PANMED  television  series,  “Molar  Uprighting,” 
KETV-TV  9:30  p.m.  EDT  (8:30  p.m.  CDT) 

16  PANMED  television  series,  “Drug  Information,” 
KETV-TV  9:30  p.m.  EDT  (8:30 

16- 19  Emergency  Care  and  Transportation  of  Sick 

and  Injured  Persons  advanced  course,  Uni- 
versity of  Kentucky,  Lexington 

17- 19  Postgraduate  course,  “Pulmonary  Function 

Tests  in  Management  of  Chest  Disease,”  Uni- 
versity of  Kentucky  Medical  Center,  $35  fee. 

22-24  Annual  Meeting,  Kentucky  Medical  Associa- 
tion, Convention  Center,  Louisville 

23  PANMED  television  series,  “Clinical  Use  of 
Electrical  Pacemakers,”  KETV-TV  9:30  p.m. 
EDT  (8:30  p.m.  CDT) 

30  PANMED  television  series,  “Exercise  and  the 
Heart,”  KETV-TV  9:30  p.m.  EDT  (8:30  p.m. 
CDT) 

OCTOBER 

17  Annual  Meeting,  Kentucky  Chapter,  American 
College  of  Physicians. 


NOVEMBER 

5-6  Fourth  Annual  Newborn  Symposium,  Uni- 
versity of  Louisville  School  of  Medicine, 
Louisville. 


SEPTEMBER 

10-12  Annual  Meeting,  American  Association  of  Ob- 
stetricians and  Gynecologists,  Hot  Springs,  Va. 

25-Oct.  1 Annual  Meeting,  American  Academy  of 
General  Practice,  San  Francisco,  Calif. 

OCTOBER 

4 Council  on  Environmental  and  Public  Health, 
Roosevelt  Hotel,  New  Orleans,  La. 

5 Annual  Meeting,  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  Dunes  Hotel, 
Las  Vegas,  Nev. 

12-16  Clinical  Congress  of  American  College  of  Sur- 
geons, the  Conrad  Hilton  Hotel,  Chicago,  111. 

14-16  Cleveland  Course  in  Pulmonary  Disea.se,  St. 
Luke’s  Hospital,  Cleveland. 

25-29  Fall  Scientific  Assembly,  American  College  of 
Chest  Physicians,  Century  Plaza  Hotel,  Los 
Angeles. 


Taste! 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  144  S-144  tab- 
lets in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 
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at  CONVENTION  TIME 


and  THROUGHOUT  THE  YEA! 
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be  KENTUCKY  HOTEL 
Velcomes  The 

ENTUCKY  MEDICAL  ASSOCIA  TION 


The  Kentucky  Hotel  takes  pride  in  being  chosen  once 
again  to  serve  as  your  HOSPITALITY  HOST  during 
your  Annual  Meeting  September  22-24  in  Louisville. 

Your  CONVENTION  HEADQUARTERS,  situated  in 
the  exciting  atmosphere  of  Downtown  Louisville,  fea- 
tures decorative  surroundings  and  traditionally  fine 
service.  Your  stay  with  us  will  be  a pleasant  and  mem- 
orable experience. 

Whenever  you  give  us  the  privilege  of  serving  you,  as 
a group  or  as  individuals,  during  your  Annual  Meeting  or 
throughout  the  year,  you  are  always  a welcome  guest 
at  the  KENTUCKY  HOTEL 


t 'ky  Medical  Association 


August  1970 


493 


PROFESSIONAL  LIABILITY  INSURANCE 

l6  a Li(^L  mat'L  dlstmctioyi 


^pecia 


iized 


IN 


Professional  Protection  Exclusively  since  1899 


•V 


LOUISVILLE  OFFICE:  Riley  Lassiter,  Representative 
Suite  260 

Shelbyville  Road  Mall  Office  Center 
400  Sherburn  Lane 

Telephone:  (Area  Code  502)  895-5501 
Mailing  Address:  P.O.  Box  20065,  Louisville,  Kentucky  40220 


OPTICAL  ILLUSION? 


Angles  make  the  letters  look  tipsy.  Squint  at  the  page  at  arm’s  length. 
Then  try  it  at  ten  feet.  Don’t  suffer  from  the  illusion  that  all  glasses  are 
properly  crafted. 

Rely  on  SOUTHERN  OPTICAL  accuracy 


6 convenient 
locations  in  LOUISVILLE 
plus  BOWLING  GREEN 

CHARGE  ACCOUNTS 
INVITEO 


SOUTHERN  OPTICAL  BLDG 
'640  S 4ih.  between  Broadway  & Chestnut 
MEDICAL  ARTS  BLOG  | MEDICAL  TOWERS 
Eastern  Parkway  I Floyd  & Gray 

ST  MATTHEWS  fr 

CONTACT  LENSES.  640  S 4th 
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he  girth  contro 


Tepanil  Ten-ta 

(diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the ‘nerves’ 

(When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Controindications:  Concurrently  with  MAO  Inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstoble  patients  susceptible  to  drug  obuse. 

Warning;  Although  generally  safer  than  the  omphetomines,  use  with  great  caution  In 
patients  with  severe  hypertension  or  severe  cardiovasculor  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnoncy  unless  potential  benefits  outweigh  potentiol  risks. 

! Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  theropy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  charocteristic  of  sympothomimetic  agents,  it  may 
occaslonolly  couse  CNS  effects  such  as  Insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  In  convulsive  episodes  has  been  reported.  Sympathomimetic  card/o- 
vQscufar  effects  reported  Include  ones  such  as  tachycardia,  precordial  poin, 
arrhythmia,  polpitotion,  ond  increosed  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  ofter  Ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticario,  ecchymosis,  and  erythema.  Gostroinfest/no/  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  obdomina!  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  Include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A voriety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicions.  These  Include  complaints  such  os  dry 
mouth,  headache,  dyspnea,  menstruol  upset,  hair  loss,  muscle  poin,  decreased 
libido,  dysuria,  and  polyurio. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  toblet 
doily,  swallowed  whole,  in  midmorning  (10  a.m.};  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  on  odditlonol  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age  is  not 
recommended.  t-oosa  / j/?o  / u.s.  patent  no.  s.ooi.sto 

" I I the  national  drug  company 

/jKl  DIVISION  OF  RICHARDSON'MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Quinamm 

(quinine  sulfate  260  mg.,  amlnophylllne  195  mg.) 


Prescribing  Information — Composition;  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Amlnophylllne,  195 
mg.  Indications:  For  the  prevention  and  treotment  of  nocturnal  and 
recumbency  leg  muscle  cramps.  Including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  Is  contraindi- 
cated In  pregnancy  because  of  Its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Amlnophylllne  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  ar  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 

Specific  therapy  for  night  leg  cramps 


09ISA 


1/7 


—The  lowest  priced  tetracycline— nystatin  combination  available 


HIGHLAND  HOSPITAL 


Asheville,  North  Carolina 
Founded  1 904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psycbodrama,  electro-convulsive  therapy,  Indoldon 
convulsive  therapy,  <hrugs,  social  service  work  with  families,  family  therapy,  and  an 
extensive  and  well  organized  activities  program,  including  occupational  therapy,  art  therapy, 
music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treat- 
ment program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs 
of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704-254-3201 
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Now 

available  for  your 

prescribing 

needs 


Cordran®  1ape 

Flurandrenolidelape  <4  ^cg  per  s,  cm  > 


Additional  mformati-on  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Snake  Bite! 

Robert  E.  Arnold,  M.D. 

Louisville,  Kentucky 


Reptiles  have  always  been  mysterious, 
fascinating  members  of  the  animal  king- 
dom. From  the  days  of  Eve  to  the  Sem- 
inole Indians  of  today  they  have  been  ven- 
erated, worshiped,  and  believed  to  be  pos- 
sessed by  evil  spirits.  They  have  been  utilized 
as  instruments  of  suicide,  homicide  and  ex- 
ecutions. The  Seminole  Indians  of  Florida 
will  not  permit  a snake  to  be  killed  because 
of  their  religious  beliefs.  The  morbid  fascin- 
ation for  these  simple  animals  extends  to  the 
medical  profession  whose  early  practitioners 
emblazoned  the  twin  serpents  on  the  cadu- 
ceus. 

Many  myths  have  arisen  concerning  these 
reptiles.  These  characteristics  would  appear  to 
be  almost  human  to  the  casual  observer. 
Realistically,  they  are  very  simple  animals, 
and  spend  their  entire  life  in  search  of  food, 
escaping  danger  and  mating.  They  are  quite 
timid  and  unlikely  to  fight  any  animal  un- 
less threatened  and  this  is  done  in  self  de- 
fense. Their  actions  are  instinctive  rather  than 
premeditated.  The  following  myths  are  pop- 
ular but  have  no  basis  in  fact. 

Hunters  Most  Often  Bitten:  A popular  mis- 
conception is  that  hunters  are  often  bitten  by 
snakes.  The  fact  is  most  victims  are  bitten  at 
home.  Most  victims  are  children  who  are  care- 
less or  ignore  dangerous  areas.  Four  of  the  five 
fatalities  recorded  in  Kentucky  in  the  last  10 
years  were  involved  with  the  use  of  snakes  in 
religious  exercises. 

Snakes  Travel  in  Pairs:  The  advice  to  look 
out  for  the  mate  of  a reptile  is  not  a reason  to 


poke  around  in  underbrush  or  shrubbery.  The 
fact  is  that  several  snakes  may  be  in  the  same 
area,  this  being  directly  related  to  the  food  sup- 
ply and  not  to  filial  loyalty. 

Rattle  Snakes  Warn  Before  Striking:  They  do 
not  always  warn  intruders  by  rattling  before 
striking.  They  do  not  strike  when  above  ground 
as  in  shrubberies,  small  trees,  etc. 

Snakes  Stalk  Victims:  Contrary  to  widely  held 
beliefs  it  appears  improbable  that  snakes  ever 
stalk  a victim.  The  usual  story  is  that  of  ac- 
cidentally stepping  on  a snake,  children  picking 
one  up  or  fishermen  dangling  their  catch  over 
the  side  of  the  boat. 

Venomous  Snakes:  Venomous  snakes  in  the 
United  States  are  all  members  of  the  Crotalidae 
or  pit  viper  family,  or  the  Elapidae  or  Coral 
snakes.  The  pit  viper  family  includes  the  rattle 
snakes,  moccasins  and  copperheads.  They  are 
found  in  practically  all  the  48  continental  states. 

There  are  approximately  25  different  spe- 
cies of  snakes,  at  least  four  moccasins,  and 
three  copperheads.  Kentucky  is  the  na- 
tive habitat  to  two  rattle  snakes,  two  cop- 
perheads, one  aquatic  moccasin  and  two  dry 
land  moccasins.  Mortality  and  morbidity  is 
almost  entirely  limited  to  the  two  rattle  snakes 
and  the  aquatic  moccasin. 

The  strike  of  a pit  viper  is  the  mechanism 
for  introducing  the  venom  into  the  prey.  The 
jaws  are  opened,  the  hollow  fangs  erected  and 
the  forceful  driving  forward  of  the  head  ensues. 
Penetration  of  the  fangs  is  followed  by  a con- 
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traction  of  the  jaw  muscles  which  encloses  the 
venom  gland  and  injection  of  the  venom  re- 
sults. The  head  is  then  quickly  withdrawn  for 
protection.  Any  poisonous  snake  can  strike 
with  accuracy  one  half  of  its  length.  The  pits 
are  heat  sensitive  locaters  which  enable  the 
snake  to  keep  directed  on  the  prey*. 

Venom 

The  venom  produced  by  the  reptile  is  a 
feeding  rather  than  a defensive  mechanism. 
Snakes  rely  for  defense  on  coloration  and  a 
lack  of  natural  enemies.  The  venom  is  a 
“Prehensile"  complex  which  secures,  kills  and 
digests  the  prey.  Venom  is  peculiar  in  that  it 
is  most  effective  against  rodents,  rabbits,  frogs, 
etc.,  which  die  almost  immediately.  The  prey 
is  then  ingested  whole  and  the  injected  venom 
completes  the  digestion.  Envenomation  in 
other  animals,  however,  is  extremely  varied 
The  venom  has  been  shown  to  have  the  fol- 
lowing effects:  neurotoxic,  hemorrhagic, 

thrombogenic,  hemolytic,  proteolytic,  antifi- 
brin, anticoagulant  and  antibactericidal,  and 
ferments  and  kinases  for  digestion-. 

.A  very  potent  spreading  factor  is  also  pres- 
ent. Envenomation  in  humans  commonly  ex- 
hibits the  following  effects; 

1 . .A  neurotoxic  effect 

2.  Spreading  effect 

3.  Digestive  effect 

4.  A hemorrhagic  effect 

These  four  factors  mentioned  above  are 
present  in  varying  amounts  in  each  species 
of  pit  viper.  The  venom  is  particularly  adapted 
to  kill  the  usual  animal  used  for  food.  Im- 
mediately, death  follows  envenomation  in 
these  animals.  The  animal  is  then  swallowed 
whole  and  the  digestive  factors  continue  to 
break  down  protein,  etc.  Crotalus  Adaman- 
theus  (Eastern  Diamondback)  venom  has  the 
highest  concentration  of  digestive  factors^. 
Crotalus  Scutulatus  Scutulatus  (The  Mojave 
Rattle  Snake)  has  the  highest  concentration 
of  neurotoxic  factor^.  The  spreading  factor  is 
present  in  all  venoms.  The  digestive  factor 
causes  more  morbidity  in  humans  than  the 
neurotoxic  factor. 

Local  reaction  of  loss  of  limb  is  caused  from 
digestion  of  muscle  with  resultant  edema.-  This 
edema  causes  a marked  increase  in  the  sub- 
fascial tension  great  enough  to  occlude  arte- 
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rial  blood  flow  with  subsequent  gangrene  of 
the  extremity. 

Systemic  reaction  to  crotalus  envenomation 
is  extremely  variable,  even  with  the  same  spe- 
cies of  snake.  Deaths  have  been  reported  from 
hemorrhage  in  bowel  and  bladder  or  subcu- 
taneous, intraperitoneal,  and  intrathoracic 
hemorrhage;  in  others,  neurotoxic  features 
such  as  fasciculation,  immediate,  severe,  gen- 
eralized weakness  and  painful  cramps  are 
dominant.  A third  important  factor  is  the 
presence  of  denatured  protein,  blood,  etc.  in 
the  extremity  secondary  to  protein  digestion. 

These  elements  lead  to  shock,  renal  and 
hepatic  shut  down  and  myocardial  failure. 

Although  more  people  in  the  world  die 
from  snake  bite  than  all  other  animals  com- 
bined,'’ in  the  United  States  loss  of  limbs, 
rather  than  death,  is  the  usual  criteria  of 
unsuccessful  treatment.  Ninety  eight  per  cent 
of  bites  are  located  on  extremities*’.  Limb  loss 
seems  to  be  more  common  in  children  who  for 
some  reason  seem  to  be  more  sensitive  to 
snake  venom  than  adults. 

Symptoms 

Pain  and  swelling  of  the  envenomated  limb 
are  almost  always  present.  Fang  marks  must 
be  present  also.  Weakness,  nausea,  vomiting, 
vertigo,  numbness,  fasciculation,  cramps  and 
tingling  have  been  described.  Yellow  vision 
and  blindness  due  to  retinal  hemorrhage  oc- 
cur. Signs  of  shock  may  appear  early,  also 
blood  or  blood-tinged  excretions  from  all 
body  orifices,  with  convulsions,  coma  and 
death.  The  symptoms  have  been  graded  0 
to  IV  and  the  grades  are  well  defined  and 
offer  the  practitioner  a guide  to  therapy. 
(Table  I.) 

Treatment 

Emergency  treatment  or  initial  treatment 
given  by  lay  persons  usually  at  the  site  of 
accident  should  have  two  objectives:  1)  limit 
the  spread  of  venom  and  2)  get  the  patient 
to  a hospital  and  a doctor  as  soon  as  possible! 

Many  schemes  including  suction,  incision, 
tourniquet,  cooling,  etc.  have  been  recom- 
mended. Althouch  some  of  the  procedures 
are  valuable,  they  contain  inherent  dangers 
and  should  not  be  used  in  a setting  other  than 
a hospital.  Valuable  time  should  not  be  spent 
searching  for  the  snake,  as  this  has  no  prac- 
tical benefit.  The  antivenin  used  is  the  same 
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for  all  pit  vipers  and  treatment  will  depend 
on  the  previously  mentioned  grading.  Limi- 
tation of  spread  of  venom  can  very  simply 
and  effectively  be  accomplished  by  splinting 
the  extremity,  and  keeping  general  body  mus- 
cular activity  to  a minimum”.  Experiments 
with  radioactive  tagged  venom  showed  that 
there  is  only  a 22  per  cent  spread  of  venom 
in  one  hour  if  the  limb  is  splinted,  and  this 
should  be  time  to  get  to  a hospital  and  get 
more  definitive  treatment®.  The  patient  should 
be  carried  to  the  hospital  if  possible.  This  will 
reduce  general  body  muscular  activity  A gen- 
erally reassuring  attitude  on  the  part  of  the 
first-aider  is  also  very  beneficial. 

Hospital  Treatment 

Administered  by  a physician  after  arrival 
to  the  emergency  room,  should  be  the  fol- 
lowing hospital  treatment: 

1 . Look  for  fang  marks! 

There  are  no  poisonous  snakes  without  fangs 
and  likewise  no  harmless  snakes  with  fangs. 

2.  Grade  the  bite — Use  the  table,  grade 
from  0 to  IV.  The  time  of  envenomation 


and  a type  and  cross  match.  Many  times  blood 
tranfusions  are  required  and  if  the  physician  de- 
lays too  long  in  obtaining  a type  and  cross 
match,  it  may  be  impossible  to  cross  match  the 
blood.  Have  blood  available. 

4.  Skin  test  for  antivenin  sensitivity.  This 
could  be  done  while  the  I.V.  is  being  started. 
Use  the  following  regime  for  a mild  to  mod- 
erate envenomation,  that  is;  grade  0,  1,  III. 

5.  Add  the  appropriate  amount  of  antiven- 
in to  the  TV.  fluids  which  have  already  been 
started.  The  I.V.  should  be  running  at  a rate 
to  deliver  the  antivenin  in  three  to  four  hours. 
Do  not  give  intramuscular  antivenin.  Desen- 
sitization may  be  necessary  prior  to  giving  the 
antivenin  if  the  skin  test  is  positive. 

6.  Start  on  broad  spectrum  antibiotics. 

7.  Tetanus  prophylaxis. 

8.  Enlarge  the  fang  marks — make  2 mm. 
incisions  transversely  at  either  side  of  fang 
marks. 

9.  Control  pain — this  can  very  simply  be 
done  in  this  case  with  Demerol,  Morphine, 
etc. 


should  be  available. 

3.  Start  an  TV.  in  the  contralateral  arm  with 
a needle  large  enough  to  administer  blood. 
Draw  enough  blood  at  the  same  time  fer  a ebe 


10.  Keep  the  patient  NPO. 

11.  Very  important — Check  the  circula- 
tion distal  to  the  bite  at  least  every  hour.  The 
increase  in  subfascial  tension  may  occlude  ar- 


Table  I 

Grades  and  Treatment  of  Envenomation 


Number  of  Vials 


Severity 


of 

Antiven'n 


0.  Fang  marks — no  envenomation: 

Reveals  1”  wheal  or  less  in  the  first  12  hours 

1.  Mild  envenomation: 

II.  Moderate  envenomation: 

Severe  pain,  tenderness,  edema  extending  10"-15" 
within  12  hours,  erythema,  petechiae,  ecchymosis, 
weakness,  nausea,  vomiting,  bloody  ooze  at  the  fang 
marks 


0 


1-2 


2-5 


Moderate 

(86%  of  all  bites) 
Severe 

(14%  of  all  bites) 


III.  Severe  envenomation:  5-10 

Widespread  pain,  tenderness,  edema  extending  10"-20" 
within  1 2 hours,  petechiae,  ecchymosis,  weakness, 
nausea,  vertigo  and  vomiting  appearing  rapidly 


IV.  Very  severe  envenomation:  10-30 

Rapid  swelling,  may  affect  ipsilateral  trunk,  ecchymosis, 
bleb  formation,  weakness,  vertigo,  vomiting,  hematemesis, 
tingling  about  face  and  head,  fasciculation,  muscle  cramping 
possible  paralysis,  yellow  vision,  blindness,  shock,  convulsions. 


From:  Arnold,  E.  M.D.  and  Gennaro,  Joseph,  Ph.  D.; 

“Treatment  of  Poisonous  Snake  Bite  in  the  United  States,” 
KAGP  Journal,  Vol.  15,  No.  1,  Page  II,  January  1969. 
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lerial  flow  and  subsequent  gangrene  of  the 
extremity  distal  to  the  bite  may  occur. 

12.  Check  vital  signs  hourly;  also  check 
urine  for  blood. 

Severe  Envenomation  Grade  III  or  IV:  The 

initial  four  steps  remain  the  same: 

5.  Add  the  appropriate  amount  of  antiven- 
in  to  the  I.V.  Put  at  least  one  half  the  amount 
of  calculated  antivenin  necessary  for  the 
particular  grade  in  the  initial  I.V.  to  run  in, 
in  three  or  four  hours.  The  total  amount  of 
antivenin  should  then  be  followed  I.V.  within 
the  first  24  hours  of  being  bitten. 

6.  Excise  the  bite  if  patient  is  seen  within 
60  minutes  of  being  bitten.  (Experiments  with 
tagged  venom  show  that  50  per  cent  of  venom 
can  be  removed  this  way  if  it  is  done  before 
one  hour  passes.) 

Procedure 

Make  elliptical  incisions  one  inch  equidis- 
tant from  the  fang  marks  to  the  depth  of  the 
fangs.  Remove  an  elliptical  “plug”  of  tissue 
thus  outlined,  preserving  vital  structures.  Put 
a wet  dressing  on  the  wound  and  leave  open. 
This  may  be  closed  secondarily  later  or  skin 
grafted. 

7.  Use  axillary  block  or  spinal  anesthesia 
for  relief  of  pain.  This  has  the  added  advan- 
tage of  sympathetic  block  and  increasing 
blood  supply  to  the  extremity. 

8.  A tourniquet  may  be  used  above  the 
edematous  area  only  if  it  appears  that  this  is 
a catastrophic  event.  Recent  experiments 
show  that  the  venom  which  is  incarcerated  in 
the  extremity  may  do  more  damage  to  the 
extremity®.  Also,  deaths  have  been  reported 
when  the  tourniquet  is  removed  and  a large 
bolus  of  digested  protein,  blood  and  venom 
suddenly  is  released  in  the  systemic  circula- 
tion. 

Prior  to  removal  of  the  tourniquet,  anti- 
venin should  be  circulating  at  least  30  to  60 
minutes.  The  extremity  distal  to  the  tourni- 
quet should  be  drained  of  blood  as  well  as 
possible  with  a needle  in  the  vein.  The  tour- 
niquet should  occlude  the  venous  return  but 
not  arterial  supply — thus  a crude  perfusion  is 
possible.  Use  of  a tourniquet  may  aid  in  sav- 
ing a life  with  concomitant  increase  in  dan- 
ger to  the  limb. 

9.  Check  distal  circulation.  Fasciotomy 
may  be  necessary  if  the  arterial  circulation 
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becomes  occluded.  This  usually  happens  at 
the  wrist  and  ankles.  Transverse  incisions 
should  be  made  in  the  skin  and  vertical  in- 
cisions in  the  fascia.  This  allows  relief  of  the 
pressure  but  has  sort  of  a grid  iron  effeet  to 
keep  the  muscles  from  herniating  through  and 
sloughing.  Incisions  in  the  same  plane  are  con- 
traindicated as  the  subfascial  pressure  is  so 
great  that  there  will  be  a large  extravasa- 
tion of  muscle  and  tissue  with  subsequent 
loss. 

10.  Maintain  blood  pressure  and  pulse,  in- 
sert a Foley  Catheter  and  check  the  urine  fer 
volume  and  blood.  Be  prepared  to  maintain 
respiration  and  blood  volume. 

11.  Tetanus  Prophylaxis  and  broad  spectrum 
antibiotics. 

Incision  and  Suction 

I am  mentioning  ineision  and  suction  sep- 
arately because  of  its  wide  use.  There  is  no 
doubt  but  that  venom  can  be  sucked  from 
the  fang  punctures.  The  fang  marks  should 
be  enlarged  about  two  to  three  millimeters  on 
each  side  and  a constant  (not  mouth)  suc- 
tion applied.  If  suction  is  started  early  and 
the  bite  is  subcutaneous,  about  50  per  cent 
of  the  venom  may  be  removed  in  this  man- 
ner. Suction  after  30  minutes  of  elapsed  time 
from  being  bitten  is  valueless.  Valuable  time 
should  not  be  lost  in  making  these  incisions  and 
starting  the  suction  as  a first  aid  measure.  A 
bad  situation  may  become  desperate  in  a short 
time.  Vital  structures  may  inadvertently  be 
damaged,  ulnar  nerve,  median  nerve,  etc.  In- 
cising an  unanesthetized  painful  wound  by  an 
inexperienced  person  in  an  extremely  stressful 
situation  may  make  the  patient  more  nervous, 
hyperactive  and  enhance  the  spread  while 
transporting  to  a hospital  would,  of  course,  be 
beneficial. 

Incision  and  suction  in  a hospital  setting 
with  a physician  is  a safe  procedure.  It  is 
however  ineffeetive  30  minutes  after  being 
bitten.  It  is  probably  not  necessary  in  cases 
of  mild  envenomation  and  with  severe  enven- 
omation excision  of  the  bite  is  a more  effec- 
tive means  of  removal  of  venom.  Suction  may 
be  beneficial  in  a grade  II  or  III  situation 
if  started  soon  enough.  Suction  is  at  best  an 
adjunct  of  definitive  treatment  and  not  a fun- 
damental procedure. 

The  use  of  intra-arterial  antivenin  and  is- 
olation perfusion  techniques  should  be  men- 
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tioned  here.  It  is  very  unlikely  that  these  tech- 
niques would  be  necessary  in  this  country. 
However,  they  are  available  and  in  a catas- 
trophic event  may  be  utilized.  Snyder  re- 
ported cases  of  arterial  infusion  of  antiven- 
in*^.  He  utilized  the  carotid  artery  for  bites 
on  the  head  and  the  femoral  artery  and  bra- 
chial arteries  for  bites  on  the  extremity.  Un- 
fortunately, he  did  not  grade  the  bites  so  it 
was  impossible  to  tell  how  severe  the  enven- 
omation  was.  The  procedure  was  merely  add- 
ing antivenin  to  I.V.  fluids  and  pumping 
these  into  the  artery  using  a needle  and  a 
regular  bulb  pump.  Experimental  work  on 
dogs  indicate  that  an  isolation  perfusion  sys- 
tem, in  which  an  occlusive  tourniquet  is  used 
above  the  bite  and  the  antivenin  pumped  in- 
to the  artery  and  the  appropriate  vein  is 
drained,  is  probably  the  most  effective  treat- 
ment. 

Extremely  good  results  have  been  obtained 
with  dogs^^  but  I can  find  no  instances  where 
it  has  been  used  on  human  beings.  This  treat- 
ment is  fairly  difficult  and  extreme  and  would 
probably  be  of  more  value  in  South  America, 
Africa,  etc. 

Most  Common  Errors 

Not  enough  antivenin — careful  scrutiny  of 
charts  of  fatal  cases  reveal  a reluctance  on  the 
part  of  the  physician  to  use  adequate  amounts 
of  antivenin.  (15  to  30  vials)  At  least  half 
of  the  antivenin  should  be  given  in  the  first 
few  hours  or  so  and  the  total  amount  within 
the  first  24  hours. 

Antivenin  given  I.M.  instead  of  I.V. — 
fatal  case  reports  many  times  indicate  the 
antivenin  was  given  I.M.,  Sub  Q,  etc.,  due 
to  a reluctance  on  the  part  of  the  physician 
to  give  large  amounts  of  I.V.  horse  serum. 
Tagged  antivenin  studies  show  84.9  per  cent 
of  the  antivenin  localized  at  the  site  of  en- 
venomation  two  hours  after  I.V.  administra- 
tion. This  is  contrasted  with  intramuscular 
administration  which  results  in  1.43  per  cent 
at  the  site  and  subscapular  injection  which 
resulted  in  5.6  per  cent  of  the  dose  in  the 
envenomated  leg  in  two  hours^. 

Keep  a syringe  of  adrenalin  loaded  in 
case  of  anaphylaxis.  Shut  off  the  antivenin 
drip  and  inject  adrenalin  in  case  of  an  ana- 
phylactic reaction.  Do  not  use  Antihistamines. 
These  have  a synergistic  action  with  the  ven- 


om and  are  contraindicated.  Do  not  use 
cortisone.  Cortisone  evidently  interferes  with 
the  antigen-antibody  reaction  between  the 
venom  and  antivenin.  Both  have  been  shown 
to  have  no  benefit  whatsoever'.  Alcohol  is 
contraindicated  as  it  has  no  beneficial  effect, 
is  a depressant  and  enhances  the  spread  of 
venom. 

Do  not  use  the  tourniquet  ice  treatment  un- 
less the  decision  has  been  made  to  sacrifice 
the  limb  at  a later  date  in  order  to  save  a 
life.  This  was  a very  popular  form  of  therapy 
advocated  in  1950.  This  form  of  treatment 
was  reproduced  in  Arizona  Highways  and 
several  other  lay  magazines.  The  simplicity 
was  so  appealing  that  it  gained  immediate  ac- 
ceptance. Many  unnecessary  amputations  have 
resulted  from  this  and  I am  mentioning  this 
treatment  only  to  condemn  it  unless  ampu- 
tation is  a foregone  conclusion.  In  this  event, 
an  operative  permit  signed  for  an  amputation 
of  the  limb  must  be  obtained  before  treat- 
ment is  started. 

Coral  Snakes 

Coral  snakes  belong  to  the  Elapidae  fam- 
ily. The  Eastern  Coral  snake,  Micrurus  Ful- 
vuis  Fulvuis,  the  South  Florida  Coral  M.F. 
Barbouri,  are  found  in  Florida,  Alabama, 
South  Carolina  and  North  Carolina.  It  is 
claimed  that  they  are  found  as  far  north  as 
Tennessee  and  Kentucky.  The  Texas  Coral 
or  M.F.  Tenere  is  found  in  southwest  Ar- 
kansas, Louisiana,  Texas  to  Mexico.  The  Ari- 
zona Coral,  Micrurus  Euryxanthus,  is  found 
in  Arizona  and  New  Mexico.  The  Coral 
snake  characteristically  is  a small  thin  snake 
with  a small  round  black  eye.  The  fangs  are 
fixed,  not  hollow  and  the  venom  flows  down 
grooves  in  the  fangs.  The  snakes  do  not 
“strike”  but  hold  and  “chew”  their  victim. 
This  allows  the  venom  to  flow  over  the 
wound  into  the  fang  marks.  The  snakes  are 
are  waxy,  shiny  in  appearance,  and  are  us- 
ually colored  alternating  red,  yellow  and 
black  bands.  The  head  of  the  Coral  snake 
is  black.  A black  or  melanistic  form  and  a 
white  albino  form  have  been  described.  The 
Coral  snake  lives  under  loose  soil,  leaves,  de- 
bris, etc.  They  are  a burrowing  type  snake 
and  are  usually  uncovered  by  raking  or  work- 
ing in  the  ground.  They  are  shy  and  elusive, 
but  when  excited  their  movements  become 
rapid  and  apparently  purposeless.  These 
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thrashing  movements  are  designed  to  bring 
the  snake's  head  close  to  the  body  for  the  bite’-. 

Venom 

Coral  snake  venom  is  almost  purely  para- 
lytic in  action.  There  is  no  tissue  reaction  and 
the  pain  is  only  that  of  the  fangs.  There  is 
usually  a delay  of  symptoms  of  several  hours. 
This  is  a characteristic  of  the  Coral  and  the 
Krait.  and  initially  may  lull  the  physician  in- 
to a false  sense  of  security. 

Symptoms 

Several  hours  after  the  bite,  apprehension, 
giddiness,  ptosis  of  the  eyelids,  euphoria, 
lethargy,  nausea,  salivation,  vomiting  and 
weakness  occur.  Convulsions  may  occur,  along 
with  a bulbar  type  paralysis,  involving  the 
cranial  nerves,  and  respiratory  paralysis.  Per- 
ipheral paralysis  follows,  but  the  sensorium 
remains  clear  until  death.  All  of  these  effects 
of  the  venom  apparently  are  reversible  and 
completely  paralyzed  patients  have  recovered. 

If  young  children  develop  these  signs  un- 
expectedly while  in  the  southern  states,  re- 
member to  check  for  fang  marks.  There  have 
been  instances  where  children  either  are  not 
able  to  talk,  or  afraid  to  talk  and  these  signs 
of  neuromuscular  collapse  have  been  due  to 
the  Coral  snake.  Diagnosis  in  these  instances 
was  made  by  finding  fang  marks. 

Treatment 

-All  patients  should  be  hospitalized. 

1.  Observation  for  symptoms  of  enveno- 
mation  for  at  least  24  hours  including  respi- 
ration checks  every  30  minutes. 

2.  Have  a tracheostomy  set  and  respira- 
tor and  antivenin  available. 

3.  Check  urine  for  blood  every  hour  as 
hematuria  is  a common  finding. 

4.  Wash  the  bite  area.  Frequently  there  is 
venom  deposited  on  the  skin  around  the 
fang  marks.  Any  attempt  to  cut  and  suck  may 
re-envenomate  the  patient. 

5.  If  signs  of  envenomation  occur,  start  an 
TV.  with  three  to  five  vials  of  Coral  Anti- 
venin after  skin  testing.  Do  not  give  intra- 
muscularly. 

6.  Tetanus  Prophylaxis. 

7.  Do  not  use  respiratory  depressants,  use 
sedatives  with  extreme  caution. 

8.  Maintain  ventilation  and  blood  pressure 
at  all  times.  The  antivenin  is  not  effective  for 
the  Arizona  Coral  Snake,  but  no  fatalities 


have  ever  been  reported  from  this  snake. 

Antivenin 

Antivenin  is  the  keystone  of  successful 
snake  bite  treatment.  The  pit  viper  antivenin 
is  manufactured  from  hyperimmune  horse 
serum.  The  venoms  used  for  its  manufacture 
are  the  tropical  rattler  (C.D.Terrificus),  the  fer- 
de-lance  (Bothrops,  Atrox),  the  Eastern  Dia- 
mondback  (C.  Adamanteus)  and  the  West- 
ern Diamondback  (A.  Atrox).  It  is  effective 
against  all  North  and  South  American  pit 
vipers,  also  those  of  Korea,  Japan  and  the 
Trimeresurus  spp.  of  the  Pacific  Islands. 
Antivenin  is  available  at  most  hospital  em- 
ergency rooms  and  larger  drug  stores. 

Coral  antivenin  is  manufactured  from  horse 
serum  using  venom  from  M.F.  Fulvius,( North 
Florida  Coral).  It  is  effective  against  all 
Coral  bites  except  the  Sonora  Coral  snake. 
This  antivenin  is  available  at  the  National 
Communicable  Disease  Center  of  the  United 
States  Public  Health  Service,  Atlanta,  Georgia 
(telephone-404-6333-3311).  Many  hospitals 
and  poison  control  centers  and  State  Health 
Departments  of  the  southern  states  also  stock 
the  Coral  antivenin. 

Reactions  to  Antivenin 

The  immediate  reaction  (anaphylaxis)  of 
antivenin  is  similar  to  that  of  horse  serum 
anaphylaxis  elsewhere.  Treatment  is  simply 
shutting  off  the  TV.  and  administering  ad- 
renalin through  the  TV.  tubing.  It  is  suggested 
that  a syringe  of  adrenalin  be  kept  loaded 
and  available  when  administering  the  horse 
serum  intravenously. 

Serum  sickness  may  occur  in  six  to  24 
days.  Symptoms  are  fever,  malaise,  lympha- 
denopathy,  arthralgia  and  urticaria.  Neuro- 
logical signs  such  as  meningismus  or  peripheral 
neuritis  may  occur.  The  peripheral  neuritis 
usually  involves  the  shoulders  and  arms,  (up- 
per brachial  plexus).  Pain  and  muscle  weak- 
ness are  frequently  present  and  permanent 
atrophy  may  develop.  Accelerated  reactions 
are  the  same  as  above  but  occur  in  a few 
minutes  to  two  to  five  days.  Cortisone  is  bene- 
ficial in  these  latter  two  conditions. 

Local  reactions  are  usually  manifested  by 
progressive  erythema,  edema  and  itching  of 
the  skin  tested  area.  The  Arthus  phenomenon 
occurs  at  the  site  of  repeated  injections.  There 
is  local  necrosis  which  may  progress  to  gan- 
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^'11,  Dr.  Cunningham!  I was  just  telling  Herbert 
nould  talk  to  you  about  my  allergy, 
ist  my  nose  starts  to  tickle  and . . .” 

liow  the  rest  of  the  story.  Sneezing.  Watery  eyes. 

< lose.  And  for  prompt  relief  of  these  symptoms, 
a’ Novahistine®  LP.  These  continuous-release  tablets 
? vasoconstrictor-antihistamine  formulation  that 
n working  in  minutes,  then  continues  to  provide 
^ )r  hours.  Even  when  nasal  congestion  is  due  to 
ffd  allergic  episodes,  two  Novahistine  LP  tablets, 

maleate.) 


morning  and  evening,  let  most  patients  breathe  freely  all 

day  and  all  night.  Use  with  caution  in  individuals  with 

severe  hypertension,  diabe-  .i.*  ® 

tes  mellitus,  hyperthyroid-  iNOVElllStinC 

ism  or  urinary  retention.  T T) 

Caution  ambulatory  patients  Aj-T  decongestant 

that  drowsiness  may  result.  (Each  tablet  contains  25  mg.  of  phenylephrine 

hydrochloride  and  4 mg.  of  chlorpheniramine 
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TROCINATE’ 

Brand  THIPHENAMIL  HCl 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS-MUCOUS  COLITIS 
. . . the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  {J.  Urol. 
73:487-93) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 
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Splenectomy  and  Splenorenal  Shunt  For 
Hypersplenism  and  Bleeding  Esophageal  Varicest 

E.  Truman  Mays.  M.D.,  and  Sam  D.  Weakley,  M.D. 

Louisville,  Kentucky 


Various  portal-systemic  shunts  have 
been  devised  to  decompress  the  portal 
venous  system  and  control  hemorrhage 
from  esophageal  varices.  A splenorenal 
shunt  after  splenectomy  is  specific  in 
patients  with  splenomegaly,  pancyto- 
penia, portal  hypertension  and  bleeding 
esophageal  varices. 

Hemorrhage  from  esophageal  var- 
ices is  one  of  the  leading  causes  of  death 
in  patients  with  portal  hypertension. 
Esophageal  variceal  bleeding  is  the  most  le- 
thal form  of  gastrointestinal  hemorrhage 
known.  It  is  the  most  frustrating  kind  of 
bleeding  from  the  gastrointestinal  tract  that 
physicians  are  called  upon  to  manage. 

In  1877  a young  Russian  Army  surgeon, 
Nickolai  Vladimerovich  Eck’,  reported  con- 
struction of  a fistula  between  the  portal  vein 
and  inferior  vena  cava  in  dogs.  He  had  been 
stimulated  by  Lautenbach’s-  observation  that 
ligation  of  the  portal  vein  caused  death.  Eck 
wanted  to  prove  that  the  portal  vein  could 
be  ligated  with  impunity.  His  experiments 
were  interrupted  because  he  was  called  to  ac- 
tive military  duty,  but  he  suggested  that 
ascites  in  humans  might  be  relieved  by  con- 
struction of  such  a fistula.  A pathologist"^ 
urged  surgeons  in  1928  to  try  an  Eck  fistula 
for  the  relief  of  portal  hypertension.  This  ad- 
vice went  unheeded  for  10  to  15  years.  Since 
then  numerous  variations  of  Eckian  and  other 
portal-systemic  shunts  have  been  devised  by 
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surgeons  in  efforts  to  manage  the  serious 
sequelae  of  portal  hypertension. 

It  is  generally  agreed  that  decompression 
of  the  portal  system  by  establishing  a portal- 
systemic  shunt  is  the  most  effective  measure 
for  controlling  hemorrhage  and  preventing 
future  bleeds  from  esophageal  varices.  Be- 
yond this  area  of  general  agreement,  there  is 
considerable  controversy  about  the  type  of 
portal-systemic  shunt  that  most  effectively  de- 
compresses the  portal  system.  Volumes  of  data 
have  accumulated  advocating  one  particular 
fistula  over  another. 

In  this  brief  report  we  do  not  wish  to  pro- 
pose any  particular  shunt  as  having  greater 
efficacy  than  others.  The  purpose  of  this  pa- 
per is  to  call  attention  to  a small  group  within 
the  larger  group  of  patients  with  portal  hy- 
pertension in  whom  splenectomy  and  a splen- 
orenal venous  shunt  is  indicated. 

Case  Reports 

Case  No.  1.  A 42-year-old  gravida  IX, 
para  VII,  ab  II,  was  admitted  to  the  Meth- 
odist Hospital  in  May  of  1969,  with  the  com- 
plaint of  vomiting  large  amounts  of  bright 
red  blood.  She  had  been  in  good  health  un- 
til the  day  of  admission,  and  had  gone  to 
work  as  usual.  While  on  the  job  she  devel- 
oped abdominal  cramps  and  pain.  The  pa- 
tient stated  this  was  the  first  time  she  had  ever 
vomited  blood.  Several  years  before  she  had 
a cesarean  section,  and  following  the  sec-  ' 
tion  she  developed  severe  hemorrhage  which 
required  her  to  be  returned  to  the  operating 
room  three  times. 

On  physical  examination,  a brachial  blood 
pressure  was  90/60mm  Hg.  and  the  pulse 
120/min.  The  liver  was  four  centimeters  be- 
low the  right  costal  margin,  the  spleen  six 
centimeters  below  the  left  costal  margin. 
There  were  no  spider  angiomata  nor  other 
stigmata  of  cirrhosis.  After  admission  to  the 
hospital  the  hemogram  showed  a pancytopenia 
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(Table  1).  An  esophagram  demonstrated  mas- 
sive esophageal  varices  (Fig.  la),  and  the 
bone  marrow  showed  a hyperplastic  red  cell 
series  with  good  stimulation  and  a marked  shift 
to  the  left.  The  myeloid  series  and  megakaryo- 
cytes were  not  remarkable.  Liver  function 
studies  showed  a Bromsulfalein  retention  of  1 1 
per  cent,  SCOT  23  units,  SGPT  15  units.  The 
serum  bilirubin  was  0.8  mgms  per  cent  and 
serum  albumin  2.9  grams  per  cent. 

During  the  next  seven  days  she  was  given 
10  units  of  whole  blood  and  her  hemoglobin 
rose  to  14  grams  per  cent  with  a hematocrit 
of  40  per  cent.  There  was  no  further  bleed- 
ing from  the  esophageal  varices.  The  white 
blood  count  remained  low  (1,100  cu.  mm.) 
and  the  platelet  count  dropped  to  48,000  per 
cu.  mm. 

Surgery  was  performed  on  May  23,  1969. 
A 1490  gram  spleen  was  removed  and  a 
large  two  centimeter  diameter  splenic  vein 
was  dissected  free  from  the  pancreas  and  an- 
astomosed with  cardiovascular  suture  end- 
to-side  with  the  renal  vein,  establishing  a 


widely  patent  shunt.  The  pathology  report  on 
the  spleen  showed  chronic  congestive  splen- 
omegaly with  septal  cirrhosis  and  reactive  hy- 
perplasia of  the  lymph  nodes.  A liver  biopsy 
showed  post  hepatitic  cirrhosis.  Postoperative- 
ly  the  leukopenia  and  thrombocytopenia  were 
quickly  corrected  (Table  2).  Because  of  the 
leukopenia  we  gave  her  gamma  globulin  and 
placed  her  in  isolation  the  first  48  hours  after 
surgery.  Rheomacrodex  (500  ml/24  hrs)  was 
given  intravenously  post-shunting  because  of 
the  increased  platelet  count.  She  was  dis- 
charged home  on  the  eighth  post-operative 
day.  An  esophagram  10  months  later  (Fig. 
lb)  showed  marked  regression  of  the  mas- 
sive varices. 


Case  No.  2,  a male,  age  43,  was  admitted 
to  the  Baptist  Hospital  August  23,  1969,  be- 
cause of  gastrointestinal  bleeding.  Since  Feb- 
ruary, 1969,  he  had  recurrent  episodes  of 


FIG.1  (a)  The  esophagus  is  filled  after  a Barium  meai  and  shows  extensive  large  varices  (b)  . Ten  months  after 
splenorenal  shunt  there  is  marked  regression  of  the  esophageal  varices. 
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FIG  2.  The  massive  esophageal  varices  demonstrated  preoperatively  in  a 43-year-old  man  la)  disappear  after  a 
fistula  between  the  splenic  and  left  renal  vein  is  constructed;  (b)  esophagrom  seven  months  after  surgery. 


dark  tarry  stools,  and  hematemesis.  In  May, 
1969,  he  was  admitted  to  the  hospital  for 
gastrointestinal  bleeding,  and  had  a vagotomy 
and  pyloroplasty.  At  the  time  of  surgery  no 
duodenal  ulcer  could  be  demonstrated  and 
the  bleeding  was  unexplained.  In  July,  1969, 
he  was  referred  to  a hematologist  because  of 
a pancytopenia.  At  that  time  he  was  noted 
to  have  hepatomegaly,  splenomegaly  and  spi- 
der angiomata.  He  is  also  a diabetic  of  three 
years  duration  and  uses  25  units  of  Lente 
Insulin  per  day.  Several  brothers  in  his  fam- 
ily have  diabetes. 

Table  1 

W.B.C.  1,500/cu.  mm. 

R.B.C.  2, 1 00,000/cu.  mm. 

Hematocrit  1 6 percent 

Platelets  46,000/cu.  mm. 

Pancytopenia  observed  in  a 42-year-old  femole  with 
hepatosplenomegaly  admitted  because  of  ocute  gastro- 
intestinal hemorrhage. 

Physical  Examination:  A brachial  blood 
pressure  was  118/70  mm  Hg.,  and  pulse 
75/min.  The  liver  was  palpable  two  centi- 
meters below  the  right  costal  margin  and  the 
spleen  four  centimeters  below  the  left  costal 
margin.  After  admission  to  the  hospital,  an 
esophagram  (Fig.  2a)  showed  massive  eso- 
phageal varices  and  this  was  confirmed  by 
esophagoscopy.  Anemia,  leukopenia  and 
thrombocytopenia  were  present.  During  his 
hospital  course  his  hemoglobin  continued  to 
drop  to  a low  of  7.3  gms.  per  cent,  with  a 
hematocrit  of  21  per  cent.  There  were  60,000 
platelets  per  cu.  mm.  and  his  white  count 
continued  to  drop  to  a low  level  of  1,800  per 


cu.  mm.  Liver  function  studies  showed  a 
normal  SCOT,  LDH  and  bilirubin.  The  ser- 
um albumin  was  4.19  gms.  per  cent;  brom- 
sulfalein  retention  6 per  cent  and  prothrom- 
bin time  13.9  seconds  with  the  control  being 
12.3  seconds.  He  received  eight  units  of 
blood  in  preparation  for  surgery. 

On  September  1st,  the  spleen  was  removed 
and  the  splenic  vein  was  noted  to  be  markedly 
dilated.  The  splenic  vein  was  dissected  free 
of  the  pancreas  by  ligation  of  tributaries,  the 
left  renal  vein  was  isolated  and  the  splenic 
vein  anastomosed  to  the  renal  vein,  end-to- 
side.  Immediately  after  surgery  his  platelet 
count  rose  to  235,000  per  cu.  mm.  and  his 
white  count  to  15,900/cu.  mm.  The  pa- 
tient’s postoperative  course  was  complicated 
by  a fever  of  101  to  102°  F for  several  days 
but  then  subsided  and  the  remainder  of  his 
postoperative  course  was  uneventful.  Anti- 
biotics were  given  throughout  the  recovery 
period.  He  was  discharged  home  on  Septem- 
ber 9th,  1969.  A postoperative  esophagram 
seven  months  later  showed  the  esophageal 
varices  to  have  disappeared  (Fig.  2b)  The 
patient  was  doing  extremely  well  at  the  seven 
month  follow-up. 


Table  2 
W.B.C. 

PLATELETS 

PRE-OP 

1,500 

46,000 

POST-OP: 

24  hours 

12,300 

1 17,000 

48  hours 

19,500 

1 36,000 

6 days 

10,300 

949,000 

The  leukocyte  and  thrombocyte  count  per  cu.  mm.  show 
rapid  recovery  after  splenectomy. 
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Discussion 

In  1898  Banti^  reported  a form  of  splen- 
omegaly associated  with  anemia,  leukopenia 
and  thrombocytopenia.  It  has  since  been 
shown  quite  conclusively  that  the  histologic 
picture  in  the  spleen  described  by  Banti  was 
not  specific  but  could  be  seen  in  a number 
of  clinical  situations  of  chronic  congestion  of 
the  spleen.  No  clinical  nor  hematologic  dif- 
ferences have  been  found  between  patients 
with  congestive  splenomegaly  due  to  intra-  or 
extrahepatic  obstruction  except  in  cases  of 
far-advanced  portal  cirrhosis.  After  splen- 
ectomy the  blood  values  return  to  normal. 
These  observations  support  the  view  that 
Banti’s  Syndrome  is  the  consequence  of  any 
of  a variety  of  lesions  causing  portal  venous 
hypertension. 

Chauffard,  in  1907,  first  used  the  term 
“hypersplenism,”  in  referring  to  the  concept 
that  the  spleen  may  in  situations  of  patho- 
logic exuberance  produce  leukopenia, 
thrombocytopenia  and  anemia. Today  the 
term  is  widely  used  and  has  been  qualified 
to  primary  and  secondary  hypersplenism;  the 
former  when  the  underlying  disease  is  un- 
known and  the  latter  when  some  well  defined 
disorder  can  be  identified.  Secondary  hyper- 
splenism is  usually  associated  with  splenome- 
galy. 

Both  of  our  patients  demonstrated  hyper- 
splenism and  congestive  splenomegaly.  There 
was  anemia,  leukopenia  and  thrombocyto- 
penia present  in  each.  Their  anemias  were 
more  striking  because  of  blood  loss  from  eso- 
phageal varices.  Although  one  hesitates  to 


take  patients  with  thrombocytopenia  to  the 
operating  room  for  major  surgery,  in  this 
particular  situation  it  is  not  usually  a signifi- 
cant problem.  Platelet  counts  rise  rapidly  fol- 
lowing removal  of  the  spleen  and  usually  go 
well  beyond  the  normal  range  as  demon- 
strated by  case  one.  We  did  not  find  it  neces- 
sary to  use  platelet  transfusions  nor  cortisone 
preoperatively  to  try  to  alleviate  the  throm- 
bocytopenia as  some  have  advocated.  Clot- 
ting at  surgery  was  normal  and  bleeding  in 
the  postoperative  period  was  not  a problem 
in  either  of  these  patients. 

Because  of  the  rather  marked  leukopenia 
in  Case  no.  1 we  were  concerned  about  hos- 
pital resistant  infections  in  the  early  post- 
operative period.  Antibiotics  are  ineffective 
in  preventing  bacterial  invasion  when  the 
leukocytes  are  severely  depressed.  We  placed 
the  patient  on  strict  gown,  cap,  mask  and 
glove  isolation  and  administered  human  gam- 
ma globulin  .06  cc/lb  of  body  weight  intra- 
muscular. There  was  no  evidence  of  sepsis; 
her  white  blood  count  rapidly  returned  to  nor- 
mal, and  isolation  techniques  were  discon- 
tinued. 

Linton'  advocates  the  splenorenal  shunt 
because  in  his  experience  the  adverse  nutri- 
tional effects  on  the  liver  and  the  incidence 
of  encephalopathy  are  less  than  after  porta- 
caval shunts.  A number  of  investigators  are 
not  willing  to  accept  this  and  believe  that 
there  is  no  great  advantage  of  the  splenorenal 
shunt  over  other  forms  of  portal-systemic 
shunting.  Neither  of  the  patients  presented 
here  showed  any  signs  of  hepatic  encephalo- 
(Continued  on  page  548) 


Manuscript  Memos 


Manuscripts  should  be  submitted  in  duplicate  to 
The  Journal  of  KM  A,  an  original  copy  and  one  car- 
bon and  typed  with  double  spacing.  Maximum  length 
of  an  article  should  not  exceed  4500  words;  the  Board 
of  Consultants  on  Scientific  Articles  prefers  that  they 
be  briefer  than  this  when  possible. 

In  submitting  a manuscript,  the  author  is  requested 
to  include  a concise  summary,  not  to  exceed  35  words, 
to  be  used  as  a sub-title  when  the  article  is  published 
in  the  Journal.  The  purpose  of  the  summary  is  to 
create  additional  interest  and  encourage  greater 
readership. 

Footnotes  and  bibliographies  should  conform  to 
the  style  of  the  Quarterly  Cumulative  Index  Medicus 
published  by  the  American  Medical  Association.  This 
requires  in  the  order  given  name  of  author,  title  of 
article,  name  of  periodical,  with  volume,  page,  month 
— day  of  month  if  weekly — and  year.  The  Journal  of 
the  KMA  does  not  assume  responsibility  for  the 
accuracy  of  references  used  with  scientific  articles. 


All  scientific  material  appearing  in  The  Journal  is 
reviewed  by  the  Board  of  Consultants  on  Scientific 
Articles.  The  editors  may  use  up  to  six  illustrations, 
with  the  essayist  bearing  the  cost  of  all  over  three 
one-column  halftones. 

Arrangements  for  reprints  of  an  article  should  be 
made  directly  with  the  publisher  of  The  Journal, 
Gibbs-Inman  Printing  Company,  817  IV.  Market  St., 
Louisville,  Ky. 

The  bylaws  of  the  Kentucky  Medical  Association 
provide  that  all  scientific  discussions  and  papers  read 
before  the  KMA  Annual  Meeting  shall  be  referred 
to  the  KMA  Journal  for  consideration  for  publication. 
The  bylaws  further  state  that  the  editor  or  the  as- 
sociate editor  may  accept  or  reject  these  papers  as  it 
appears  advisable  and  return  them  to  the  author  if  not 
considered  suitable  for  publication. 

Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Ephraim 
McDowell  Drive,  Louisville,  Kentucky  40205. 
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SPECIAl  ARTICLES 


Liability  Insurance 


Riley  Lassiter* 


The  KMA  Plans  and  Development  Committee  spent  the 
entire  day,  February  5,  1970,  discussing  liability  in- 
surance. The  Committee  members  felt  that  all  Ken- 
tucky physicians  might  be  interested  in  seeing  a sum- 
mary of  the  remarks  presented  by  representatives  of 
two  companies  who  carry  liability  insurance  in  Ken- 
tucky. 


Kentucky  physicians  have  generally  been 
able  to  secure  professional  liability  in- 
surance at  rates  well  below  the  national 
average.  Coverage  at  rate  commensurate  with 
the  individual  risk  has  been  available  for  those 
physicians  who  have  proved  to  have  a higher 
than  average  risk.  Still,  the  cycle  of  increased 
numbers  of  claims,  increased  cost  of  resolving 
claims  and  the  consequently  increased  insur- 
ance premiums  has  begun  to  spin  viciously  in 
Kentucky  as  elsewhere.  Publication  of  a United 
States  Senate  Subcommittee  hearing  on  mal- 
practice has  focused  additional  attention  on  the 
problem,  as  have  national,  state  and  local  con- 
ferences, articles  in  professional  journals  and 
massive  publicity  (mostly  unfriendly  to  phy- 
sicians) in  the  public  media.  The  increasing 
concern  is  evidenced  by  a growing  number  of 
physicians  being  actively  interested  and  asking 
how  this  situation  can  be  effectively  countered. 

Recommendations  of  solutions  have  ap- 
peared from  many  sources.  Careful,  objective 
analysis  of  available  information  on  such  of 
these  proposals  as  pre-trial  screening  panels 
and  society-sponsored,  group  malpractice  in- 
surance programs  indicate  not  only  a failure 
to  resolve  the  problem,  but  a propensity 
towards  aggravating  the  problem.  Physicians 
in  Kentucky  are  fortunate  that  no  such  arti- 
ficially created  conditions  have  been  imposed 


*Riley  Lassiter,  representative,  The  Medical  Protec- 
tive Company. 


as  in  California,  Florida,  New  York,  New 
Jersey,  New  Mexico  and  Arizona  where  the 
situation  has  reached  crisis  proportions.  Your 
societies  are  to  be  commended  for  a no-non- 
sense approach  to  the  problem  which  is  im- 
plicit in  the  rejection  of  schemes  of  question- 
able merit. 

New  or  revised  laws  to  protect  doctors  have 
been  suggested  by  some  parties.  The  re-estab- 
lishment by  legislation  of  toppled  defensive 
barriers  would  seem  appropriate  for  consider- 
ation insofar  as  the  public’s  interests  have  been 
similarly  breached.  Extreme  caution  should  be 
exercised  when  considering  the  legislative  route 
so  that  the  profession’s  good  will  with  the 
public  and  legislators  is  not  frittered  away  on 
peripheral  issues  or  issues  which  may  rebound 
to  the  profession’s  detriment.  For  example,  a 
prominent  plaintiff’s  attorney  recently  referred 
to  Good  Samaritan  legislation  as  “nonsense” 
and  an  example  of  doctors  panicking  over  non- 
existent fears.  His  reaction,  which  may  well  be 
representative  of  a large  body  of  opinion,  will 
serve  to  make  the  passage  of  other,  more  mean- 
ingful, legislation  far  more  difficult. 

The  profession  rightly  desires  to  retain  the 
privilege  of  “policing”  itself  in  the  face  of 
growing  public  discontent  over  the  apparent 
miniscule  restrictions  being  placed  upon  phy- 
sicians as  compared  to  the  rapidly  increasing 
numbers  of  negligence  claims  against  doctors. 
However,  the  profession  is  now  caught  in  a 
dilemma,  and  the  other,  unpublicized  horn  is 
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the  liability  assumed  by  a doctor  when  he  sits 
in  judgement  of  his  peers.  Legislatively  created 
immunity  from  prosecution  for  members  of 
committees  reviewing  the  performances  of  their 
peers  might  ultimately  serve  to  improve  the 
level  of  care  received  by  the  public  as  well  as 
remove  the  insurance  burden  of  questionable 
risk  practitioners  from  the  remainder  of  the 
profession. 

Positive  measures  can  be  taken  by  the  pro- 
fession, individually  and  in  concert.  Special 
continuing  attention  must  be  paid  to  preven- 
tive procedures  in  each  doctor’s  practice.  At 
the  heart  of  every  claim,  no  matter  what  the 
subject  matter,  no  matter  what  its  merit,  at 
the  center  is  a patient  dissatisfied  with  the 
treatment  accorded  him  by  a doctor.  It  is  here, 
with  this  causative  factor  in  mind,  that  firm 
and  lasting  improvement  must  be  founded. 


Among  the  other  potentially  advantageous 
activities  would  be  involvement  in  the  selec- 
tion of  judges,  cooperation  with  insurers,  a 
willingness  to  testify  in  court  when  requested 
and  participation  in  seminars  on  malpractice 
prevention  which  are  kept  within  the  confines 
of  the  state  and  local  medical  societies.  Knowl- 
edge of  potentially  dangerous  procedures  or 
situations  within  a doctor’s  practice  can  be 
a positive  aid  in  eliminating  the  danger. 

The  situation  confronting  the  profession  is 
an  extremely  complex  one,  and  there  are  no 
simple  answers  which  are  effective.  The  ef- 
fective solutions  require  hard  and  continuous 
efforts  by  the  profession,  their  insurance  car- 
riers and  their  defense  attorneys.  My  company 
will  continue  to  support  constructive  measures 
designed  to  enhance  the  defense  of  physicians. 


The  Rise  in  Malpractice  Claims 

The  Cause,  Effect  and  Cure 

Jo.  M.  V.4N  Zandt* 


IT  was  not  too  long  ago  when  it  was  con- 
sidered a shameful  stigma  for  a physician 
to  be  accused  of  malpractice,  but  today  it  is 
a fairly  common  occurrence.  What  are  the 
causes  for  the  change?  The  following  are  the 
principal  ones: 

1)  Due  to  modern  medical  technology,  phy- 
sicians (in  the  eyes  of  juries)  are  expected 
sometimes  to  do  the  impossible. 

2)  Actions  by  judges  and  state  legislatures 
are  circumventing  the  medical  profession’s  reti- 
cence to  testify  against  one  another.  Several 
states  have  passed  laws  expanding  the  per- 
missive use  of  medical  textbooks  as  evidence. 
This  places  opinions  of  eminent  medical 
authors  at  the  disposal  of  a plaintiff’s  attorney. 

3)  In  recent  cases,  judges  have  been  more 
willing  to  waive  the  time-honored  “locality 
rule”  which  requires  the  physician  to  meet  only 
the  standards  of  medical  care  in  his  community. 
The  Massachusetts  Supreme  Court  reversed  an 
appeal  last  year  saying  in  its  decision:  “.  . . The 
time  has  come  when  the  medical  profession 
should  no  longer  be  Balkanized  by  the’  appli- 

“Jo.  M.  Van  Zandt,  representative,  Aetna  Insurance 
Company 


cation  of  varying  geographic  standards  in  mal- 
practice cases  . . .’’  Professional  standards 
must  be  uniform,  in  the  eyes  of  the  court,  thus 
depriving  the  defense  of  some  time-honored 
arguments. 

4)  The  abandoment  by  some  courts  of  the 
requirement  that  plaintiffs  prove  negligence 
when  the  injury  resulted  from  an  error.  The 
theory  of  Res  ipsa  Loquitur,  the  thing  speaks 
for  itself,  is  proving  highly  significant.  This 
shifts  to  the  doctor  being  sued  the  burden  of 
proving  he  was  blameless,  and  making  it  pos- 
sible for  a plaintiff  to  win  a case  without  pro- 
ducing any  witnesses.  Previously  the  burden 
was  on  the  patient  to  prove  the  doctor  was  at 
fault. 

5)  Inflation!  Courts  are  more  generous  in 
the  amount  of  judgements,  and  costs  of  defense 
are  soaring. 

What  effect  does  this  have  on  professional 
liability  insurance?  You  know  the  answer  — 
soaring  premiums!  It  must  be  conceded  that 
insurance  companies  are  in  business  to  make 
a profit.  This  is  fair,  and  they  are  required  by 
Kentucky  Statutes  to  file  with  the  Commission- 
er of  Insurance  their  experience  data  before 
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any  change  of  rates  is  considered.  The  actuarial  ; 
art  of  insurance  rate-making  is  a complicated  | 
science,  particularly  in  the  professional  liability  i 
field.  The  filing  of  claims  by  plaintiffs  is  usual-  I 
ly  made  a considerable  time  after  the  incident, 
or  the  discovery  of  the  incident,  giving  rise  to 
a claim.  For  this  reason,  the  actuaries  work  I 
with  old  data,  and  must  prognosticate  on  the  ^ 
rates  necessary  to  produce  enough  money  to  i 
cover  claim  payments  and  expenses,  plus  a 
five  per  cent  profit  factor,  allowed  by  the  De- 
partment. 

In  recent  years,  major  companies  writing 
this  coverage  in  Kentucky  (there  are  only  three 
principal  ones)  have  suffered  loss  ratios  of  100  I 
per  cent,  and  their  data  have  been  substantiated  j 
by  the  Kentucky  Insurance  Department.  The  | 
Department  therefore  has  granted  the  request- 
ed increases  that  you  are  now  required  to  pay. 

You  might  ask  — are  insurance  companies  | 
paying  unjustified  claims?  The  answer  to  this  is  i 
simply  NO.  Policies  sold  in  Kentucky  con- 
tain a clause  stating  that  the  company  will  not 
settle  or  compromise  any  claim  or  suit  without 
the  written  consent  of  the  insured.  Therefore, 
if  payment  is  to  be  made,  the  insured  physician  ; 
must  agree  in  writing.  Rest  assured  that  no 
insurance  company  is  anxious  to  pay  more  than  I 
a claim  is  worth.  i 

The  cure?  There  is  no  “cure-all  prescrip-  | 
tion,”  but  there  are  certain  important  things  a 
physician  can  do  to  reduce  his  chances  of  being 
sued  for  malpractice.  They  are:  j 

1)  Keep  good  records!  Make  no  entries  on  | 
charts  that  you  could  not  substantiate  in  court,  i 

2)  Avoid  needless  criticism  of  professional  * 

services  rendered  by  others.  j 

j 

3)  Avoid  procedures  outside  of  the  realm  of  I 

eapabilities  and  training.  I 

4)  Fully  inform  the  patient  (and  the  family 
if  appropriate)  of  the  expected  results,  and  the 
fee  to  be  charged  for  the  professional  services. 

5)  Keep  abreast  of  medico-legal  develop- 

ments. Interpretations  of  the  laws  change,  and 
new  precedents  are  being  set  frequently.  i 

If  the  above  rules  are  followed,  the  number 
of  claims  will  surely  be  greatly  reduced  result-  | 
ing  in  lower  insurance  costs. 
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calcium  glycerophosphate,  calcium  lactate 


To  bring  effective  calcium  therapy  to  the 
patient,  Calphosan  may  be  administered  intra- 
muscularly . . . without  pain,  inflammatory  reactions 
induration  or  sloughing.  Injections  twice  weekly 
for  a series  of  5 to  10  injections  are  recommendeo 

Average  dose  per  injection:  One  or  two  10  ml. 
injections  of  Calphosan  each  week  for  the 
first  four  or  five  weeks,  and  on  a when-needed 
basis  thereafter. 

Calphosan  is  a specially  processed  solution  of 
calcium  glycerophosphate  and  calcium  lactate, 
containing  1%  of  each,  in  a physiological  solution  of 
sodium  chloride.  Each  10  ml.  contains  50  mg.  of 
calcium  glycerophosphate,  50  mg.  calcium  lactate 
with  0,25%  phenol  as  preservative.  Available  in 
10  ml.  ampules  in  boxes  of  10s  and  100s; 

60  ml.  multiple-dose  vials.  Also  available  as 
Calphosan  with  B-12.  U.  S.  Patent  No.  2657172 

Contraindication:  Hypercalcemia;  neoplastic 
diseases;  and  fully  digitalized  patients.  Do  not  use 
intramuscularly  in  infants  and  young  children. 
Before  starting  therapy,  consult  complete 
product  literature. 

Write  for  free  copy  of  "Calcium:  The  Ubiquitous 
and  Essential  Element"  and  for  samples. 
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A Reply  To  The  Critic 


There  probably  has  never  been  a time  in 
our  country’s  history  when  there  has  been 
as  much  interest  in  health  affairs  as  the 
present.  It  is  said  by  people  in  and  out  of  gov-  , 
ernment — and  by  spokesmen,  of  the  news 
media — that  we  are  in  a “health  crisis”.  The 
physician,  as  the  most  conspicious  rnember  of 
the  health  team,  has  suddenly  found  himself 
as  the  target  of  much  criticism.  The  criticism 
seems  to  come  from  all  directions  and  the 
physician  finds  himself  being  held  responsible 
for  all  sorts  of  grevious  errors  of  both  omission 
and  commission. 

One  of  the  favorite  implications  of  the  “doc- 
tor critic”  is  that  it  is  the  doctors  who  are  pri- 
marily responsible  for  the  rapid  increase  in 
medical  costs.  There  are  some  interesting  fig- 
ures available  in  response  to  this  implication. 
Of  the  total  expenditures  for  Medicare  for  the 
year  1969 — 22.6  per  cent  represented  physi- 
cians’ fees.  Of  the  total  expenditure  for  Medi- 
caid in  1969 — 11.4  per  cent  went  to  physi- 
cians. 

The  Consumer  Price  Index  (Department  of 
Labor)  has  some  interesting  figures  having 
to  do  with  price  increases  between  1964  and 
1969.  In  this  interval  of  time  the  physician’s 
fee  for  an  office  visit  went  up  37.8  per  cent 
while  auto  insurance  went  up  38.1  per  cent; 
laundry  bills  42  per  cent;  repairing  a furnace, 
44  per  cent;  repainting  a room,  50  per  cent; 
a hospital  room  (semi-private)  went  up  86  per 
cent. 
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It  is  said  by  the  critic  that  doctors  could 
control  medical  costs  if  they  really  were  in- 
terested and  wanted  to.  It  is  a fact  that  it  is 
hospital  costs  that  make  up  the  major  com- 
ponent of  medical  costs.  The  physician  has 
very  little  control  over  hospital  costs.  Seventy 
per  cent  of  hospital  costs  are  the  result  of 
wages  of  employees  of  the  hospital.  The  re- 
maining 30  per  cent  is  the  cost  of  materials 
and  supplies.  Here  again,  the  main  factor  in 
determining  the  cost  of  the  material  or  supply 
is  the  wage  of  the  worker  producing  it. 

The  principal  reason  for  the  very  large  per- 
centage increase  in  hospital  cost  from  1964  to 
1969  is  the  application  of  the  Minimum  Wage 
Law  to  hospital  employees  which  went  into  ef- 
fect in  1967.  Prior  to  1967,  hospital  employees 
were  behind  the  rest  of  the  labor  market  insofar 
as  wages  are  concerned.  Since  1967  there  has 
been  a rapid  catching  up  of  hospital  employee 
wages  to  the  mean  of  the  labor  market — and 
this  has  been  the  major  factor  in  the  rapid  rise 
of  hospital  costs.  It  is  evident  that  the  physi- 
cian has  no  control  over  what  has  to  be  paid 
in  hospital  employee  salaries — or  in  the  costs 
of  food  and  other  materials  which  the  hospital 
is  required  to  purchase. 

In  spite  of  the  vigorous  doctor  criticism  it 
is  evident  that  the  physician’s  fee  is  not  a major 
factor  in  the  present  cost  of  medical  care. 

Walter  S.  Coe,  M.D. 
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When  protein  is  the  focal  point  in  your  patients 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 
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♦ From  Nutritive  Composition  of  Campbell  s Products 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 
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There’s  a soup 

for  almost  every  patient  and  diet 
..for  every  meal 
and,  it’s  made  by 


PROTEIN  CONTENT/  7 oz.  Serving* 


Bean  with  Bacon 
Beef 

Chicken  Broth 
Chicken  'N  Dumplings 
Chili  Beet 
Green  Pea 


6.8 

8.0 

5.5 

5.8 
6.2 

6.9 


Green  Pea  with  Ham  (Frozen) 

Hot  Dog  Bean 

Pepper  Pot 

Split  Pea  with  Ham 

Vegetable  Beef 

Vegetable  with  Beef  (Frozen) 


7.6 

8.4 
6.1 

10.2 

5.0 

5.4 
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Flagyl 


brand  of 

metronidazole 


Cures  Trichomoniasis  in 
Both  Women  and  Men 


About  half  of  all  husbands  of  in- 
fected women  harbor  Trichomonas 
vaginalis.^ 

Few  of  these  men  have  symptoms. 
Even  so,  all  are  capable  of  perpetuat- 
ing the  infection  and  rendering  treat- 
ment of  a woman  alone  futile. 

Only  a systemically  active  medica- 
tion like  Flagyl  is  capable  of  reach- 


ing the  hidden  reservoirs  of  infection 
in  the  genitourinary  tracts  of  both 
men  and  women. 

Only  Flagyl  has  been  able  to 
achieve  rates  of  cure  consistently 
above  90  per  cent  and  often  up  to 
100  per  cent  in  trichomonal  infec- 
tions in  both  men  and  women. 


Indications:  For  the  treatment  of  trichomo- 
niasis in  both  male  and  female  patients  and 
the  sexual  partners  of  patients  with  a recur- 
rence of  the  infection  provided  trichomonads 
have  been  demonstrated  by  wet  smear  or 
culture. 

Contraindications:  Evidence  of  or  a history 
of  blood  dyscrasia,  active  organic  disease  of 
the  central  nervous  system  and  the  first  tri- 
mester of  pregnancy. 

Warnings:  Use  with  discretion  during  the  sec- 
ond and  third  trimesters  of  pregnancy  and 
restrict  to  patients  not  cured  by  topical  mea- 
sures. Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious  to  the 
newborn. 

Precautions:  Mild  leukopenia  has  been  re- 
ported during  Flagyl  use;  total  and  differen- 
tial leukocyte  counts  are  recommended 
before  and  after  treatment  with  the  drug, 
especially  if  a second  course  is  necessary. 
Avoid  alcoholic  beverages  during  Flagyl  ther- 
apy because  abdominal  cramps,  vomiting  and 
flushing  may  occur.  Discontinue  Flagyl 
promptly  if  abnormal  neurologic  signs  occur. 
There  is  no  accepted  proof  that  Flagyl  is  ef- 
fective against  other  organisms  and  it  should 
not  be  used  in  the  treatment  of  other  condi- 
tions. Exacerbation  of  moniliasis  may  occur. 
Adverse  Reactions:  Nausea,  headache,  ano- 
rexia, vomiting,  diarrhea,  epigastric  distress, 
abdominal  cramping,  constipation,  a metallic, 
sharp  and  unpleasant  taste,  furry  or  sore 
tongue,  glossitis  and  stomatitis  possibly  asso- 
ciated with  a sudden  overgrowth  of  Monilia, 
exacerbation  of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia,  dizzi- 
ness, vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an  extrem- 
ity, fleeting  joint  pains,  confusion,  irritability, 
depression,  insomnia,  mild  erythematous 


eruptions,  “weakness,”  urticaria,  flushing,  dry- 
ness of  the  mouth,  vagina  or  vulva,  vaginal 
burning,  pruritus,  dysuria,  cystitis,  a sense  of 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido,  nasal  con- 
gestion, proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the  drug. 
Patients  receiving  Flagyl  may  experience  ab- 
dominal distress,  nausea,  vomiting  or  head- 
ache if  alcoholic  beverages  are  consumed. 
The  taste  of  alcoholic  beverages  may  also  be 
modified. 


Dosage  and  Administration:  In  the  Female. 
One  250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated  if  re- 
quired in  especially  stubborn  cases;  in  such 
patients  an  interval  of  four  to  six  weeks  be- 
tween courses  and  total  and  differential  leu- 
kocyte counts  before,  during  and  after 
treatment  are  recommended.  Vaginal  inserts 
of  500  mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  inserts 
are  used  one  500-mg.  insert  is  placed  high 
in  the  vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two  250-mg. 
tablets  daily  during  the  ten-day  course  of 
treatment.  Do  not  use  the  vaginal  inserts  as 
the  sole  form  of  therapy.  In  the  Male.  Pre- 
scribe Flagyl  only  when  trichomonads  arc 
demonstrated  in  the  urogenital  tract,  one 
250-mg.  tablet  two  times  daily  for  ten  days. 
Flagyl  should  be  taken  by  both  partners  over 
the  same  ten-day  period  when  it  is  prescribed 
for  the  male  in  conjunction  with  the  treat- 
ment of  his  female  partner. 

Dosage  Forms:  Oral  tablets  . . . 250  mg. 

Vaginal  inserts  . . 500  mg. 

*References  available  on  request. 
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Research  in  the  Service  of  Medicine 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a \way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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PLAN  NOW  FOR  THE  1970  ANNUAL  MEETING 

Of  The 

KENTUCKY  MEDICAL  ASSOCIATION 

September  22-24/  1970  Convention  Center/  Louisville 

AKE  YOUR  HOTEL  RESERVATIONS  TODAY!!  PRE-REGISTER  NOW  TO  SAVE  TIME  LATER!! 


Reservation 
Requests 
• ould  Reach  The 
Louisville 
Convention 
Bureau 
By 

lEMBER  10/  1970 

r -Register  Now 
and 

Save  Time 
i The  Meeting! 


REQUEST  FOR  HOTEL  RESERVATION 

Louisville  Convention  Bureau 
Please  Print  or  Type  Three  Hotel  Choices: 

1st  

2nd 

3rd  

If  hotels  of  your  choice  are  unable  to  make 
reservations,  may  the  Housing  Bureau  secure  a 
reservation  as  good  as  possible  elsewhere? 

Yes No 

Room  Will  Be  Occupied  By: 

Name  

Address 

City State Zip 

Additional  Occupants 

Kentucky  Medical  Association  — Annual  Meeting  — September  22-24,  1970 

’'‘Rooms  will  not  be  held  after  6 p.m.  unless  requested. 


Telephone:  (502)  584-4208 

Type  of  Accommodations 

. . . .Single  Room(s) 

. . . .Double  Bed  Rooms (s) 

....  Room  With  Twin 

. . . .Suite  (Parlor  & Twin) 

. . . .Suite  (Parlor  & Two 
Bedrooms) 

Arrival  Date 

AM 

Hour*  PM 

Departure  Date 


PRE-REGISTRATION  FORM 


1970  KMA  Annual  Meeting  Convention  Center 

September  22-24,  1970  Louisville 


Avoid 

Registration 

Lines 

By 

Filling  Out 
This  Card! 


(Please  Print  or  Type) 

NAME  

ADDRESS  

(Number  & Street)  (City)  (County)  (State) 


□ 

KMA  Member 

□ 

Intern  or  Resident 

□ 

Non-Member  Physician 

□ 

Medical  Student 
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KENTUCKY  MEDICAL  ASSOCIATION 
1970  ANNUAL  MEETING 

LOUISVILLE 

SEPTEMBER  22-24,  1970 

Plan  Now  To  Attend!  Use  These  Handy  Postcards  to 
Make  Hotel  Reservations  — Register  in  Advance  of  Meeting 

1 


STAMP 


DETACH 


Louisville  Convention  Bureau 
Convention  Center 
525  West  Walnut  Street 
Louisville,  Kentucky  40202 


AND 

MAIL 

TODAY! 


STAMP 


Kentucky  Medical  Association 
3532  Ephraim  McDowell  Drive 
Louisville,  Kentucky  40205 


Link  in  the  Chain 


U 

X 

0 

c 

e 

0 

c 
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Dear  Doctor: 

Your  wife  is  cordially  invited  to  attend  the  48th  Annual  Convention  of  the  WOMAN’S 
AUXILIARY  to  the  KENTUCKY  MEDICAL  ASSOCIATION.  It  will  be  held  in  conjunc- 
tion with  the  ANNUAL  MEETING  of  the  KENTUCKY  MEDICAL  ASSOCIATION.  The 
Scientific  Sessions  and  Registration  will  be  held  in  the  Convention  Center  and  the  Auxiliary 
activities  will  be  held  in  the  Kentucky  Hotel,  September  21-24,  1970. 

Whether  your  wife  is  a member  of  WAKMA  or  not  she  will  be  most  welcome  to  attend 


any  of  the  activities  listed  below.  Will  you 
INVITATION,  we  are  hoping  to  meet  her. 


MONDAY,  SEPTEMBER  21,  1970 

2:30-4:30  p.m. 

Get  Acquainted  Tea 
President’s  Suite 
6:00  p.m. 

Cocktail  Party  sponsored  by 
University  of  Louisville  Alumni 
Flag  Room 
7:00  p.m. 

KEMPAC  Dinner  and  Seminar 
Flag  Room 


TUESDAY,  SEPTEMBER  22,  1970 
8:30  a.m. 

Preconvention  Board  Meeting  and 
Breakfast 
8:30-10:30  a.m. 

Continental  Breakfast 
Mezzanine 
10:00  a.m. 

48th  CONVENTION  OPENING  SESSION 
Mirror  Room 
10:30  a.m. -5:00  p.m. 

Silent  Auction  and  Gift  Boutique 
Mezzanine 


please  take  this  page  home  to  her  as  OUR 
Sincerely  yours, 

Mrs.  Hoyt  D.  Gardner,  President 
Woman’s  Auxiliary  to  KMA 

12:15  p.m. 

ZODIAC  LUNCHEON 
Terrace  Room 

“STARDUST” — A Jewelry  Fashion  Show 
“MEDICINE’S  METEORITE— YOU  THE 
AUXILIARY” 

Guest  Speaker — Rex  Kenyon,  M.D., 
Oklahoma  City,  Okla. 

5:30-7:00  p.m. 

Cocktail  Party  Honoring  Presidents-Elect 
John  C.  Quertermous,  M.D.,  KMA 
Mrs.  C.  E.  Hornaday,  WAKMA 
Mirror  Room 

WEDNESDAY,  SEPTEMBER  23,  1970 

8:30-10:30  a.m. 

Continental  Breakfast 
Mezzanine 
9:00-11:45  a.m. 

WAKMA  BUSINESS  SESSION 
10:00  a.m. -2:00  p.m. 

Silent  Auction  and  Gift  Boutique 
Mezzanine 
12:00  noon 

KMA  President’s  Luncheon 
Flag  Room 

Guest  Speaker — Ralph  Lee  Smith,  Author, 

“At  Your  Own  Risk”,  the  book  that 
exposed  Chiropractic. 


All  friends  and  guests  are  cordially  invited  to  attend 
all  sessions,  whether  or  not  you  are  a member  of 
WAKMA.  Please  register  in  the  lobby.  We  will 
be  HAPPY  to  see  you. 
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Fast...long-lasting  ( 
relief  of  aches 
and  pains  4 

of  colds  and  flu 


with  the  unique 

timed-release 

aspirin 

Double  strength  Measurin  timed-release  aspirin 

offers  a new  kind  of  control  for  your  patients  with  cold 

and  flu  discomforts.  In  each  10-grain  tablet  are  over 

6,000  microscopic  reservoirs  that  release  aspirin  at  a 

controlled  rate— some  right  away  and  some  later 

on.  This  means  fast  relief  of  symptoms, 

followed  by  hours  of  comfort.  Throughout 

the  day,  Measurin  gives  your  patients 

freedom  from  a 4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Me/kurik 

TIMED-RELEASE  ASPIRir 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEI 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in 
24  hours.  For  maximum  nighttime  pain  relief, 

2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 
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PRESIDENT-ELECT 
John  C.  Quertermous,  M.D. 
Murray 


Doctor  Quertermous  will  be  installed  as  president 
of  the  Kentucky  Medical  Association  Wednesday 
evening,  September  23,  during  the  1970  Annual 
Meeting  in  Louisville.  Very  active  in  the  work  of  the 
•Association,  he  has  served  as  a delegate  to  the  AMA 
from  1963-1969,  a former  chairman  of  the  Commit- 
tee on  Legislative  Activities  for  National  Affairs,  and 
a former  chairman  of  the  KEMPAC  Board  of  Di- 
rectors. He  has  also  been  a member  of  the  KMA 
Board  of  Trustees  since  1963. 

A native  of  Livingston  County,  Doctor  Querter- 
mous graduated  from  Murray  State  College  in  1938 
and  received  his  M.D.  degree  from  the  University 
of  Louisville  School  of  Medicine  in  1942.  After  com- 
pleting his  internship  at  Good  Samaritan  Hospital  in 


Cincinnati,  he  served  three  and  a half  years  in  the 
U.S.  Army,  serving  in  the  Pacific  Theatre.  He  was 
separated  in  1946  as  a major. 

After  completing  a residency  in  internal  medicine 
at  Louisville  General  Hospital,  Doctor  Quertermous 
began  his  private  practice  in  Murray  in  1950.  He  is  a 
past  president  of  the  Calloway  County  Medical  So- 
ciety and  served  on  the  Governor’s  Citizens  Com- 
mittee on  the  Problems  of  the  Aging  in  1960  and 
1961. 

Doctor  Quertermous  is  recognized  as  an  outstand- 
ing member  of  his  profession  for  his  work  in  medi- 
cine and  for  his  active  participation  in  local  civic 
affairs.  For  these  and  other  reasons,  Doctor  Quer- 
termous is  an  excellent  choice  as  president-elect  of 
the  Kentucky  Medical  Association. 


VICE  PRESIDENT 
David  A,  Hull,  M.D.,  Lexington 


Active  in  the  affairs  of  local  and  state  medicine. 
Doctor  Hull  has  practiced  general  surgery  in  Lexing- 
ton since  1954.  A 1947  graduate  of  the  University  of 
Tennessee  Medical  School,  he  is  also  an  associate 
clinical  professor  of  surgery  at  the  University  of 
Kentucky  Medical  Center.  He  is  past  president  of 
the  Fayette  County  Medical  Society  and  currently 


the  secretary-treasurer  of  the  Kentucky  Chapter, 
American  College  of  Surgeons.  A fellow  of  the 
American  College  of  Surgeons,  Doctor  Hull  has 
served  on  the  KMA  Committee  on  Legislative  Ac- 
tivities and  is  a member  of  the  Southern  Surgical 
Congress  and  the  International  Cardiovascular  So- 
ciety. 


Secretary  and  Treasurer 


SECRETARY 

S.  Randolph  Scheen,  M.D.,  Louisville 

Doctor  Scheen,  serving  his  third  year  as  secretary 
of  KMA,  is  an  instructor  in  medicine  at  the  Univer- 
sity of  Louisville  School  of 
Medicine  and  chief  of  derma- 
tology at  St.  Joseph’s  Infirmary. 
A 1953  graduate  of  the  Univer- 
sity of  Louisville  School  of 
Medicine,  Doctor  Scheen  is  a 
member  of  the  American  Acad- 
emy of  Dermatology,  the  Noah 
Worcester  Dermatologic  Society 
and  the  Alumni  Association  of 
the  Mayo  Foundation.  He  is  also  a member  of  KMA’s 
Judicial  Council. 


TREASURER 

Keith  P.  Smith,  M.D.,  Corbin 

Treasurer  of  the  Association  since  1963,  Doctor 
Smith  has  been  active  in  KMA  affairs,  serving  as  a 
former  vice  president  and  chair- 
man of  the  Board  of  Trustees. 
A general  surgeon.  Doctor 
Smith  graduated  from  the  Uni- 
versity of  Louisville  School  of 
Medicine  in  1936.  He  is  a past 
president  and  vice  president  of 
the  Kentucky  Academy  of  Gen- 
eral Practice.  He  has  practiced 
for  a number  of  years  in  Cor- 
bin where  he  was  the  first  chief  of  staff  of  the 
Corbin  Municipal  Hospital. 
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Journal  Editors 


EDITOR 

Walter  S.  Coe,  M.D.,  Louisville 

Now  serving  as  president  of  the  Jefferson  County 
Medical  Society.  Doctor  Coe  is  in  his  fourth  year  as 
editor  of  The  Journal.  He  has 
also  served  as  associated  editor 
and  book  review  editor.  An 
associate  clinical  professor  of 
medicine  at  the  University  of 
Louisville  School  of  Medicine, 
Doctor  Coe  graduated  from  that 
institution  in  1943.  He  is  a past 
president  of  the  Kentucky, 
Louisville  and  Jefferson  County 
Heart  Associations  and  the  Kentucky  Society  of  In- 
ternal Medicine. 


ASSOCIATE  EDITOR 
Sam  A.  Overstreet,  M.D.,  Louisville 

President  of  KMA  during  its  Centennial  in  1950-51, 
Doctor  Overstreet  served  as  editor  of  The  Journal 
for  eight  years.  A 1923  gradu- 
ate of  the  University  of  Louis- 
ville School  of  Medicine,  Doc- 
tor Overstreet  is  a past  governor 
of  the  Kentucky  Chapter, 
American  College  of  Physicians, 
a past  president  of  the  Jefferson 
County  Medical  Society,  and  a 
former  speaker  of  the  KMA 
House  of  Delegates.  He  is  a 
member  of  the  State  Board  of  Health  and  the 
Southern  Medical  Association. 


ASSISTANT  EDITOR 
Walter  I.  Hume,  Jr.,  M.D.,  Louisville 

A 1949  graduate  of  Harvard  Medical  School, 
Doctor  Hume  is  an  assistant  clinical  professor  of 
surgery  at  the  University  of 
Louisville  School  of  Medicine. 
He  is  the  past  president  of  the 
Jefferson  County  Medical  So- 
ciety and  has  been  active  in 
committee  work  both  in  the  So- 
ciety and  in  KMA.  He  now 
serves  as  chairman  of  the  KMA 
Committee  on  Medical  Educa- 
tion. Doctor  Hume  is  a mem- 
ber of  the  Southern  Surgical  Association,  as  well  as 
the  International  Society  of  Surgery. 


AMA  Delegate 

J.  Thomas  Giannini,  M.D.,  Louisville 

Doctor  Giannini  has  served  as  a delegate  to  the 
AMA  since  1963  and  was  previously  an  alternate 
delegate.  A 1938  graduate  of 
the  University  of  Louisville 
School  of  Medicine,  he  is  a fel- 
low of  the  American  College 
of  Surgeons  and  the  American 
Society  of  Plastic  and  Recon- 
structive Surgeons.  He  is  a 
member  of  the  Kentucky  and 
Louisville  Surgical  Societies  and 
is  a former  chairman  of  the 
KMA  Scientific  Exhibits  Committee. 


AMA  Delegates 


Charles  C.  Rutledge,  M.D.,  Hazard 

Doctor  Rutledge,  who  graduated  from  the  Univer- 
sity of  Louisville  School  of  Medicine  in  1946,  has 
served  as  a delegate  to  the 
AMA  since  1965.  Formerly  an 
alternate  delegate  to  KMA,  he 
is  also  past  president  of  the 
Pike  and  Perry  County  medical 
societies,  a past  KMA  Coun- 
cilor and  a former  district 
chairman  for  KEMPAC.  A fel- 
low of  the  American  College  of 
Surgeons,  Doctor  Rutledge  is  a 
member  of  the  Southern  Medical  Association. 


George  F.  Brockman,  III,  M.D.,  Greenville 

An  internist  who  graduated  from  the  University 
of  Louisville  School  of  Medicine  in  1935,  Doctor 
Brockman  was  elected  a dele- 
to  the  AMA  at  the  1969 
Annual  Meeting.  Active  in  the 
affairs  of  the  Association,  Doc- 
tor  Brockman  served  as  KMA 
president  in  1968-69  and  has 
been  speaker  and  vice-speaker 

gates.  He  recently  served  as 
chairman,  Kentucky  Tubercu- 
losis Study  Committee,  Comprehensive  Health  Plan- 
ning Committee. 
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KMA  District  Trustees 

1969-70  Associational  Year 


New  Trustees 


Paul  J.  Parks,  M.D.,  Bowling  Green 

A 1948  graduate  of  the  University  of  Louisville 
School  of  Medicine,  Doctor  Parks  has  practiced  in- 
ternal medicine  in  Bowling  Green  since  1958.  He  is  a 
member  of  the  Kentucky  and  American  Society  of 
Internal  Medicine,  as  well  as  the  Southern  Medical 
Association.  He  has  been  a delegate  to  KMA  from 
Warren  County  since  1963  and  serves  on  the  KMA 
Special  Committee  on  Medicine  and  Religion. 


John  S.  Llewellyn,  M.D.,  Louisville 

An  associate  professor  of  clinical  medicine  at  the 
University  of  Louisville  School  of  Medicine,  Doctor 
Llewellyn  received  his  M.D.  degree  from  Loyola 
University  School  of  Medicine  in  1940.  A fellow  of 
the  American  College  of  Physicians,  Doctor  Llewellyn 
is  a member  of  the  American,  Kentucky  and  Louis- 
ville Heart  Association,  the  American  Society  of 
Internal  Medicine,  and  the  Kentucky  Diabetes  Asso- 
ciation. 


Election  of  Trustees  and  Alternate  Trustees 

The  House  of  Delegates  will  elect  five  district  trustees  and  five  alternate  trustees  at  its  second  session,  Wednes- 
day, September  23.  Nominations  will  be  made  by  the  delegates  from  the  electing  districts  at  a meeting  following 
the  first  session  of  the  House  on  Monday,  September  21.  At  the  close  of  the  first  scientific  session  on  Tuesday, 
September  22,  the  committee  will  report  its  nominees.  Further  nominations  may  be  made  from  the  floor  at  the 
final  meeting  of  the  House  of  Delegates,  Wednesday  evening,  September  23.  All  nominations  are  considered  and 
acted  upon  by  the  delegates  at  this  final  session. 

Districts  electing  trustees  for  three-year  terms  are:  SECOND  DISTRICT  (incumbent  William  W.  Hall, 
M.D.,  Owensboro);  SEVENTH  DISTRICT  (incumbent  Donald  Chatham,  M.D.,  Shelbyville);  NINTH  DIS- 
TRICT (incumbent  J.  Campbell  Cantrill,  M.D.,  Georgetown);  TENTH  DISTRICT  (incumbent  Andrew  M. 
Moore,  M.D.,  Lexington);  THIRTEENTH  DISTRICT  (incumbent  Paul  E.  Holbrook,  M.D.,  Ashland).  All  are 
eligible  for  re-election  with  the  exception  of  Doctor  Chatham  who  has  served  two  full  terms. 

Districts  electing  alternate  trustees  are  the  same  as  those  electing  trustees.  Incumbents  are  Kenneth  M.  Eblen, 
M.D.,  Henderson  (2nd);  Thomas  P.  Leonard,  M.D.,  Frankfort,  (7th);  James  L.  Ferrell,  M.D.,  Paris  (9th); 
Irving  Kanner,  M.D.,  Lexington  (10th);  and  Arthur  B.  Richards,  M.D.,  Louisa  (13th).  All  alternate  trustees  are 
eligible  for  re-election. 


Officers  of  the  House  of  Delegates 


SPEAKER 

Richard  F.  Greathouse,  M.D.,  Louisville 

Elected  as  vice-speaker  of  KMA  House  of  Dele- 
gates in  1965,  Doctor  Greathouse  is  now  serving  his 
second  term  as  speaker.  A 1951 
graduate  of  the  University  of 
Louisville  School  of  Medicine, 
Doctor  Greathouse  is  an  assis- 
tant clinical  professor  of  pedi- 
atrics. He  is  a past  secretary- 
treasurer  of  KEMPAC  and  is  a 
past  president  of  the  Louisville 
Pediatric  Society.  Doctor  Great- 
house  also  has  served  as  vice 
chairman  of  the  Kentucky  Chapter,  American  Acad- 
emy of  Pediatrics. 


VICE-SPEAKER 

Carl  C.  Cooper,  M.D.,  Bedford 

A 1952  graduate  of  the  University  of  Louisville 
School  of  Medicine,  Doctor  Cooper  has  been  active 
in  the  affairs  of  KMA.  He  is  a 
former  KMA  vice  president  and 
alternate  delegate  to  the  AMA. 
He  is  also  a past  vice  president 
of  the  Kentucky  Academy  of 
General  Practice  and  a mem- 
ber of  the  American  Academy 
of  General  Practice.  This  is  cur- 
rently his  second  term  as  vice- 
speaker of  the  House. 
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KMA  Delegates 


ADAIR 

James  C.  Salato,  Columbia 

ALLEN 

Earl  P.  Oliver,  Scottsville 

ANDERSON 

Boyd  Caudill,  Lawrenceburg 

BALLARD 

BARREN 

William  H.  Bryant,  Glasgow 

BATH 

Robin  A.  Byron,  Owingsville 

BELL 

Kenneth  W.  Smith,  Middlesboro 
Charles  B.  Stacy,  Pineville 

BOONE 

Glenn  F.  Baird,  Florence 

BOURBON 

Richard  Wever,  Paris 

BOYD 

C.  Gordon  Gussler,  Ashland 
Garner  E.  Robinson,  Ashland 
Clyde  C.  Sparks,  Ashland 

BOYLE 

John  M.  Baird,  Danville 

BRACKEN 

J.  M.  Stevenson,  Brooksville 

BREATHITT 

F.  C.  Lewis,  Jackson 

BRECKINRIDGE 

James  G.  Sills,  Hardinsburg 

BULLITT 

Patrick  Murphy,  Lebanon  Junction 

BUTLER 

CALLOWAY 

Flugh  Houston,  Murray 

CAMPBELL-KENTON 

Carl  J.  Brueggemann,  Covington 
Thomas  L.  Heavern,  Jr.,  Highland 
Heights 

Donald  Janney,  Covington 
Louis  J.  Nutini,  Erlanger 
W.  Vinson  Pierce,  Covington 
R.  C.  Smith,  Newport 

CARLISLE 

J.  T.  O'Neill,  Arlington 

CARROLL 

Edgar  S.  Weaver,  Carrollton 

CARTER 

H.  E.  Shufflebarger,  Grayson 

CASEY 

Lewis  E.  Wesley,  Liberty 

CLARK 


CLAY 

W.  E.  Becknell,  Manchester 

CLINTON 

Earnest  A.  Barnes,  Albany 

CRITTENDEN 

R.  M.  Brandon,  Marion 

CUMBERLAND 

James  W.  Morris,  Burkesville 

DAVIESS 

Coy  Ball,  Owensboro 
J.  S.  Oldham,  Owensboro 
William  E.  Pearson,  Owensboro 

EDMONSON 

ELLIOTT 

John  F.  Greene,  Sandy  Hook 

ESTILL 

Charles  E.  Terry,  Irvine 

FAYETTE 

John  F.  Berry,  Jr.,  Lexington 
Leslie  W.  Blakey,  Lexington 
Peter  P.  Bosomworth,  Lexington 
N.  L.  Bosworth,  Lexington 
Thomson  R.  Bryant,  Jr.,  Lexington 
Winston  L.  Burke,  Lexington 
Donald  E.  Edger,  Lexington 
Richard  D.  Floyd,  Lexington 
Richard  F.  Hench,  Lexington 
David  A.  Hull,  Lexington 
Bush  A.  Hunter,  Lexington 
Richard  B.  McElvein,  Lexington 
Carl  H.  Scott,  Lexington 
Ben  C.  Stigall,  Lexington 

FLEMING 

Samuel  W.  Gehring,  Flemingsburg 

FLOYD 

George  Archer,  Prestonsburg 

FRANKLIN 

B.  B.  Baughman,  Frankfort 
Sandford  L.  Weiler,  Frankfort 

FULTON 

R.  W.  Bushart,  Fulton 

GALLATIN 

John  D.  Fielding,  Jr.,  Warsaw 

GARRARD 

Paul  J.  Sides,  Lancaster 

GRANT 

GRAVES 

C.  Douglas  Le  Neave,  Mayfield 

GRAYSON 

Charles  L.  Bland,  Leitchfield 

GREEN 

Harry  B.  Huntsman,  Greensburg 

GREENUP 

John  O.  Jones.  Flatwoods 


HANCOCK 

B.  P.  Smith,  Hawesville 

HARDIN 

Fred  C.  Rainey.  Elizabethtown 
Robert  E.  Robbins.  Elizabethtown 

HARLAN 

Howard  L.  Elliott.  Harlan 
Henry  C.  Evans,  Harlan 

HARRISON 

Don  R.  Stephens,  Cynthiana 

HART 

George  B.  Boeckmann,  Horse  Cave 

HENDERSON 

Kenneth  Eblen,  Henderson 
Charles  Kissinger,  Henderson 

HENRY 

HICKMAN 

C.  J.  Mills,  Clinton 

HOPKINS 

C.  R.  Fisher,  Madisonville 
F.  S.  Trover,  Madisonville 

JACKSON 

D.  L.  Peterson,  McKee 

JEFFERSON 

John  D.  Allen,  Jr.,  Louisville 
James  G.  Baker,  Louisville 
Frank  A.  Bechtel,  Louisville 
William  H.  Bizot,  Louisville 
Thomas  E.  Booth,  Louisville 
Peter  C.  Campbell,  Jr.,  Louisville 
W.  Neville  Caudill,  Louisville 
Elbert  G.  Christian,  Louisville 
Stanley  W.  Collis,  Louisville 
Fred  E.  Coy,  Jr.,  Louisville 
Morgan  R.  Colbert,  Louisville 
John  H.  Doyle,  Louisville 
Frank  M.  Gaines,  Jr.,  Louisville 
John  N.  Goldsborough,  Louisville 
R.  F.  Greathouse.  Louisville 
Cecil  L.  Grumbles.  Louisville 
Harold  D.  Haller,  Sr.,  Louisville 
N.  I.  Handelman,  Louisville 
Charles  M.  Hargadon,  Louisville 
Lonnie  W.  Howerton,  Louisville 
Stuart  M.  Hunter.  Louisville 
Michael  G.  Kemper,  Louisville 
Edward  N.  Maxwell,  Louisville 
Robert  L.  McClendon,  Louisville 
Clyde  T.  Moore,  Louisville 
Herman  R.  Moore,  Jr.,  Louisville 
Charles  R.  Oberst,  Louisville 
Bernard  I.  Popham,  Louisville 
Carroll  H.  Robie.  Louisville 
W.  Fielding  Rubel,  Louisville 
Charles  C.  Smith,  Jr..  Louisville 
Edwin  P.  Solomon,  Louisville 
John  L.  Wolford,  Louisville 
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JESSAMINE 

J.  Sankey  Williams,  Nicholasville 

JOHNSON 

Jerry  D.  Fraim,  Paintsville 

KNOTT 

D.  G.  Barker,  Hindman 

KNOX 

Harold  L.  Bushey,  Barbourville 

LARUE 

Marion  A.  Douglass,  Jr.,  Magnolia 

LAUREL 

John  B.  Rypstra,  London 

LAWRENCE 

LEE 

LESLIE 

W.  B.  R.  Beasley,  Hyden 

LETCHER 

James  B.  Tolliver,  Whitesburg 

LEWIS 

LINCOLN 

Edward  C.  Bowling,  Stanford 

LIVINGSTON 

LOGAN 

C.  V.  Dodson,  Russellville 

LYON 

Max  C.  Salb.  Kuttawa 

McCRACKEN 

Donald  L.  Boucher,  Paducah 
W.  Burton  Haley,  Paducah 
Walter  Johnson,  Paducah 

McCreary 

H.  A.  Perry,  Whitley  City 

McLEAN 

Everett  S.  Coleman,  Sacramento 

MADISON 

Glynn  Reynolds,  Richmond 
Dwight  L,  Blackburn,  Berea 

MAGOFFIN 

MARION 

MARSHALL 

Keith  Ellis,  Benton 


MARTIN 

Raymond  D.  Wells,  Inez 

MASON 

William  Savage,  Maysville 

MEADE 
MENIFEE 
MERCER 

John  S.  Baughman,  III,  Harrodsburg 

METCALFE 

L.  P.  Emberton,  Edmonton 

MONROE 

J.  E.  Carter,  Tompkinsville 

MONTGOMERY 

R.  J.  Salisbury,  Mt.  Sterling 

MORGAN 

Morris  Peyton,  West  Liberty 

NELSON 

Kenneth  L.  Stinnette,  Bardstown 

NICHOLAS 

W.  R.  Kingsolver,  Carlisle 

OHIO 

R.  E.  Norsworthy,  Hartford 

OLDHAM 
OWEN 

Maurice  Bowling,  Owenton 

OWSLEY 

Arnold  Taulbee,  Beattyville 

PENDLETON 

Robert  L.  McKenney,  Falmouth 


PIKE 

H.  E.  Altman,  Pikeville 
Paul  Odum,  Elkhorn  City 

POWELL 

Charles  G.  Noss,  Stanton 

PULASKI 

John  P.  Hill,  Jr.,  Somerset 
Stephen  B.  Kelley,  Somerset 

ROBERTSON 
ROCKCASTLE 

George  H.  Griffith,  Mt.  Vernon 

ROWAN 

RUSSELL 

James  E.  Monin,  Jamestown 

SCOTT 

R.  Kendall  Brown,  Georgetown 

SHELBY 

Ronald  Waldridge,  Shelbyville 

SIMPSON 

Douglas  R.  Alvey,  Franklin 

SPENCER 

Wm.  K.  Skaggs,  Taylorsville 

TAYLOR 

Roy  G.  Wilson,  Campbellsville 

TRIMBLE 

Carl  Cooper,  Jr.,  Bedford 

UNION 

Wallas  N.  Bell,  Sturgis 

WARREN 

Paul  J.  Parks,  Bowling  Green 
J.  O.  Willoughby,  Bowling  Green 

WASHINGTON 


WAYNE 


PENNYRILE 

Caldwell:  Billy  G.  Jackson,  Princeton 
Christian:  James  B.  Cox,  Hopkinsville^^^^^"  McHargue,  Monticello 
W.  Faxon  Payne,  Hopkins-  WEBSTER 

ville  Paul  M.  Taylor,  Providence 

Muhlenberg:  J.  Keith  Linville,  Central  WHITLEY 

City  Roemer  D.  Pitman,  Williamsburg 

Todd:  Jesse  C.  Woodall,  Trenton 
Trigg:  Wm.  N.  Richardson,  Cadiz 


PERRY 

Donald  Martin,  Ary 


WOLFE 

Sam  E.  Cecil,  Campton 

WOODFORD 

George  C.  Reed,  Versailles 


MAKE  YOUR  RESERVATIONS  NOW 

It  is  most  important  this  year  that  hotel 
reservations  be  made  as  soon  as  possible 
for  the  KMA  Annual  Meeting,  September  22- 
24.  Hotels  and  motels  in  downtown  Louis- 
ville have  excellent  accommodations  and  are 
available  within  easy  access  of  Convention 
Center  if  plans  are  made  today  to  secure 
these  reservations.  Use  the  reservation  form 
on  page  519. 


Save  Time  At  Annual  Mtg., 
Pre-Register  TODAY 

You  can  avoid  standing  in  a long  line  at  the 
Annual  Meeting  registration  desk  by  completing  the 
postcard  on  page  519  and  sending  it  to  the  KMA 
Headquarters  Office  as  soon  as  possible. 

Your  badge  will  be  ready  at  the  window  marked 
“Pre-Registration”  on  your  arrival  at  the  meeting. 
You  are  urged  to  take  advantage  of  this  opportunity 
and  send  the  postcard  today. 

Delegates  to  KMA  and  members  of  the  Board  of 
Trustees  do  not  need  to  pre-register  as  this  is  auto- 
matically done  for  them. 
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Reference  Committee  Activity 


Speaker  Richard  F.  Greathouse,  M.D.,  Louisville,  will  assign  all  officers’  and  committees’  reports  and 
resolutions  to  one  of  six  reference  committees  at  the  first  meeting  of  the  KMA  House  of  Delegates  at  9 
a.m.  .Monday,  September  21.  Reference  committee  chairman  will  meet  for  briefing  sessions  at  12:30  p.m. 
Monday  in  Room  317,  Kentucky  Hotel.  Reference  committees  will  meet  on  the  mezzanine  floor  of  the  Ken- 
tucky Hotel  at  2 p.m.  Monday,  September  21  and  any  KMA  member  wishing  to  testify  on  any  resolution  or 
report  is  urged  to  be  present.  These  open  sessions  will  last  at  least  one  hour  in  order  for  all  who  wish  to 
speak  to  he  heard.  Following  the  open  hearings,  the  committees  will  go  into  executive  sessions  to  study 
the  reports,  review'  the  testimony  and  write  their  reports  to  the  House. 

The  committees’  recommendations  will  be  presented  at  the  final  session  of  the  House,  Wednesday  night, 
September  23,  in  the  Terrace  Room,  Kentucky  Hotel.  Listed  below  are  the  reference  committees  appointed 
by  Doctor  Greathouse  to  serve  during  the  1970  session. 


1970  Reference  Committee  Appointments 


REFERENCE  COMMITTEE  NO.  1 

Parlor  B 


REFERENCE  COMMITTEE  NO.  4 

Parlor  C 


Harold  1.  Bushey,  M.D.,  Barbourville,  Chairman 
Glenn  F.  Baird,  M.D.,  Florence 
Winston  L.  Burke,  M.D.,  Lexington 
Frank  M.  Gaines,  Jr.,  M.D.,  Louisville 
Walter  R.  Johnson,  M.D.,  Paducah 


Thomas  L.  Heavern,  M.D.,  Highland  Heights,  Chairman 
Branham  B.  Baughman,  M.D.,  Frankfort 
W.  Neville  Caudill,  M.D.,  Louisville 
Hugh  L.  Houston,  M.D.,  Murray 
Leslie  W.  Blakey,  M.D.,  Lexington 


REFERENCE  COMMITTEE  NO.  2 

Room  203 


REFERENCE  COMMITTEE  NO.  5 

Parlor  D 


Faull  S.  Trover,  M.D.,  Madisonville,  Chairman 
Peter  P.  Bosomworth,  M.D.,  Lexington 
Harry  B.  Huntsman,  II,  M.D.,  Greensburg 
Edwin  P.  Solomon,  M.D.,  Louisville 
James  O.  Willoughby,  M.D.,  Bowling  Green 


Glenn  W.  Bryant,  M.D.,  Louisville,  Chairman 
Thomson  R.  Bryant,  M.D.,  Lexington 
Billy  G.  Jackson,  M.D.,  Lexington 
Stephen  B.  Kelley,  M.D.,  Somerset 
Raymond  D.  Wells,  M.D.,  Inez 


REFERENCE  COMMITTEE  NO.  3 


REFERENCE  COMMITTEE  NO.  6 

Parlor  A 


Room  204 


Cecil  L.  Grumbles,  M.D.,  Louisville,  Chairman 
Carl  J.  Brueggemann,  M.D.,  Covington 
Jerry  D.  Fraim,  M.D.,  Paintsville 
John  P.  Hill,  Jr.,  M.D.,  Somerset 
John  S.  Oldham,  M.D.,  Owensboro 


John  F.  Berry,  Jr.,  M.D.,  Lexington,  Chairman 
George  P.  Archer,  M.D.,  Prestonsburg 
James  B.  Cox,  M.D.,  Hopkinsville 
Edward  N.  Maxwell,  M.O.,  Louisville 
W.  Vinson  Pierce,  M.D.,  Covington 
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OFFICIAL  CALL 
KMA  Annual  Meeting 

To  the  officers  and  members  of  the  component 
county  medical  societies  of  the  Kentucky  Medical 
Association. 

Meeting  Place 

The  Annual  Meeting  of  the  KMA  will  convene 
on  Tuesday,  Wednesday  and  Thursday,  September 
22.  23  and  24,  at  Convention  Center,  Louisville.  The 
first  general  session  will  be  called  to  order  at  8:50 
a.m.  Tuesday. 


at  the  end  of  the  first  scientific  session  Tuesday 
morning.  September  22. 

Nominations  may  be  made  from  the  floor  at  the 
second  meeting  of  the  House  of  Delegates,  Wednes- 
day evening,  September  23.  The  House  will  vote  on 
the  nominees  at  the  close  of  this  session. 

Members  of  the  Nominating  Committee,  chaired 
by  W.  E.  Becknell,  M.  D.,  Manchester,  are  Clyde 
Brassfield,  M.  D.,  Elizabethtown;  Thomson  R.  Bry- 
ant, Jr.,  M.  D.,  Lexington;  W.  Faxon  Payne,  M.  D., 
Hopkinsville,  and  W.  Fielding  Rubel,  M.  D.,  Louis- 
ville. 


The  House  of  Delegates 

The  first  regular  session  of  the  House  of  Delegates 
will  convene  at  9 a.m.,  Monday,  September  21.  The 
second  regular  business  session  will  begin  at  7 p.m., 
Wednesday,  September  23.  A subscription  dinner  will 
be  served  to  the  delegates  preceding  the  session  at 
6 p.m.  Both  sessions  will  be  held  in  the  Terrace  Room 
of  the  Kentucky  Hotel. 

Registration 

The  registration  desk  will  open  at  the  Terrace 
Room  of  the  Kentucky  Hotel  at  8 a.m.,  Monday, 
September  21,  and  at  5:30  p.m.,  Wednesday,  Sep- 
tember 23.  It  will  be  open  in  the  technical  exhibit 
hall  of  Convention  Center  from  8 a.m.  to  5 p.m. 
Tuesday,  Wednesday  and  Thursday,  September  22-24. 


1970-71  KMA  Officers  Elected 
By  House  At  Annual  Meeting 

The  House  of  Delegates  will  elect  the  KMA  of- 
ficers for  the  1970-71  Associational  year  at  the 
close  of  its  final  session  Wednesday  evening,  Septem- 
ber 23.  Officers  to  be  selected  by  the  House  are: 


President-Elect  (Central) 

Vice  President  (Western) 

*AMA  Delegate 

(J.  Thomas  Giannini,  M.  D.,  Louisville, 

*AMA  Alternate  Delegate 

(Charles  G.  Bryant,  M.  D.,  Louisville, 

*EUgihle  for  re-election 


One  Year 
One  Year 
Two  Years 
incumbent) 
Two  Years 
incumbent) 


Number  To  Call  Is  584-2201 
In  Case  of  Emergency 

In  case  of  an  emergency  or  for  routine  messages, 
you  may  be  reached  at  the  Message  Center  set  up 
during  the  Annual  Meeting.  The  number  of  this  Cen- 
ter is  (502)  584-2201.  Staffed  at  all  times  during  the 
Meeting,  the  Message  Center  will  be  located  in  the 
center  of  the  Technical  Exhibit  Hall  at  the  Con- 
vention Center. 

Only  emergency  calls  will  be  posted  on  the  black- 
board in  the  entrance  lobby  of  Convention  Center 
and  in  the  Scientific  Assembly  Hall.  All  other  mes- 
sages will  be  kept  on  file  at  the  Message  Center 
until  you  call  for  them.  You  are  asked  to  check 
there  frequently  for  your  messages. 

Paging  of  individual  physicians  is  not  possible  due 
to  the  arrangement  of  facilities  for  the  meeting. 

If  you  wish  to  locate  other  physicians  attending 
the  meeting,  you  may  do  so  by  calling  the  Message 
Center  at  584-2201  and  asking  that  your  message  be 
delivered. 

The  phone  number  at  the  Kentucky  Hotel  is  587- 
1181.  You  should  have  your  calls  directed  to  the 
Terrace  Room  if  you  are  attending  the  meetings  of 
the  House  of  Delegates  on  September  21  (beginning 
at  9 a.m.)  or  September  23  (beginning  at  6:00  p.m.). 
When  you  receive  a call  your  name  will  be  posted 
on  the  blackboard  at  the  front  of  the  room. 

You  are  urged  to  make  use  of  the  Message  Center 
which  is  located  conveniently  and  efficiently  for  the 
transfer  of  messages.  Be  sure  to  leave  these  phone 
numbers  at  your  home,  office  and  hospital, 


Nominating  Committee  To  Meet 
After  First  Session  of  House 

An  open  meeting  of  the  KMA  Nominating  Com- 
mittee will  be  held  following  the  close  of  the  first 
session  of  the  House  of  Delegates  Monday,  Septem- 
ber 21,  at  the  alcove  of  the  Terrace  Room  of  the 
Kentucky  Hotel. 

Any  KMA  member  has  the  privilege  of  conferring 
with  the  Committee  during  this  meeting.  Final  rec- 
ommendations of  the  Committee  will  be  reported 


REGISTRATION  INFORMATION 

A Registration  Booth  will  be  located  in 
the  north  end  of  the  Convention  Center  (in 
the  Technical  Exhibit  Hall)  throughout  the 
Annual  Meeting.  The  booth  will  open  at  8 
a.m.  Tuesday,  Wednesday  and  Thursday, 
September  22-24. 

Please  wear  your  badge  at  all  times  while 
attending  the  meeting. 
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Annual 

Meeting 

Special 

Features 


The  Kentucky  Hotel 
KM  A Annual  Meeting  Headquarters 


SCIENTIFIC  SESSION'S  featuring  prominent  guest  speakers  from  throughout  the  country  and  Kentucky  phy- 
sicians are  scheduled  on  September  22,  23  and  24  at  the  Convention  Center.  The  scientific  presentations, 
which  are  both  timely  and  informative  for  today's  physicians,  will  deal  with  such  topics  as  “Emergencies," 
“Cardio-Pulmonary  Resuscitation,”  “Industrial  Medicine"  and  “Tuberculosis.”  A Crackerbarrel  Session  will  be 
held  again  this  year  at  the  Wednesday  afternoon  session. 

SIXTEEN  SPECIALTY  GROUPS  will  hold  their  meetings  on  the  afternoons  of  September  22  and  24.  No 
general  session  is  scheduled  for  either  afternoon.  All  KMA  members  are  invited  to  attend  any  of  these  meet- 
ings in  which  they  are  interested. 

THE  HOUSE  OF  DELEGATES,  KMA's  top  policy-making  body,  will  meet  Monday,  September  21  at  9 a.m. 
and  Wednesday,  September  23  at  7 p.m.  in  the  Terrace  Room  of  the  Kentucky  Hotel.  Officers  for  1970-71 
will  be  elected  at  the  final  session. 

THE  PRESIDENT’S  LUNCHEON  will  feature  Ralph  Lee  Smith,  New  York,  N.  Y.,  author  of  "At  Your  Own 
Risk.”  Mr.  Smith's  address  is  titled  “I  Get  The  Treatment”  and  is  based  on  a chapter  taken  from  his  book 
exposing  chiropractic.  KMA's  three  top  awards  will  also  be  presented  at  the  luncheon  which  will  be  held  at 
11:50  a.m.,  Wednesday,  September  23  in  the  Flag  Room  of  the  Kentucky  Hotel. 

SEV'ENTY-FIVE  TECHNICAL  EXHIBITS  will  display  a variety  of  medical  products  and  services  in  Conven- 
tion Center  during  the  Annual  Meeting.  Members  will  have  the  opportunity  to  view  products  of  interest  at  the 
30-minute  intermissions  scheduled  during  each  general  and  specialty  group  session. 

ALUMNI  REUNIONS  will  be  held  for  the  five-year  classes  of  the  University  of  Louisville  School  of  Medicine. 

THE  WOMAN’S  AUXILIARY  TO  KMA  will  hold  its  48th  Annual  Convention  September  22-24  at  the  Ken- 
tucky Hotel.  Special  entertainment  and  business  sessions  have  been  planned. 
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New  KMA  Members  To  Be  Offered 
11th  Orientation  Course,  Sept.  21 

Approximately  100  new  KMA  members  will  have 
an  opportunity  to  participate  in  the  Eleventh  KMA 
Orientation  Program  which  will  be  held  in  the 
Mirror  Room  of  the  Kentucky  Hotel  on  Monday. 
September  21,  just  prior  to  the  opening  session  of 
the  1970  KMA  Annual  Meeting. 

The  members  of  the  KMA  Orientation  Committee 
have  spent  much  time  preparing  an  outstanding 
program.  The  program  has  been  redesigned  this  year 
to  provide  more  information  in  a more  condensed 
manner  and  will  better  equip  new  members  to  meet 
their  responsibilities  as  citizens  and  as  physicians. 
The  Orientation  session  will  begin  with  registration 
at  8 a.m.  The  program  will  start  promptly  at  8:30 
a.m.  and  will  adjourn  by  noon. 

Letters  of  invitation  have  been  sent  to  all  KMA 
members  who  have  joined  the  Association  during 
the  past  two  years  and  have  not  attended  an  Orienta- 
tion Program.  Any  KMA  member  is  welcome  to 
attend  the  course  whether  or  not  he  receives  an 
invitation.  Following  is  the  program  to  be  presented 
on  September  21. 


Eleventh  KMA  Orientation  Program 

C.  Wyatt  Norvell,  M.D.,  New  Castle 
Moderator 


8:00  a.m.  Registration 

8:25  a.m.  Call  to  Order 

8:30  a.m.  Welcome  and  Introduction 

Walter  L.  Cawood,  M.D.,  Ashland 
KMA  President 


Structure — Function — Policies  in  Organized  Medicine 


8:40  a.m. 
9:05  a.m. 

9:20  a.m. 
9:35  a.m. 

9:50  a.m. 
10:05  a.m. 


"Your  KMA” 

Henry  B.  Asman,  M.D.,  Louisville, 
Narrator,  KMA  Past  President 
“County  Medical  Society  and  Community 
Relations” 

C.  Wyatt  Norvell,  M.D.,  New  Castle 
Co-Chairman,  KMA  Orientation 
Committee 

“American  Medical  Association” 

Robert  C.  Long,  M.D.,  Louisville 
“Health  Insurance”  (Blue  Cross-Blue  Shield) 
G.  Douglas  Sutherland,  Louisville 
Director,  Professional  Relations 
Kentucky  Physicians’  Mutual,  Inc. 

Blue  Cross  Hospital  Plans,  Inc. 

“Health  Insurance”  (Commercial) 

Francis  J.  Batridge,  Louisville 
Metropolitan  Life  Insurance  Company 
COFFEE  BREAK 


10:20  a.m. 


10:35  a.m. 


10:50  a.m. 


“Peer  Review  of  Fees” 

Marvin  A.  Bowers,  Jr.,  M.D..  Louisville 
Chairman,  KMA  Claims  and  Utilization 
Review  Committee 
“Cults” 

David  B.  Stevens,  M.D.,  Lexington 
Chairman,  KMA  Cults  Committee 
“Medico-Legal  Aspects” 

E.  Gaines  Davis,  Jr.,  Frankfort 
KMA  Legal  Counsel 


1 1 :05  a.m.  “The  Physician's  Role  in  Legislation  and 
Politics” 

Hoyt  D.  Gardner,  M.D.,  Louisville 
Chairman  for  National  Affairs 
KMA  Committee  on  Legislative  Activities 
1 1 :20  a.m.  Question  and  Answer  Period 

KEMPAC  Seminar  To  Feature 
Two  U.  S.  Senators,  Sept.  21 

Two  U.S.  Senators,  Edward  J.  Gurney  (R),  Florida 
and  Jennings  Randolph  (D),  West  Virginia  will  be  the 
guest  speakers  at  the  annual  KEMP.AC  Seminar 
Monday  evening,  September  21  in  the  Flag  Room 
of  the  Kentucky  Hotel,  A reception  at  6 p.m.  will 
be  followed  by  a dinner  at  7 p.m.  and  the  seminar, 
according  to  C.  Kenneth  Peters,  M.D.,  Louisville, 
chairman  of  the  KEMPAC  Board. 

Senator  Gurney  and  Randolph  have  been  asked  to 
discuss  “Government  Involvement  in  Medicine”  and 
"Physician  Involvement  in  Government.” 

Prior  to  Senator  Gurney’s  election  to  the  Senate 
in  1968,  he  served  in  the  U.S.  House  of  Representa- 
tives in  the  88th,  89th  and  90th  Congresses.  He  now 
serves  on  the  Committee  on  Government  Operations, 
Public  Works  Committee,  Special  Committee  on  the 
Aging  and  the  Republican  Campaign  Committee. 

Senator  Randolph,  elected  to  the  U.S.  House  of 
Representatives  in  1932,  served  14  consecutive  years 
in  that  capacity.  In  1958  he  was  elected  to  the  U.S. 
Senate  to  complete  the  term  ending  January,  1961. 
He  was  then  re-elected  in  1960  and  1966.  Senator 
Randolph  serves  on  the  Committee  on  Public  Works 
as  its  chairman.  Committee  on  Labor  and  Public 
Welfare,  Committee  on  Post  Office  and  Civil  Service, 
Select  Committee  on  Small  Businesses.  Special  Com- 
mittee on  Aging  and  Select  Committee  on  Equal 
Educational  Opportunity. 

All  physicians  and  their  wives  are  urged  by  the 
KEMPAC  Board  of  Directors  to  make  plans  to 
attend  this  exciting  and  informative  affair. 

Glaucoma  Screening  Plans  Set 

Plans  for  a glaucoma  screening  booth  during  the 
KMA  Annual  Meeting,  September  22-24,  have  been 
made  by  the  Kentucky  Society  for  the  Prevention 
of  Blindness,  according  to  David  McClure,  M.  D., 
project  chairman. 

Set  up  in  the  Louisville  Convention  Center,  the 
glaucoma  screening  booth  will  be  open  to  everyone 
attending  the  Annual  Session.  Any  general  practi- 
tioner interested  in  observing  “tonometry”  should 
drop  by  the  booth  where  an  ophthalmologist  will  be 
on  duty  at  all  times. 


Take  This  Issue  Home  to  Your  Wife 

Walter  L.  Cawood,  M.D.,  KMA  President, 
urges  you  to  take  this  issue  home  for  your 
wife  to  read.  Many  activities  planned  dur- 
ing the  Annual  Meeting  will  be  of  interest 
to  her.  A summary  of  the  program  of  the 
Woman’s  Auxiliary  Annual  Convention  is  on 
page  521. 
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1970  Annual  Meeting  Program  Summary 

The  Kentucky  Medical  Association 

September  20,  21,  22,  23  and  24 
Louisville 


12:30  p.m. 


8:30  a.m. 
9:00  a.m. 
12:30  p.m. 
2:00  p.m. 
6:00  p.m. 


8:50  a.m. 
9:00  a.m. 
9:00  a.m. 
12:00  noon 
2:00  p.m. 


9:00  a.m. 
1 1 :50  a.m. 
2:00  p.m. 
5:00  p.m. 
6:00  p.m. 


9:00  a.m. 
12:00  noon 
2:00  p.m. 


SUNDAY,  SEPTEMBER  20 

Luncheon  Meeting,  KMA  Board  of  Trustees Parlor  A,  Kentucky  Hotel 


MONDAY,  SEPTEMBER  21 

Orientation  Program,  New  KMA  Members  Mirror  Room,  Kentucky  Hotel 

First  Meeting,  KMA  House  of  Delegates  Terrace  Room,  Kentucky  Hotel 

Luncheon  for  Reference  Committee  Chairmen  Room  317,  Kentucky  Hotel 

Reference  Committee  Meetings Parlors  A,  B,  C,  D — Rooms  203  & 204,  Kentucky  Hotel 

KEMPAC  Reception,  Banquet  and  Seminar  Flag  Room,  Kentucky  Hotel 


TUESDAY,  SEPTEMBER  22 

Opening  Ceremonies Scientific  Assembly  Hall,  Convention  Center 

Registration  Technical  Exhibit  Hall,  Convention  Center 

First  Scientific  Session  Scientific  Assembly  Hall,  Convention  Center 

Board  of  Trustees  Luncheon  & Meeting  Parlor  A,  Kentucky  Hotel 

Specialty  Group  Sessions,  Convention  Center  (Eight  Specialty  Group  Sessions  will  be  held  simultaneously 
at  this  time.  Any  KMA  member  may  attend  any  of  these  meetings.  There  will  be  no  General  Session  at  this 
time.  See  pages  536-538  in  program). 


WEDNESDAY,  SEPTEMBER  23 


Second  Scientific  Session 

President's  Luncheon  

Third  Scientific  Session  

Meeting,  Board  of  Trustees  

Subscription  Dinner  and  Meeting,  House  of  Delegates 


Scientific  Assembly  Hall,  Convention  Center 

Flag  Room,  Kentucky  Hotel 

Scientific  Assembly  Hall,  Convention  Center 

Parlor  B — Dinner  at  6:00,  Parlor  A,  Kentucky  Hotel 
Terrace  Room,  Kentucky  Hotel 


THURSDAY,  SEPTEMBER  24 

Fourth  Scientific  Session  Scientific  Assembly  Hall,  Convention  Center 

Board  of  Trustees  Luncheon  and  Afternoon  Meetings  Parlor  A,  Kentucky  Hotel 

Specialty  Group  Sessions,  Convention  Center  (Eight  Specialty  Group  Sessions  will  be  held  simultaneously  at 
this  time.  Any  KMA  member  may  attend  any  of  these  meetings.  There  will  be  no  General  Session.  See  pages 
540-542  in  program). 


A 3U-minute  intermission  has  been  scheduled  during;  each  mornin}’  and  afternoon 
Scientific  Session  for  visiting  Scientific  and  Technical  Exhibits. 

(Full  Scientific  Pro^>ram  Starts  on  page  536) 
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SCIENTIFIC  PROGRAM 

J.  A.  Ouchterlony  Memorial  Meeting 
Convention  Center,  Louisville 


TUESDAY,  SEPTEMBER  22 
MORNING  SESSION 


BRADLEY  E.  SMITH,  M.D. 
Nashville,  Tennessee 


General  Session 

Walter  L.  Cawood,  M.D.,  Ashland, 

KMA  President,  Presiding 

8:50  Opening  Ceremonies 

Theme:  “EMERGENCIES" 

9:00  “Emergency  Treatment  of  Aspiration  Pneumonia" 

Bradley  E.  Smith,  M.D.,  Nashville,  Term. 

9:20  “Evaluation  and  Management  of  Drug  Reactions" 

William  Lester,  M.D.,  Denver,  Colo. 

9:40  “Obstetrical  Hemmorrhage" 

George  C.  Lewis,  Jr.,  M.D.,  Philadelphia,  Pa. 

10:00  Intermission  to  Visit  Exhibits 
10:30  “Croup" 

Margaret  H.  D.  Smith,  M.D.,  New  Orleans. 
La. 

10:50  “Psychiatric  Emergencies" 

Shervert  Frazier,  M.D.,  New  York,  N.Y. 

11:10  “Urologic  Emergencies" 

Donald  J.  Jaffar,  M.D.,  Southfield,  Mich. 

1 1 :30  “Vascular  Injuries  Associated  With  Fracture" 

J.  Leonard  Goldner,  M.D.,  Durham,  N.C. 


TUESDAY,  SEPTEMBER  22 
AFTERNOON  SESSION 

Eight  Specialty  Group  Meetings 

IT  he  scientific  programs  of  eight  specialty  groups, 
beginning  at  2 p.m.,  will  feature  prominent  guest 
speakers  from  throughout  the  country.  AH  KMA 
members  are  invited  to  attend  the  specialty  group 
meetings  of  their  choice.  There  will  he  no  general 
.scientific  session  at  this  time.) 


Kentucky  Society  of  Anesthesiologists 
Room  101,  Convention  Center 

2:00  “Pulmonary  Toxicity  of  Therapeutic  Oxygen’* 

Bradley  E.  Smith,  M.D.,  Nashville,  Term. 

2:30  “Volts-Amps  and  Patients"  .r 

Lloyd  F.  Redick,  M.D.,  Lexington 

3:00  Intermission  to  Visit  Exhibits 
3:30  Business  Meeting 


Professor  and  chairman,  de- 
partment of  anesthesiology,  Van- 
derbilt University  School  of 
Medicine.  M.D.,  1957,  Univer- 
sity of  Oklahoma.  Fellow,  Amer- 
ican College  of  Anesthesiologists. 
Chairman,  Obstetric  Anesthesia 
Committee,  American  Society  of 
Anesthesiologists.  Member,  Res- 
piratory Disease  of  Newborn 
Committee,  American  College  of 
Chest  Physicians.  Associate  Fel- 
low, American  College  of  Ob- 
stetricians and  Gynecologists. 


THOMAS  WILLIAM  LESTER,  M.D. 
Denver,  Colorado 


Professor  of  medicine,  Uni- 
versity of  Colorado.  M.D.,  1941, 
University  of  Chicago  of  Chest 
Physicians,  American  Academy 
of  Microbiology.  Member,  Com- 
mittee on  Therapy,  American 
Thoracic  Society.  Member,  Cen- 
tral Society  for  Clinical  Re- 
search, American  Association 
for  Advancement  of  Science. 


MARGARET  H.  D.  SMITH,  M.D. 


New  Orleans,  Louisiana 


Professor  of  pediatrics  and 
epidemiology,  Tulane  Medical 
School  and  Tulane  School  of 
Public  Health.  M.D.,  1939, 

Johns  Hopkins  School  of  Medi- 
cine. Member,  Board  of  Scien- 
tific Counselors,  NIH  Division 
of  Biologies  Standards.  Pediat- 
ric consultant,  Bristol  Lobora- 
tories.  Member,  American  Acad- 
emy of  Pediatrics,  American  As- 
sociation of  Immunologists, 
American  Society  of  Microbi- 
ology, Infectious  Disease  Soci- 
ety of  America,  Society  for 
Experimental  Biology  and  Medi- 
cine. 
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Kentucky  Chapter, 

American  College  of  Chest  Physicians 
Room  104,  Convention  Center 

Fireside  Conferences 

2:00  “Hiatal  Hernia  and  Peptic  Esophagitis" 

John  S.  Harter,  M.D.,  Louisville 
Paul  M.  Walstad,  M.D.,  Harlan 
Samuel  H.  Cheng,  M.D.,  Louisville 

"Coronary  Artery  Disease — Surgical  or  Medical 
Treatment” 

David  S.  Nightingale,  M.D.,  Louisville 
William  G.  Malette,  M.D.,  Lexington 
Ralph  Shebatai,  M.D.,  Lexington 
Robert  N.  Class,  M.D.,  Lexington 
“E.K.G.  Interpretations" 

Albert  G.  Goldin,  M.D.,  Louisville 
Franklin  G.  Hoffman,  M.D.,  Louisville 

“Radiology — X-Ray  Interpretation  and  Lung  Scan- 
ning” 

Edward  N.  Maxwell,  M.D.,  Louisville 
Paul  VanLith,  M.D.,  Lexington 
Leonidas  Mostowycz,  M.D.,  Lexington 
Arthur  Lieber,  M.D.,  Lexington 
“Pulmonary  Disease — Tuberculosis,  Fungi,  Emphy- 
sema” 

Nathan  Levene,  M.D.,  Louisville 
Michael  L.  Furcolow,  M.D.,  Lexington 
Ernest  Chick,  M.D.,  Lexington 
Paul  A.  Pichardo,  M.D.,  Glasgow 
“Pulmonary  Functions — Inhalation  Therapy” 
Grover  B.  Sanders,  M.D.,  Louisville 
Ronald  W.  Dunbar,  M.D.,  Lexington 
Jerome  S.  King,  M.D.,  Lexington 
3:00  Intermission  to  Visit  Exhibits 

3:30  Resume  of  Meeting  of  Fireside  Conferences 

4:15  Business  Meeting 


Kentucky  Obstetrical  and  Gynecologic  Society 
Room  205,  Convention  Center 

2:00  “The  Relationship  of  Carcinoma  in  situ  to  Invasive 
Cancer” 

Richard  Penny,  Lexington 

J.  W.  Roddick,  Jr.,  M.D.,  Lexington 

2:15  “Experience  with  Carcinoma  of  the  Cervix  at  U of 
K Medical  Center” 

Thomas  McQuire,  M.D.,  Lexington 
J.  W.  Roddick,  Jr.,  M.D.,  Lexington 

2:30  “Management  of  Recurrent  Carcinoma  of  the 
Cervix” 

George  C.  Lewis,  M.D.,  Philadelphia,  Pa. 

3:00  Intermission  to  Visit  Exhibits 

3:30  “Report  of  the  Maternal  Mortality  Study  Committee 
of  the  Kentucky  Medical  Association” 

John  Petry,  M.D.,  Fern  Creek 
John  W.  Greene,  Jr.,  M.D.,  Lexington 

Kentucky  Orthopaedic  Society 
Room  207,  Convention  Center 

2:00  “The  Use  of  Osteotomy  in  Management  of  Arth- 
rosis of  the  Hip" 

J.  Leonard  Goldner,  M.D.,  Durham,  N.C. 

2:30  “Total  Hip  Replacement” 

Bryant  A.  Bloss,  M.D.,  Louisville 

3:00  Intermission  to  Visit  Exhibits 


SHERVERT  H.  FRAZIER,  JR.,  M.D. 
New  York,  New  York 


Professor  of  clinical  psychi- 
atry, Columbia  University  Col- 
lege of  Physicians  and  Surgeons. 
Attending  psychiatrist,  Presby- 
terian Hospital  and  St.  Luke's 
Hospital,  New  York.  M.D., 
1943,  University  of  Illinois. 
M.S.,  1957,  University  of  Min- 
nesota. Secretary,  Se''*ion  on 
Nervous  and  Mental  Diseases, 
AMA.  Secretary,  American 
Board  of  Psychiatry  and  Neurol- 
ogy. Member,  American  College 
of  Psychiatrists,  Association  for 
Psychoanalytic  Medicine.  Mem- 
ber of  several  editorial  boards. 


DONALD  J.  JAFFAR,  M.D. 
Southfield,  Michigan 


Clinical  professor  of  urology, 
Wayne  State  University  School 
of  Medicine.  M.D.,  1928,  Uni- 
versity of  Michigan.  Past  presi- 
dent, American  Urological  As- 
sociation, Inc.  Fellow,  Ameri- 
can College  of  Surgeons.  Mem- 
ber, American  Association  of 
Clinical  Urologist.  Author  or 
co-author  of  over  75  articles 
relating  to  medicine  and  ur- 
ology. 


J.  LEONARD  GOLDNER,  M.D. 
Durham,  North  Carolina 


Professor  and  chairman,  di- 
vision of  orthopaedic  surgery, 
Duke  University  Medical  Center. 
M.D.,  1943,  University  of  Ne- 
braska. President,  Southern  Med- 
ical Association.  Past  president, 
American  Society  for  Surgery  of 
the  Hand.  Member,  American 
Academy  of  Orthopaedic  Sur- 
geons, American  Orthopaedic 
Association,  National  Institute 
of  Health,  American  Academy  of 
Cerebral  Palsy.  Former  editorial 
positions  with  The  Journal  of 
Bone  and  Joint  Surgery  and 
Bulletin,  American  Academy  of 
Orthopaedic  Surgeons. 


DONALD  M.  THOMAS,  M.D. 
Louisville,  Kentucky 


Assistant  professor  of  anes- 
thesiology, University  of  Louis- 
ville School  of  Medicine.  M.D., 
1955,  University  of  Pennsylvan- 
ia. Surgeon,  Louisville  Division 
of  Fire.  Member,  Internationol 
Narcotic  Enforcement  Officers 
Association,  American  Society  of 
Anesthesiologists,  New  York 
Academy  of  Sciences. 
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Kentucky  Chapter, 

American  Academy  of  Pediatrics 
Assembly  Hall,  Convention  Center 

2:00  “Shock  in  (Acute)  Bacterial  Infections” 

Margaret  H.  D.  Smith,  M.D.,  New  Orleans, 
La. 

2:30  “Emergencies  in  the  Neonatal  Period” 

Robert  Beargie,  M.D.,  Le.xington 
Billy  Andrews,  M.D.,  Louisville 
3:00  Intermission  to  Visit  Exhibits 
3:30  “Management  of  Acute  Bacterial  Meningitis" 

Margaret  H.  D.  Smith,  M.D.,  New  Orleans, 
La. 

4:00  “Pediatric  Surgical  Emergencies" 

Robert  P.  Belin,  M.D.,  Lexington 

Kentucky  Psychiatric  Association 
Room  204,  Convention  Center 

2:00  “Psychiatric  Treatment  of  Chronic  Headache  Pa- 
tients” 

Shervert  Frazier,  M.D.,  New  York,  N.Y. 

2:30  “Psychiatry  1960 — 1970 — 1980” 

Panel 

3:00  Intermission  to  Visit  Exhibits 

3:30  “Psychiatry  1960 — 1970 — 1980”  (cont’d) 

Panel 

4:00  Business  Meeting 

Kentucky  Chapter, 

American  College  of  Radiology 
Room  208,  Convention  Center 

2:00  “An  Aggressive  Approach  to  Roentgenological 
Diagnosis  of  Suspected  Obstruction  of  the  Small 
Intestine” 

Sidney  W.  Nelson,  M.D.,  Columbus,  Ohio 

2:30  “Interesting  Case  Presentations” 

Orson  Smith,  M.D.,  Louisville 

3:00  Intermission  to  Visit  Exhibits 


BORYS  SURAWICZ,  M.D. 
Lexington,  Kentucky 


Professor  of  medicine  and  di* 
rector,  cardiovascular  division. 
University  of  Kentucky  College 
of  Medicine.  M.D.,  1939,  Stefan 
Batory  University  College  of 
Medicine,  Poland.  Recent  guest 
professor  of  physiology.  Uni- 
versity of  Bern,  Switzerland. 
Fellow,  American  College  of 
Physicians,  American  College  of 
Cardiology,  Council  on  Clinical 
Cardiology.  Member,  American 
Heart  Association,  American 
Physiological  Society,  Associa* 
tion  of  University  Cardiologists. 


LEONARD  LEIGHT,  M.D. 
Louisville,  Kentucky 


Clinical  associote  professor  of 
medicine,  University  of  Louisville 
School  of  Medicine.  M.D.,  1945, 
Washington  University  School 
of  Medicine,  St.  Louis.  Co-chief, 
Cardiology  Laboratory,  Jewish 
Hospital,  Louisville.  Certified  by 
the  American  Board  of  Internal 
Medicine. 


GEORGE  C.  LEWIS,  JR.,  M.D. 
Philadelphia,  Pennsylvania 


Kentucky  Urological  Association 
Room  203,  Convention  Center 

2:00  “Recurrent  Urinary  Tract  Infections  in  Female  In- 
fants and  Young  Girls" 

Donald  J.  Jaffar,  M.D.,  Southfield,  Mich. 
2:30  “Discussion  of  Some  of  the  Problem  Areas  With 
Which  the  A.U.A.  is  Concerned” 

Donald  J.  Jaffar,  M.D.,  Southfield,  Mich. 

3:00  Intermission  to  Visit  Exhibits 
3:30  Pyelogram  Clinic 
4:00  Business  Meeting 


Professor  and  chairman,  de- 
partment of  obstetrics  and  gyn- 
ecology, Hahnemann  Medical 
School.  M.D.,  1944,  Urtlverslty 
of  Pennsylvania  School  of  Medi- 
cine. Fellow,  American  College 
of  Obstetricians  and  Gynecolo- 
gists, American  Gynecological 
Society.  Past  president.  Society 
of  Gynecologic  Oncologists. 
Member,  editorial  bon-d.  Jour- 
nal of  the  American  College  of 
Obstetricians  and  Gynecologists; 
Advisory  Committee,  Center  Con- 
trol Division,  U.S.P.H.S. 


No 


Photo 


Available 


WEDNESDAY,  SEPTEMBER  23 
MORNING  SESSION 

General  Session 

David  A.  Hull,  M.D.,  Lexington, 

KM  A Vice  President,  Presiding 

Theme:  “CARDIO-PULMONARY  RESUSCITATION” 

9:00  “The  Nurse  in  Emergency  Cardio-Pulmonary  Re- 
suscitation” 

(Film) 

9:20  “Ventilation  and  Circulatory  Support” 

Donald  M.  Thomas,  M.D.,  Louisville 

9:40  “Useful  Drugs  and  Cardio-Pulmonary  Resuscitation” 

Borys  Surawicz,  M.D.,  Lexington 

10:00  “Electrical  Equipment” 

Leonard  Leight,  M.D.,  Louisville 


LAWRENCE  E.  MELTZER,  M.D. 
Philadlephia,  Pennsylvania 


Directar,  Coronary  Care  Unit, 
Section  of  Clinical  Invostigotion, 
Research  Institute,  Presbyterian, 
University  of  Pennsylvania  Med- 
ical Center.  M.D.,  1952,  Uni- 
versity of  Louisville  School  of 
Medicine.  Associate  Physician 
(Cardiology),  University  of 
Pennsylvania. 
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10:20  Intertr.ission  to  Visit  Exhibits 


C.  WALTON  LILLEHEI,  M.D. 


10:50  “The  Current  Status  and  Future  Direction  of  In- 
tensive Coronary  Care" 

Lawrence  E.  Meltzer,  M.D.,  Philadelphia,  Pa. 
11:10  “Artificial  Organs  and  Human  Transplantation” 
C.  Walton  Lillehei,  M.D.,  New  York.  N.Y. 

1 1 :30  Scientific  Exhibit  Award  Presentation 


PRESIDENT’S  LUNCHEON 

Flag  Room,  Kentucky  Hotel 
11:50  a.m. 

Walter  L.  Cawood,  M.D.,  Louisville 
KM  A President,  Presiding 

Invocation 

Recognition 

Walter  L.  Cawood,  M.D. 

Awards  Presentation 

Richard  F.  Grise,  M.D.,  Bowling  Green 
Chairman,  KMA  Awards  Committee 
“I  Get  The  Treatment” 

Ralph  Lee  Smith,  Author,  At  Your  Own 
Risk 


WEDNESDAY,  SEPTEMBER  23 
AFTERNOON  SESSION 


General  Session 

William  W.  Hall,  M.D.,  Owensboro, 
Chairman,  Board  of  Trustees,  Presiding 

2:15  “The  Future  for  the  Coronary  Disease  Patient — 
Medicine  or  Surgery?” 

C.  Walton  Lillehei,  M.D.,  New  York,  N.Y. 

2:35  “Principles  of  Treating  Cardiogenic  Shock” 

Lawrence  E.  Meltzer,  M.D.,  Philadelphia,  Pa. 

2:55  “Common  Lesions  of  Oral  Soft  Tissues” 

Robert  R.  Finch,  D.D.S.,  Louisville 
3:15  Intermission  to  Visit  Exhibits 
3:45  CRACKERBARREL  SESSION 

“The  Value  of  Bronchography  in  the  Differential 
Diagnosis  of  Bronchopulmonary  Diseases” 

Sidney  W.  Nelson,  M.D.,  Columbus,  Ohio 
“Proficiency  Testing  in  the  Physician's  Office 
Laboratories" 

Raymond  F.  Hain,  M.D.,  Oklahoma  City, 
Okla. 

“Severe  Abdominal  Trauma” 

Robert  N.  McClelland,  M.D.,  Dallas,  Texas 
“Current  Status  of  the  Therapy  of  Diabetes  Melli- 
fus” 

David  M.  Kipnis,  M.D.,  St.  Louis,  Mo. 

“Management  of  Cardiac  Arrhythmias” 

Leonard  Leight,  M.D.,  Louisville 
“Practical  Experience  in  Cardio-Pulmonary  Resusci- 
tation Using  an  Electronic  Simulator” 

Donald  M.  Thomas,  M.D.,  Louisville 

“Rheumatic  Fever” 

Jacqueline  Noonan,  M.D.,  Lexington 

“Peripheral  Vascular  Surgery” 

Mohammad  Atik,  M.D.,  Louisville 

“Problems  in  Gastric  and  Duodenal  Ulcer” 

Fred  T.  Moore,  M.D.,  Louisville 

“New  Concepts  in  the  Management  of  the  Ampu- 
tee” 

James  W.  Harkess,  M.D.,  Louisville 

“Management  of  Neonatal  Jaundice” 

Jerry  W.  Seligman,  M.D.,  Louisville 


New  York,  New  York 


Lewis  Atterbury  Stinson  pro> 
fessor  of  surgery  and  chairman, 
department  of  surge.y.  The 
New  York  Hospital-Cornell  Med- 
ical Center.  M.D.,  1942,  Uni- 
veisiiy  of  Minnesota.  Recipient 
of  numerous  awards,  including 
Susan  and  Theodore  Cummings 
Humanitarian  Award  for  “in- 
spired teaching  of  cardiology” 
in  the  Philippines,  Taiwan,  Co- 
lombia, Chile,  India  and  Paki- 
stan. Recipient,  The  Gold  Plate 
Award  as  1968  Captain  of 
Achievement,  American  Academy 
of  Achievement.  Fellow,  Ameri- 
can College  of  Surgeons,  Am''*i- 
can  College  of  Cardiology  and 
American  College  of  Angiology. 


ROBERT  R.  FINCH,  D.D.5. 
Louisville,  Kentucky 


Associate  professor  and  chair- 
man, department  of  oral  path- 
ology.  University  of  Louisville 
School  of  Dentistry.  D.D.S., 
1959,  Ohio  State  University.  M. 
Sc.,  1968,  Ohio  State  Univer- 
sity. Fellow,  American  Academy 
of  Oral  Pathology.  Member, 
American  Association  of  Cancer 
Education,  American  Association 
of  Dental  Schools. 


SIDNEY  W.  NELSON,  M.D. 
Columbus,  Ohio 


Professor  and  chai.man,  de- 
partment of  radiology,  Ohio 
State  University.  M.D.,  1945, 

Northwestern  University.  Past 
president,  Association  of  Uni- 
versity Radiologists,  Society  of 
Chairmen  of  Acodemic  Radiology 
Departments.  Member,  American 
College  of  Radiology.  Trustee, 

American  Board  of  Radioloay. 

Executive  Council  member,  Amer- 
ican Roentgen  Ray  Society. 

RAYMOND  F.  HAIN,  M.D. 

Oklahoma  City,  Oklahoma 

Clinical  professor  of  path- 
ology, University  of  Oklahoma 
School  of  Medicine.  M.D.,  1945, 
Jefferson  Medical  College.  Mem- 
ber, American  Society  of  Clini- 
cal Pathologists,  American  Acod- 
emy  of  Neurology,  American 
Association  of  Neuropatholo- 
gists, College  of  American  Pa- 
thologists. Author  or  co-author 
of  numerous  scientific  articles. 
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“Office  Gynecology" 

Harold  W.  Baker,  M.D.,  Louisville 

“Malabsorption" 

Samuel  H.  Cheng,  M.D.,  Louisville 

“Office  Psychiatry" 

William  K.  Keller,  M.D.,  Louisville 

“Selective  Arteriography" 

Chalmer  Spencer  Wheeler,  M.D.,  Louisville 

“Mental  Retardation  and  Learning  Problems" 

Bernard  Weisskopf,  M.D.,  Louisville 

“Management  of  Hypertension” 

Angelo  Ciliberti,  M.D.,  Louisville 

“Office  Urology" 

Lonnie  W.  Howerton,  Jr.,  M.D.,  Louisville 

“Chronic  Renal  Failure  and  Transplants" 

Sidney  G.  Marcum,  M.D.,  Louisville 
“Common  Office  Dermatological  Problems" 
Maurice  T.  Fliegelman,  M.D.,  Louisville 

“Tetanus  Immunization" 

William  T.  Rumage,  Jr.,  M.D.,  Louisville 


THURSDAY,  SEPTEMBER  24 
MORNING  SESSION 

General  Session 

Thornton  E.  Bryan,  M.D.,  Cadiz, 

Vice  Chairman,  Board  of  Trustees,  Presiding 

Theme:  “INDUSTRIAL  MEDICINE" 

9:00  “Diabetic  Ophthalmopathy" 

David  E.  Shoch,  M.D.,  Chicago,  111. 

9:20  “Cutaneous  Reactions  to  Some  Environmental  In- 
toxicants” 

Donald  J.  Birmingham,  M.D.,  Detroit,  Mich. 

9:40  "Alcoholism” 

Marvin  A.  Block,  M.D.,  Buffalo,  N.Y. 

10:00  Intermission  to  Visit  Exhibits 

Theme:  “TUBERCULOSIS” 

10:30  “Chemotherapy  of  Tuberculosis" 

Vernon  N.  Houk,  M.D.,  Atlanta,  Ga. 

10:50  PANEL  DISCUSSION:  “Problems  in  TB  Therapy" 

George  F.  Brockman,  III,  M.D.,  Greenville, 
Moderator 

Thomas  S.  Moulding,  Jr.,  M.D.,  Denver,  Colo. 
Vernon  N.  Houk,  M.D.,  Atlanta,  Ga. 

Richard  B.  McElvein,  M.D.,  Lexington 

Specialty  Group  Meeting 
Kentucky  EEN&T  Society 
Room  205,  Convention  Center 

9:00  “A  Clinical  Conference  of  Otolaryngological  Prob- 
lems: With  Audience  Participation" 

John  P.  Frazer,  M.D.,  Rochester,  N.Y. 

10:00  Intermission  to  Visit  Exhibits 
10:30  “Moxillectomy” 

George  I.  Uhde,  M.D.,  Louisville 

1 1 :00  “Salvaging  Tympanoplasty  Failures” 

Theodore  N.  Steffen,  M.D.,  Louisville 


THURSDAY,  SEPTEMBER  24,  1970 
AFTERNOON  SESSION 

Eight  Specialty  Group  Meetings  , 

(Eight  specialty  groups  will  meet  at  2 p.m.  with  out- 
standing speakers  appearing  on  their  programs.  All 
KMA  members  are  invited  to  these  meetings.  bJo 
general  .se.ssion  will  be  held.) 


ROBERT  N.  McClelland,  m.d. 
Dallas,  Texas 


Associate  professor  of  sur- 
gery, University  of  Texas  Medical 
School.  M.D.,  1954,  University 
of  Texas  Medical  Branch,  Gal- 
veston. Member,  American  Col- 
lege of  Surgeons,  Western  Sur- 
gical Association,  Society  for 
Surgery  of  Alimentary  Tract, 
Southwestern  Surgical  Congress. 
Author  or  co-author  of  numerous 
scientific  articles. 


DAVID  M.  KIPNIS,  M.D. 


St.  Louis,  Missouri 


No 

Photo 

Available 


Director,  Clinical  Research 
Center  and  professor  of  medicine, 
Washington  University  School  of 
Medicine.  M.D.,  1951,  Univer- 
sity of  Maryland  School  of 
Medicine.  Member,  editorial 
boards  of  several  publications. 
Member,  Advisory  Board,  Cen- 
ter for  Population  Research,  Na- 
tional Institutes  of  Health; 
Scientific  Advisory  Board,  U.$« 
Air  Force.  Recipient,  Ernst  Op- 
penheimer  Award  from  the  En- 
docrine Society,  1967. 


DAVID  E.  SHOCH,  M.D. 
Chicago,  Illinois 


Professor  and  chairman,  de- 
partment of  ophthalmology, 
Northwestern  University  Medical 
School.  M.D.,  1945,  Northwest- 
ern University.  Chief,  depart- 
ment of  ophthalmology,  Passa- 
vant  Memorial  Hospital  and 
Veterans  Administrntlon  R'^seo’ch 
Hostital  Trustee,  Association  of 
University  Professors  in  Oph*' 
thalmology.  Member,  American 
Board  of  Ophthalmology,  As- 
sociation for  Research  in  Oph- 
thalmology, American  Academy 
of  Ophthalmology  and  Otolar- 
yngology. 


DONALD  J.  BIRMINGHAM,  M.D. 
Detroit,  Michigan 


Associate  professor  of  medi- 
cine, Wayne  State  University. 
Chief  of  dermatology  service, 
Detroit  General  Hospital.  M.D., 
1940,  St.  Louis  University  School 
of  Medicine.  Recipient,  Surgeon 
General's  Meritorious  Award 
Medal,  1964.  Fellow,  American 
Academy  of  Dermatology  and 
Syphilology,  American  College 
of  Physicians.  Member,  Ameri- 
can Conference  of  Governmental 
Industrial  Hygienists,  American 
Dermatological  Association. 
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Kentucky  EEN&T  Society 
Room  205,  Convention  Center 

2:00  “Management  of  Retinal  Vascular  Occlusions” 

David  Shoch,  M.D.,  Chicago,  111. 

3:00  intermission  to  Visit  Exhibits 
3:30  “Uveitis  in  Kentucky" 

Robert  J.  Kaiser,  M.D.,  Louisville 

3:15  “Blindness  in  Kentucky  Children” 

William  C.  Edwards,  M.D.,  Louisville 
4:10  “Electrodiagnostic  Techniques  in  Ophthalmology" 
Theodore  Lawwill,  M.D.,  Louisville 


Kentucky  Dermatological  Society 
General  Hospital 

2:00  Clinical  Case  Presentations 

William  Gillespie,  M.D.,  Louisville,  Modera- 
tor 

3:00  Intermission  to  Visit  Exhibits 

3:30  General  Discussion  of  Cases  Presented 

Donald  J.  Birmingham,  M.D.,  Detroit,  Mich. 


Kentucky  Chapter, 

American  Academy  of  General  Practice 
Assembly  Hall,  Convention  Center 

2:00  “Aldosteronism  in  Hypertensive  Disease" 

Jerome  W.  Conn,  M.D.,  Ann  Arbor,  Mich. 
3:00  Intermission  to  Visit  Exhibits 
3:30  PANEL  DISCUSSION:  “Hypertension  in  General” 
Charles  Smith,  M.D.,  Louisville,  Moderator 
Jerome  W.  Conn,  M.D.,  Ann  Arbor,  Mich. 
Allan  M.  Lansing,  M.D.,  Louisville 
Irwin  Hanenson,  M.D.,  Cincinnati,  Ohio 


Kentucky  Industrial  Medical  Association 
Room  203,  Convention  Center 

2:00  “Alcoholism  and  Its  Relationship  to  Employment" 

Marvin  A.  Block,  M.D.,  Buffalo,  N.Y. 


Kentucky  Chapter, 

American  College  of  Physicians 
Room  204,  Convention  Center 

2:00  “Methotrexate  Therapy  in  Advanced  Gastro-ln- 
testinal  Malignancy" 

Will  W.  Ward,  Jr.,  M.D.,  F.A.C.P.,  Louisville 

2:30  “Recent  Advances  in  the  Treatment  of  Renal 
Diseases” 

Sidney  G.  Marcum,  M.D.,  Louisville 
3:00  Intermission  to  Visit  Exhibits 
3:30  “The  Current  Concepts  of  Insulin  Secretion” 

David  M.  Kipnis,  M.D.,  F.A.C.P.,  St.  Louis, 
Mo. 

4:00  “Pacemaker  Clicks” 

Henry  W.  Post,  M.D.,  Louisville 


Kentucky  Society  of  Pathologists 
Room  208,  Convention  Center 

2:00  “The  Clinicians’  Requirements  for  Emergency  Lab- 
oratory Work” 

Irving  Kanner,  M.D.,  Lexington 
2:15  “The  Referral  Laboratory— Its  Role  and  Responsi- 
bilities in  the  Delivery  of  Medical  Laboratory 
Services” 

Raymond  F.  Hain,  M.D.,  Oklahoma  City, 
Okla. 


cky  Medical  Association 


MARVIN  A.  BLOCK,  M.D. 
Buffalo,  New  York 


Assistant  professor  of  clinical 
medicine.  State  University  of 
New  York  at  Buffalo,  School  of 
Medicine.  M.D.,  1925,  State 

University  of  New  York  at  Buf- 
falo. Vice  president,  American 
Medical  Society  on  Alcoholism. 
Member,  A.M.A.’s  Committee  on 
Alcoholism  and  Drug  Depen- 
dence of  the  Council  on  Mental 
Health.  Chairman,  Subcommittee 
on  Alcohol  and  Drugs  of  the 
President’s  Committee  on  Traf- 
fic Problems.  Member,  Board  of 
Directors,  international  Institute 
of  Alcohol  and  Alcoholism,  Ge- 
neva. 


VERNON  N.  HOUK,  M.D. 
Atlanta,  Georgia 


Deputy  chief,  Tuberculosis 
Program,  National  Communi- 
cable Disease  Center.  M.D., 
1954,  George  Washington  Uni- 
versity School  of  Medicine.  Fel- 
low, American  College  of  Chest 
Physicians,  American  College  of 
Physicians.  Former  member,  ATS 
Committee  on  Biologic  Standards 
for  Discharge  of  TB  Patients. 
Former  representative  to  the 
National  Tuberculosis  Associa- 
tion Committee  for  the  Guidance 
of  the  Tuberculosis  Program. 


GEORGE  F.  BROCKMAN,  III,  M.D. 
Greenville,  Kentucky 


An  internist  who  has  prac- 
ticed in  Greenville  since  1946. 
M.D.,  1935,  University  of  Louis- 
ville School  of  Medicine.  Past 
president  of  KMA  and  member 
of  numerous  committees  in  the 
Association.  Chairman,  Kentucky 
Tuberculosis  Study  Committee, 
Comprehensive  Health  Planning 
Committee.  Active  in  the  AMA 
Volunteer  Physicians  for  Viet- 
nam Progrom. 


THOMAS  S.  MOULDING,  JR.,  M.D. 
Denver,  Colorado 


Assistant  professor  of  medi- 
cine, University  of  Colorado 
School  of  Medicine.  M.D.,  1952, 
Northwestern  University.  Coordi- 
nator, U.S.P.H.S.-s;:.onsored  Tu- 
berculosis Training  Project  in 
Denver.  Fellow,  American  Col- 
lege of  Physicians.  Member, 
Committee  for  the  Guidance  of 
Tuberculosis  Programs  of  Na- 
tional Tuberculosis  and  Respira- 
tory Disease  Association,  Ame- 
rican Public  Health  Association. 
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3:00  Intermission  to  Visit  Exhibits 

3:30  "Blood  Gases  in  Cardiopulmonary  Emergencies" 
Linda  Walters,  M.D.,  Lexington 

4:00  “The  Failure  of  the  Microbiology  Laboratory  to 
Assisi  In  Emergency  Situations" 

Marvin  Murray,  M.D.,  Ph.D.,  Louisville 

Kentucky  Association  of  Public  Health  Physicians 
Room  207,  Convention  Center 

2:00  "Priorities  in  Tuberculosis  Control” 

Thomas  Moulding,  M.D.,  Denver,  Colo. 

2:30  "Role  of  Clinic  in  Prevention  and  Control” 
Vernon  Houk,  M.D.,  Atlanta,  Ga. 

3:00  Intermission  to  Visit  Exhibits 

3:30  Questions  and  Answers 

Thomas  Moulding,  M.D.,  Denver,  Colo. 
Vernon  Houk,  M.D.,  Atlanta,  Ga. 

4:00  (To  Be  Announced) 

William  McElwain.  M.D..  Frankfort 


Kentucky  Chapter, 

American  College  of  Surgeons 
Room  104,  Convention  Center 

2:00  “Pulmonary  Contusion — Fact  and  Fantasy” 

J.  Kent  Trinkle,  M.D.,  Lexington 

2:15  “Conservation  Surgery  for  Pilonidal  Disease — 
An  Infectious  Granulomatous  Foreign  Body  Process” 

Howard  Dorton,  M.D.,  Lexington 

2:30  “Present-Day  Risk  of  Thoracotomy  in  Patients  with 
Compromised  Pulmonary  Function" 

Lester  R.  Bryant,  M.D.,  Lexington 

2:45  “Parenchymal  Hamartoma  of  the  Liver  in  Infancy” 

Robert  C.  Tate,  M.D..  Louisville 
B.  K.  Chacko,  M.D.,  Louisville 

3:00  Intermission  to  Visit  Exhibits 

3:30  “Parenteral  Alimentaiion  Therapy  in  Surgical 
Patients” 

Robert  N.  McClelland,  M.D.,  Dallas,  Texas 


Lexington,  Kentucky 


Assistant  clinical  professor  of 
surgery.  University  of  Kentucky 
College  of  Medicine.  M.D., 
1951,  Tufts  University  School  of 
Medicine.  Thoracic  and  cardio- 
vascular surgery  practice  in 
Lexington.  Member,  Southern 
Thoracic  Surgical  Association, 
Society  of  Thoracic  Surgeons. 
President,  Fayette  County  Medi- 
cal Society. 


JEROME  W.  CONN,  M.D. 


Ann  Arbor,  Michigan 


Louis  Harry  Newburgh  Distin- 
guished University  Professor  of 
Internal  Medicine,  Director  of 
the  department  of  endocrinology 
and  metabolism  and  the  Metab- 
olism Resea'ch  Unit,  University 
of  Michigan  Medical  School. 
M.D.,  1932,  University  of  Mich- 
igan. Member,  World  Health 
Organization,  Geneva,  expert 
consultant  in  chronic  degenera- 
tive disease.  Recipient,  Inter- 
national Stouffer  Prize  and  Gold 
Medal  for  Research  in  Hyperten- 
sion. Author  of  345  publications 
in  the  field  of  metabolism,  en- 
docrinology and  hypertension. 


4:00  '‘Reconstruction  of  the  Anterior  Abdominal  Wall 
After  Radical  Surgery.’* 

E.  Truman  Mays,  M.D.,  Louisville 
Sam  D.  Weakley,  M.D.,  Louisville 

4:15  “Blunt  Abdominal  Trauma  in  Children" 

Robert  P.  Belin,  M.D.,  Lexington 


1970  Annual  Meeting  to  Honor 
Past  President  Ouchterlony 


The  1970  Annual  Meeting  of  the  KMA  will 
be  officially  titled  the  J.  A.  Ouchterlony 
Memorial  Meeting  in  re- 
membrance of  the  1 890 
president  of  the  As- 
sociation. 

The  tradition  of  hon- 
oring a past  president 
of  KMA  or  some  dis- 
tinguished physician 
each  year  at  the  Annual 
Meeting  was  started  in 
1935. 

KMA  Historian, 
Eugene  H.  Conner,  M.D.,  Louisville,  has  written 
an  interesting  biography  of  Doctor  Ouchterlony 
for  the  Annual  Meeting  program  booklet,  which 
will  be  distributed  at  the  meeting  in  Louisville, 
September  22-24. 


Scientific  Program  To  Include 
Discussion  On  Timely  Topics 

Scientific  presentations  that  are  stimulating  and  in- 
formative will  be  featured  at  the  four  general  sessions 
of  the  1970  KMA  Annual  Meeting,  September  22- 
24.  Guest  speakers  from  all  parts  of  the  country  will 
join  Kentucky  physicians  in  discussions  on  “Emer- 
gencies,” “Cardio-Pulmonary  Resuscitation,”  “In- 
dustrial Medicine”  and  “Tuberculosis.” 

The  Crackerbarrel  Session,  which  was  initiated  at 
the  1969  meeting,  will  again  be  held  at  the  Wednesday 
afternoon  session  and  will  feature  many  individual 
informal  discussions. 

In  addition  to  the  scientific  sessions,  the  Annual 
Meeting  will  include  meetings  of  the  16  Specialty 
Groups,  meetings  of  the  House  of  Delegates  of  KMA 
the  President’s  Luncheon,  an  Orientation  Program  for 
new  members,  75  technical  exhibits  and  11  scientific 
exhibits,  the  annual  KEMPAC  Seminar,  and  the  An- 
nual Convention  of  the  Woman's  Auxiliary  to  KM.-X. 
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President’s  Luncheon  To  Feature 
Author’s  Talk,  KMA  Awards 

An  address  by  Ralph  Lee  Smith,  author  of  “At 
Your  Own  Risk"  and  the  presentation  of  KMA’s 
three  top  awards  are  two  highlights  of  the  President's 
Luncheon  for  physicians  and  their  wives  on  Septem- 
ber 23. 

Mr.  Smith  will  discuss  “I  Get  the  Treatment”  at  the 
luncheon  held  at  11:50  a.m.  in  the  Flag  Room  of 
the  Kentucky  Hotel.  Preceding  his  talk,  the  Distin- 
guished Service  Medal,  the  Outstanding  General 
Practitioner  Award  and  the  R.  Haynes  Barr  Award 
will  be  presented. 

Well  known  for  his  book  exposing  chiropractic. 
Mr.  Smith  has  authored  several  other  books  includ- 
ing "The  Health  Hucksters”  and  “Getting  To  Know 
the  World  Health  Organization.”  In  1963  he  received 
the  Rijssell  L.  Cecil  Distinguished  Medical  Writing 
Award  from  the  Arthritis  Foundation  and  in  1965, 
the  American  Medical  Association  Medical  Journal- 
ism Award,  Magazine  Category. 

The  Awards  Committee  will  present  its  nomina- 
tions for  the  Distinguished  Service  Medal  and  the 
Outstanding  General  Practitioner  Award  to  the 
House  of  Delegates  at  its  first  session.  Other  nomi- 
nations may  be  made  from  the  floor.  Nominations 
may  be  mailed  now  to  KMA  Headquarters  Office. 
The  recipient  of  the  R.  Haynes  Barr  Award  is  selected 
by  the  Awards  Committee,  chaired  by  Richard  F. 
Grise,  M.D.,  Bowling  Green. 

The  Awards  Committee  members  are  Doctor  Grise, 
William  A.  Blodgett,  M.D.,  Louisville;  Frank  L. 
Duncan,  M.D.,  Monticello;  C.  Wayne  Franz,  M.D.. 
Ashland,  and  Douglas  E.  Scott.  M.D.,  Lexington. 

1970  Annual  Meeting  To  Feature 
Eleven  Scientific  Exhibits 

Eleven  outstanding  scientific  exhibits  will  be  fea- 
tured at  the  1970  Annual  Meeting,  according  to  T.  R. 
Marshall,  M.D.,  Louisville,  chairman  of  the  Scientific 
Exhibits  Committee. 

Depicting  recent  developments  in  research  and  tech- 
niques, the  exhibits  will  cover  a wide  range  of  medical 
topics.  A certificate  will  be  awarded  each  participat- 
ing exhibitor  and  the  exhibit  honored  as  Ist-place  will 
receive  a plaque  from  KMA. 

Conveniently  arranged  for  easy  access,  the  exhibits 
will  be  located  between  the  Technical  Exhibit  Hall 
and  the  Scientific  Assembly  Hall  in  Convention 
Center.  The  eleven  exhibits  featured  at  this  year's 
meeting  are  as  follows: 

Glaucoma  Screening  Booth 

David  McClure,  M.D. 

Kentucky  Society  for  the  Prevention  of  Blindness 

Photography  of  the  Eye 

Walter  R.  Morris,  M.D. 

Treatment  of  Psoriasis  with  Hydroxyurea 

Llllin  W.  Leavell,  Jr.,  M.D. 

John  Yarbro,  M.D. 


Combined  Ablative-Restorative  Surgery'  for  Head 
and  Neck  Cancer 
Paul  M.  Weeks,  M.D. 

William  Jewell,  M.D. 

Smoking  in  Causation  of  Respiratory  and  Upper 
Gastrointestinal  Cancer 

Condict  Moore,  M.D. 

University  of  Kentucky  Strabismus  Cover  Test 
Demonstrator 

Jonathan  D.  Wirtschaffer,  M.D. 

Tetanus  Immunization 
William  T.  Rumage.  Jr..  M.D. 

Man  versus  .Arthropods 

AMA  Committee  on  Cutaneous  Health  and 
Cosmetics 

New  Developments  in  Gastrointestinal  Examinations 
T.  R.  Marshall,  M.D. 

Cytogenetics 

Charles  E.  Hornaday.  Jr.,  M.D. 

Restoration  of  the  Physically  Disabled 
Thomas  A.  Kelly,  Jr.,  M.D. 

U Of  L Alumni  Reunions  Planned 
During  KMA  Annual  Meeting 

Alumni  reunions  are  being  planned  for  nine  five- 
year  classes  of  the  University  of  Louisville  School 
of  Medicine  during  the  1970  KMA  Annual  Meeting, 
according  to  Les  Shively  of  the  Alumni  office. 

Individual  functions  are  being  planned  for  the 
groups  by  the  chairman  of  each  class.  Following  is 
a list  of  the  chairmen  selected  this  year. 

1925 — Arthur  T.  Hurst,  M.D.,  3337  Medical  Arts 
Building,  Louisville,  458-3259. 

1930— Richard  R.  Slucher,  M.D.,  2202  Sieger 
Villa,  Louisville,  452-1591. 

1935 — Mrs.  Edwin  (Vogt)  Franz,  6201  Glenhill 
Road,  Louisville,  425-6025. 

1940 — Edwin  P.  Scott,  M.D.,  400  Cornell  Place, 
Louisville,  895-5401. 

1945 — Glen  Pierce,  M.D.,  1919  State  Street,  New 
Albany,  Ind.,  945-6676. 

1950 — Hoyt  D.  Gardner,  M.D.,  508  Watterson 
City  Building,  Louisville,  452-2684. 

1955 — William  H.  Powers,  M.D.,  608  Medical 
Towers  Building,  Louisville,  584-0289. 

I960— Robert  McKechnie,  M.D.,  432  Wall  Street, 
Jeffersonville,  Ind.,  282-1308. 

1965— Robert  A.  Noel,  M.D.,  3612  Lexington 
Road,  Louisville,  897-1871. 
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Latest  Research  Adva^ues  in  Products  and  Services 
Offered  by  1970  Technical  Exhibits 


The  75  technical  exhibits  at  the  1970  Annual 
Meeting  will  feature  the  latest  developments  in  med- 
ical techniques  and  information.  The  exhibits,  located 
in  the  spacious  hall  at  Convention  Center,  will  con- 
dense an  encyclopedia  of  ideas,  discoveries  and  up- 
to-date  advances  in  such  a manner  that  a vast  amount 
of  knowledge  and  information  can  be  secured  con- 
veniently and  effortlessly  in  a short  period  of  time. 

Prepared  carefully  and  skillfully  to  appeal  to  you, 
the  physician,  the  exhibits  have  also  been  prepared 
to  appeal  to  your  special  Interests  as  a practitioner. 
Medical  Representatives  and  other  exhibitors  will  be 
on  hand  to  discuss  personally  their  products  and 
services  with  you.  Both  you  and  your  patients  should 
benefit  from  the  increased  knowledge  you  will  gain 
from  a visit  to  the  technical  exhibits. 

Thirty-minute  intermissions  have  been  planned 
during  each  general  and  specialty  group  session  so 
that  every  physician  may  take  advantage  of  this  ex- 
cellent opportunity  provided  by  the  exhibits. 


Floor  Plan  of  Technical  Exhibits 


TECHNICAL  EXHIBITORS 


Abbott  Laboratories  (9) 

American  Medical  Building  Guild, 
Inc.  (42) 

Ames  Company  1591 
Arnar-Stone  Laboratories,  Inc. 

(571 

Automated  Management  Systems 
(36) 

Ayerst  Laboratories  (21  ) 

Bache  Company,  Inc.  (37) 

Blue  Cross  & Blue  Shield,  Kentucky 
(40) 

Borden  Inc.,  Pharmaceutical 
Products  (46) 

Bristol  Laboratories  (22) 
Burroughs  Wellcome  & Co. 

(U.S.A.),  Inc.  (7) 

Burton,  Parsons  & Company,  Inc. 
(75) 

Carnation  Company  (66) 

CIBA  Pharmaceutical  Company 
(14) 

Coca-Cola  USA  (69) 

Dairy  Council  of  Ky.  & So.  Ind., 
Inc.  (64) 

Dictaphone  Corporation  (60) 
Doyle  Pharmaceutical  Company, 

D.  M.  (3) 

Eaton  Laboratories  (50) 

Emko  Company,  The  (29) 
Encyclopaedia  Britannica,  Inc. 

(62) 

Field  Enterprises  Educational  Corp. 
(67) 

Gerber  Products  Company  (56) 


Guild  of  Prescription  Opticians  of 
Kentucky  (10) 

John  Hancock  Life  Insurance 
Company  (68) 

Kay  Surgical,  Inc.  (58) 

Lakeside  Laboratories,  Inc.  (30) 
Lederle  Laboratories  (4) 

Lee,  A.  P.,  Agency  (65) 

Lilly,  Eli  & Company  144) 

Linden  Laboratories,  Inc.  (71  ) 
Lippincott,  J.  B.,  Company  (5) 
Lorillard  Corporation  (27) 
Louisville  Surgical  Supply  (41  ) 
Malkin  Instrument  Company  (17) 
Mead  Johnson  Laboratories  (16) 
Medical  Protective  Company,  The 
(63) 

Merck  Sharp  & Dohme  (45) 
Merrell,  The  William  S.,  Company 
(24) 

Merrill  Lynch,  Pierce,  Fenner  & 
Smith,  Inc.  (70) 

Meyer  Laboratories,  Inc.  (25) 
Mutual  Benefit  Life  Insurance  Co. 
(33) 

North  American  Pharmacal  (39) 
Ortho  Pharmaceutical  Corporation 
(6) 

Parke,  Davis  & Company  (15) 
Pepsi  & Seven-Up  Bottlers 
Association,  Ky.  (53) 

Pfizer  Laboratories  (8) 

Poythress,  William  P.  & Company, 
Inc.  (55) 

Professional  Corporation  Benefits 
Company  (72) 


Ransdell  Surgical,  Inc.  (47) 
Reynolds,  R.  J.,  Tobacco  Company 
(1) 

Robins,  A.  H.,  Company  (19) 
Roerig,  J.  B.,  Division,  Chas. 

Pfizer  & Co.,  Inc.  (381 
Rorer,  William  H.,  Inc.  (32) 

Ross  Laboratories  (12) 

Sandoz  Pharmaceuticals  (23) 
Saunders,  W.  B.,  Company  (51) 
Schering  Laboratories  (11) 
Scroggins,  Clayton  L.,  Associates 
131  ) 

Searle,  G.  D.  & Company  (13) 
Sheryl  Pharmaceuticals,  Inc.  t 
Glencoe  Research,  Inc.  (73) 
Smith  Kline  & French  Laboratories 
(20) 

Smith,  Miller  & Patch,  Inc.  (18) 
Squibb,  E.  R.,  & Sons,  Inc.  (43) 
Stuart  Pharmaceuticals,  Div.  Atlas 
Chemical  Ind.,  Inc.  (2) 
Tele-Business  Products  Company 
154) 

United  Medical  Laboratories,  Inc. 
128) 

Warner-Chilcott  Laboratories 
(26) 

Warren-Teed  Pharmaceuticals,  Inc. 
(48) 

Winthrop  Laboratories  (49) 
Wocher,  Max  & Son,  Company 
(52) 

Wyeth  Laboratories  (74) 

Xerox  Corporation  (34  & 35) 
Zimmer  Manufacturing  Company 
(61  ) 
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new 
Orenzyme 

Bitabs  One  tablet  q.i.d. 

Trypsin;  100,000  N.F.  Units,  Chyinotrypsin:  8,000  N.F.  Units.;  equivalent  in  tryptic  activity  to  40  mg.  of  N F.  trypsin 

DOUBLE  STREfSJDTH 


Proteolytic  enzyme  therapy 
specifically  indicated 
for  the  rapid  resolution  of 
inflammation  and  edema 
as  adjunctive  therapy 
in  accidental  and 
surgical  trauma. 

1 tablet  q.i.d. 
provides  recommended 
therapeutic  dose  at 
lower  cost. 


>FuuD«r'$aou«[ 


Description:  ORENZYME  B1TA8S  offers  the  therapeutic  effects  of 
trypsin  in  on  oral  form  os  adjunctive  therapy  for  the  rapid  reso- 
lution of  inflammation  and  edema.  ORENZYME  BITABS  is  con- 
venient to  use,  promotes  patient  cooperation  and  is  ideally 
suited  for  maintenance  therapy  following  parenteral  trypsin. 
Indications:  When  used  os  adjunctive  therapy  for  the  rapid  res- 
olution of  inflammation  and  edema,  good  results  hove  been 
obtained  in; 

□ Accidental  Trauma 

□ Postoperative  Tissue  Reactions. 

Other  conventional  measures  of  treatment  should  be  used  os 
indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given  to 
potienfs  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemophilia, 
or  with  severe  hepatic  or  renal  disease.  Safe  use  in  pregnancy 
has  not  been  established. 


Adverse  Reactions:  Adverse  reactions  with  ORENZYME  hove 
been  reported  infrequently.  Reports  include  allergic  manifesta- 
tions (rash,  urticaria,  itching),  gastrointestinol  upset  and  in- 
creased speed  of  dissolution  of  animal-origin  surgical  sutures. 
There  hove  been  isolated  reports  of  anaphylactic  shock,  albu- 
minuria and  hematuria.  Increased  tendency  to  bleed  has  also 
been  reported  but,  in  controlled  studies,  it  has  been  seen  with 
equal  incidence  in  placebo-treated  groups.  (See  Precautions.) 
It  is  recommended  that  if  side  effects  occur  medication  be 
discontinued. 

Dosage:  One  tablet  q.i.d. 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 

TRADEMARK;  BITABS  U.S.  PATENT  NO.  3,004,893  4/69  0-82IA 
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Treating  vaginitis 
is  as  easy  as  AVC 


Trichomonads... Monilia. ..Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem  — 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives,’  '*  broad-spectrum  antibiotics^’  and  prolonged  use  of  corticosteroids.^ 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.’*” 

Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/cervicitis  and  vaginal  surgery. 

Easy  as  AVC 


Contraindications:  Known  sensitivity  to  sulfon* 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topical  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treatment. 

Dosage;  One  appiicatorful  or  one  suppository  in- 
travaginaily  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L.:  J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  $.,  and  Lyle,  J.  S.:  Arch. 
Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


AVC 


93:904,  1965.  4.  Voginitis  and  the  Pill:  J.A.M.A. 
196:731,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S.i  Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L. : Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 
proach, Scientific  Exhibit,  presented  at  the  115th 
Annuol  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
11.  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 
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^ncAAA  (aminacrine  hydrochloride  0.2% 

V_KCA/V\  15.0%,  allontoin  2.0%) 

Cl  IDDf'^CIT/^DICC  (aminacrine  hydrochloride  0.014  Gm.,  sulfanilamide 
OUrrL->OI  I L^KICO  1,05  Gm.,  allontoin  0.014  Gm.) 


TRADEMARK:  AVC 
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Sept.  5 Is  Deadline  To  Register 
For  1970  General  Election 

All  seven  Kentucky  U.  S.  Representatives  are  to  be 
elected  in  the  1970  General  Election  on  Tuesday, 
November  3.  The  deadline  for  registering  to  vote 
prior  to  the  election  is  September  5.  Voter  registra- 
tion books  have  been  open  since  June  1,  1970. 

Candidates  from  the  seven  U.  S.  Congressional 
districts  ;ire:  1st,  Frank  A.  Stubblefield,  (D-Murray), 
incumbent,  to  run  unopposed;  2nd,  William  H.  Nat- 
cher,  (D-Bowling  Green),  incumbent,  to  run  unop- 
posed; 3rd,  William  O.  Cowger,  (R-Louisville),  in- 
cumbent, to  run  against  Romano  L.  Mazzoli  (D- 
Louisville);  4th,  M.  Gene  Snyder,  (R-Jeffersontown), 
incumbent,  to  run  against  Charles  W.  Webster, 
(D-Carrollton);  5th,  Tim  Lee  Carter,  (R-Tompkins- 
ville),  incumbent,  to  run  against  Lyle  L.  Willis,  (D- 
Corbin);  6th,  John  C.  Watts,  (D-Nicholasville),  in- 
cumbent, to  run  against  Gerald  G.  Gregory,  (R-Lex- 
ington);  7th,  Carl  D.  Perkins,  (D-Hindman),  incum- 
bent, to  run  against  Herbert  A.  Myers,  (R-Louisa). 

Family  Practice  Board  Sets 
Second  Exam  Feb.  27-28 

The  American  Board  of  Family  Practice  announces 
that  it  will  give  its  second  examination  for  certifica- 
tion in  various  centers  throughout  the  United  States. 
The  examination  will  be  held  over  a two-day  period 
on  February  27-28,  1971. 

Information  regarding  the  examination  and  eligi- 
bility for  the  exam  can  be  obtained  by  writing: 
Nicholas  J.  Pisacano,  M.  D.,  Secretary-Treasurer; 
American  Board  of  Family  Practice,  Inc.;  University 
of  Kentucky  Medical  Center;  Annex  #2,  Room 
229;  Lexington,  Kentucky  40506. 

The  deadline  for  receiving  completed  applications 
in  the  Board  office  is  November  1,  1970. 


Cancer  Conference  Scheduled 

A National  Conference  on  Cancer  of  the  Colon 
and  Rectum  will  be  held  at  the  Hotel  del  Coronado, 
San  Diego,  California  on  Thursday  through  Satur- 
day, January  7-9,  1971.  A broad  multidisciplinary 
presentation  of  the  rectal  and  colon  cancer  problem 
in  the  United  States  will  be  made  by  leading  authorities 
in  epidemiology,  etiology,  detection,  diagnosis  and 


treatment.  Programs  and  approaches  to  control  this 
disease  will  be  discussed. 

For  information  on  this  conference,  which  is 
being  sponsored  by  the  American  Cancer  Society, 
contact:  Roald  N.  Grant,  M.D.,  Vice  President  for 
Professional  Education,  American  Cancer  Society, 
219  East  42nd  Street,  New  York,  N.  Y.  10017. 

Pharmacy  School  Marks  Centennial 

The  first  meeting  of  Louisville  pharmacists  to  plan 
the  establishment  of  a school  of  pharmacy  was 
held  July  28,  1870.  This  led  to  the  creation  of  the 
Louisville  College  of  Pharmacy  which,  in  1947,  be- 
came the  University  of  Kentucky  College  of  Phar- 
macy. The  College  moved  from  Louisville  to  the 
Lexington  campus  in  1957. 

The  first  Centennial  Year  event  was  held  in  con- 
junction with  the  annual  meeting  of  the  Kentucky 
Pharmaceutical  Association  July  19-22.  A series  of 
monthly  Centennial  Lectures  are  also  scheduled. 


Complete  Details 
of 
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Snake  Bite — Arnold 

(Continued  from  page  504) 

grene  and  slough.  This  may  be  avoided  by 
giving  the  antivenin  I.V.  within  the  initial  24 
hour  period. 

Antivenin  made  from  goat  antiserum  and 
human  antiserum  is  available  only  at 
U.C.L.A.  This  is  made  from  C.  Atrox  (West- 
ern Diamondback)  and  is  not  commerically 
available  at  the  present  time. 

References 

1.  Block,  M.J.:  Function  and  operation  of  the  facial  pit  of 
the  pit  vipers.  Nature,  165:  284-85,  1950. 

2.  Andrews,  et  al:  Venomous  snake  bite  in  Florida,  journal  of 
the  Florida  Medical  Assoc.,  55:  4,  .518-326,  April  1968. 

3.  S.  A.  Minton,  Jr.:  "Venoms”  Am.  ].  Trap.  Med..  6: 
1097-1107,  145-51,  1957. 

4.  Rhoten,  Wm  B.:  Treatment  of  a bite  of  Mojave  Rattle- 
snake, journal  of  Florida  Medical  Assoc.,  55:  9.  338-340, 
April  1968. 

5.  Swaroop,  S.,  Grob,  B. : Snakebite  mortality  in  the  world 
Bull.  World  Health  Org.  10:  35-76,  1954. 

6.  Klauber,  L.  M.:  Rattlesnakes,  their  habits,  life  history 

and  influence  on  mankind,  Berkely,  1956,  University  of  Cali- 
fornia Press,  867. 

7.  Gennaro,  J.  F.,  Jr.:  Observations  on  Treatment  of  Snake- 
bite in  America  in  "Venomous  and  Poisonous  Animals  and 
Noxious  Plants  of  the  Pacific  Region,"  427-29,  1963. 

8.  Snyder  et  al:  "Study  of  Snakebite,”  journal  of  the 

Florida  Medical  Assoc.,  55:  4:  334,  April  1968. 

9.  McCollough  and  Gennaro: 

"Evaluation  of  Snakebite:  journal  of  the  Florida  Medical 
Assoc.,  XUX:  12:  959-967,  June  1963. 

10.  Wilson.  P. : Snake  Poisoning  in  the  United  States, 

Arch.  Int.  Med..  1:  516-570.  1908. 

11.  Borden.  James,  et  al:  Snake  bite  treatment  by  isolation 
perfusion  technique.  Surgery,  49:  303-307,  1961. 

12  McCollough  and  Gennaro: 

"Coral  Snake  Bites,”  journal  of  the  Florida  Medical  Assoc., 
XUX:  12:  968-972,  June  1963. 


Splenectomy — Mays  and  Weakley 

(Continued  from  page  510) 

pathy  post-shunting  and  no  evidence  of  de- 
terioration of  liver  function  at  seven  and  ten 
months  follow-up.  In  each  case  the  splenic 
vein  was  tremendously  dilated;  hence,  an 
adequate  end-to-side  anastomosis  could  be 
constructed.  If  the  diameter  of  the  splenic 
vein  is  less  than  two  centimeters  it  is  futile  to 
attempt  to  construct  an  end-to-side  shunt 
that  will  remain  open  for  any  length  of  time. 
When  the  splenic  vein  is  small,  a side-to-side 
anastomosis  should  be  considered  as  advo- 
cated by  Clatworthy  and  Boles®  and  Ma- 
son”. 

It  is  not  necessary  to  use  an  extensive 
thoraco-abdominal  incision  to  construct  these 
shunts.  A subcostal  incision  that  extends  into 
the  flank  laterally  and  across  the  mid-line 
medially  is  adequate  and  is  associated  with 
much  less  pain  and  discomfort  than  the  thor- 
aco-abdominal incision. 

Some  have  suggested  a two  stage  approach 
to  patients  with  Band’s  Splenomegaly  and  do 
a portacaval  shunt  to  relieve  the  portal  hy- 


pertension because  they  feel  a larger  anasto- 
mosis can  be  constructed.  This  has  no  effect 
on  the  hypersplenism  and  a subsequent  splen- 
ectomy is  necessary.  Since  these  patients  have 
dual  pathology,  we  prefer  a splenectomy  and 
splenorenal  venous  shunt  to  control  both  the 
portal  hypertension  and  esopageal  hem- 
orrhage and  correct  the  anemia,  leukopenia 
and  thrombocytopenia  as  illustrated  in  our 
two  cases. 
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ALLEN  B.  CARTER,  M.D. 

Paintsville 

1904-1970 

Allen  Burgess  Carter,  M.D.,  66,  died  March  24. 
A 1931  graduate  of  the  University  of  Tennessee 
College  of  Medicine,  Memphis,  Doctor  Carter  prac- 
ticed general  medicine  in  Paintsville.  He  belonged  to 
the  Johnson  County,  Kentucky  and  American  medi- 
cal associations. 

MAX  ERVIN,  M.  D. 

Louisville 

1926-1970 

Max  Ervin,  M.D.,  44,  a Louisville  anesthesiologist, 
died  July  1.  Doctor  Ervin,  a 1958  graduate  of  the 
University  of  Louisville  School  of  Medicine,  served 
as  art  director  of  the  Jefferson  County  Medical 
Association’s  Bulletin.  He  was  a member  of  the 
Jefferson  County,  Kentucky  and  American  Medical 
Associations. 


FRED  T.  HARNED,  M.D. 
Hopkinsville 
1910-1970 

Fred  Turnley  Harned,  M.D.,  59,  died  April  1. 
Specializing  in  otolaryngology  and  ophthalmology. 
Doctor  Harned  was  a 1934  graduate  of  the  University 
of  Tennessee  College  of  Medicine,  Memphis.  He 
was  a member  of  the  Kentucky  and  American 
medical  associations. 


LAWRENCE  A.  TAUGHER,  M.D. 

Louisville 

1907-1970 

Lawrence  A.  Taugher,  M.D.,  62,  a Louisville  phy- 
sician, died  July  7.  Death  was  attributed  to  a stroke. 
A 1937  graduate  of  Ohio  State  University  College 
of  Medicine,  Doctor  Taugher  is  a past  president  of 
the  Kentucky  Chapter  of  the  American  College  of 
Chest  Physicians.  Doctor  Taugher  specialized  in 
internal  medicine. 


ALLAN  F.  ZOELLER,  M.D. 

Louisville 

1925-1970 

Allan  F.  Zoeller,  M.D.,  45,  a Louisville  ortho- 
paedic surgeon,  died  June  6.  Practicing  in  association 
with  Doctors  Fischer,  Leatherman  and  Kotcamp, 
Doctor  Zoeller  graduated  from  the  University  of 
Louisville  Medical  School  in  1948.  From  1955  to 


1957  he  was  assistant  chief  of  orthopaedic  surgery 
in  the  Armed  Forces  Orthopaedic  Service  of  Europe. 

Doctor  Zoeller  was  a fellow  of  the  American 
Academy  of  Orthopaedic  Surgeons  and  belonged  to 
the  Kentucky  Orthopaedic  Association.  He  was  an 
instructor  of  orthopaedic  surgery  at  Veterans  Hos- 
pital and  the  University  of  Louisville. 
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Darius  Gliazi,  M.D,  is  practicing  orthopedic  surgery 
in  association  with  Charles  Hoffman,  M.D.,  Louis- 
ville. A 1962  graduate  of  the  Tehran  University 
Medical  School,  Doctor  Ghazi  completed  his  intern- 
ship in  Philadelphia  and  his  residency  training  in 
Louisville. 

Calvin  R.  Harding,  Jr.,  M.D,  is  now  in  association 
with  Doctors.  White,  Fleitz  and  Lee,  Louisville.  He 
received  his  M.D.  degree  from  the  University  of 
Louisville  School  of  Medicine  in  1965  and  com- 
pleted his  internship  in  Iowa  and  his  residency 
training  in  Louisville.  Doctor  Harding  specializes  in 
anesthesiology. 

Dorothy  B.  Suyemoto,  M.D.  is  practicing  with  the 
Emergency  Physicians’  Service  Group  at  Ft.  Thomas. 
A 1949  graduate  of  the  University  of  Michigan. 
Doctor  Suyemoto’s  previous  practice  has  been  at  Dur- 
ham Hospital,  Cincinnati. 

Thomas  R.  Taylor,  M.  D.  is  now  practicing  in  as- 
sociation with  Robert  Robbins,  M.  D.,  Elizabethtown. 
He  received  his  M.  D.  at  Emory  University  in  1960 
and  took  his  internship  and  residency  at  Fitzsimmons 
General  Hospital.  Doctor  Taylor  served  in  the  U.  S. 
Army  from  1960-70  and  is  a Fellow  in  the  Ameri- 
can College  of  Surgeons. 

George  H.  Kreyling,  M.  D.  has  started  practice  with 
Doctors  Kumpe,  Burger  and  Heringer  of  Covington. 
A 1963  graduate  of  the  University  of  Cincinnati, 
Doctor  Kreyling  completed  his  internship  and  resi- 
dency at  Good  Samaritan  Hospital,  Cincinnati  and 
practiced  there  for  two  and  a half  years  in  internal 
medicine  before  coming  to  Covington. 


Private  Practice  Opportunity  in 
Lexington,  Kentucky 
Drawing  from  700,000  population.  Five 
modern  hospitals  with  open  staff  priv- 
ileges including  University  of  Ken- 
tucky Hospital.  We  need  2 Family 
Physicians,  1 Radiologist,  2 Internists, 
and  1 General  Surgeon  to  furnish  the 
required  services.  Write  Box  7264, 
Lexington,  Kentucky  40502. 


icky  Medical  Association  • August  1970 


549 


KENTUCKY  MEDICAL  ASSOCIATION 

BOARD  OF  TRUSTEES  — 1969-1970 

Officers 

President WALTER  L.  CAWOOD, 

1200  Bath  Ave.,  Ashland  (606)  325-1665  

Pres.-Elect  JOHN  C.  QUERTERMOUS, 

205  S.  8th  St.,  Murray  (502)  753-5161  

Immediate  Past  Pres HENRY  B.  ASMAN, 

1169  Eastern  Pkwy.,  Louisville  (502)  454-4649  ... 

Vice-Pres DAVID  A.  HULL, 

2368  Nicholasville  Rd.,  Lexington  (606)  277-571  1 

Secretary S.  RANDOLPH  SCHEEN, 

1249  Medical  Arts  Bldg.,  Louisville  (502)  451-1661 

Treasurer KEITH  P.  SMITH, 

Medical  Arts  Building,  Corbin  (606)  528-321  1 . . . . 

Speaker,  House  of  Delegates  ..RICHARD  F.  GREATHOUSE, 

5 Triangle  Cen.,  Louisville  (502)  458-3219  

Vice-Speaker CARL  COOPER,  JR.,  Bedford  (502)  255-3282  

Chairman,  Board  of  Trustees  . . .WILLIAM  W.  HALL, 

Mayfair  Square,  Owensboro  (502)  684-6255  .... 

Vice-Chairman  THORNTON  E.  BRYAN,  JR., 

Cadiz  Clinic,  Cadiz  (502)  522-6673  


1970 

1971 
1970 

1970 

1972 
1972 

1971 
1971 

1970 

1970 


Delegates  to  the  A.M.A. 

J.  THOS.  GIANNINI,  464  Medical  Towers  South,  Louisville  (502)  583-2766  . .Jan.  1969-Dec.  1970 
CHAS.  G.  BRYANT,  (Alt.)  1169  Eastern  Pkwy.,  Louisville  (502)  452-1558  . .Jan.  1969-Dec.  1970 


GEORGE  F.  BROCKMAN,  2 East  Main  Cross,  Greenville  (502)  338-3660  ..  .Jan.  1970-Dec.  1971 

DARYL  P.  HARVEY,  (Alt.)  Glasgow  (502)  651-2133  Jan.  1970-Dec.  1971 

CHAS.  C.  RUTLEDGE,  Hazard  Clinic,  Hazard  (606)  436-3121  Jan.  1970-Dec.  1971 

DAVID  B.  STEVENS,  (Alt.)  304  S.  Limestone,  Lexington  (606)  254-8008  . . . .Jan.  1970-Dec.  1971 


Trustees 

1st  District  C.  C.  LOWRY,  104  N.  Fifth  St.,  Murray  (502)  753-1340  1971 

2nd  District WILLIAM  W.  HALL,  Mayfair  Square,  Owensboro  (502)  684-6255  1970 

3rd  District THORNTON  E.  BRYAN,  JR.,  Cadiz  Clinic,  Cadiz  (502)  522-6673  1971 

4th  District W.  BRUCE  HAMILTON,  4th  & Buckman,  Shepherdsville  (502)  543-6362  . .1971 

5th  District JOHN  S.  LLEWELLYN,  510  Heyburn  Bldg.,  Louisville  (502)  584-2173  . ..  .1972 

6th  District PAUL  J.  PARKS,  1109  State  St.,  Bowling  Green  (502)  842-0111  1972 

7th  District DONALD  CHATHAM,  615  Washington  St.,  Shelbyville  (502)  633-3525  ..1970 

8th  District LEE  C.  HESS,  721 1 U.S.  42,  Florence  (606)  371-1153  1972 

9th  District J.  CAMPBELL  CANTRILL,  St.  Luke  PI.,  Georgetown  (502)  863-1231  1970 

10th  District ANDREW  M.  MOORE,  108  E.  Maxwell,  Lexington  (606)  252-4406  1970 

nth  District DOUGLAS  H.  JENKINS,  527  W.  Main,  Richmond  (606)  623-3751  1972 

12th  District ROBERT  N.  McLEOD,  JR.,  500  Bourne  Ave.,  Somerset  (606)  678-8155  . . .1971 

13th  District PAUL  E.  HOLBROOK,  2nd  National  Bank  Bldg.,  Ashland  (606)  324-1616  . .1970 

14th  District BALLARD  W.  CASSADY,  Pikeville  (606)  437-6698  1971 

15th  District E.  C.  SEELEY,  Medical  Arts  Bldg.,  London  (606)  864-2357  1972 


BUYERS  GUIDE 

AUGUST  BUYERS  GUIDE  FOR  JOURNAL  OF  KMA  1970 


Arch  Laborotories  491 

Breon  Laboratories  522 

Bristol  Laboratories  486'^87 

Burroughs  Wellcome  Company  518 

Campbell  Soup  Company  515 

Carlton  Corporation  513 

Dow  Chemical  Company  505 

Flint  Laboratories  Y...551 

General  Leasing  Corporation  486 

Handley,  J.  D.,  M.D 548 

Highland  Hospital  497 

Hynson,  Westcott  & Dunning,  Inc 481 


Kentucky  Hotel  492-493 

Lederle  Laboratories  483,  497 

Lilly,  Ell  & Company  498 

Medical  Protective  Company  494 

National  Drug  Company  495-496,  545-546 

Poythress,  Wm.  P.  Company  506 

Private  Practice  Opportunity  549 

Roche  Laboratories  552 

Schering  Laboratories  489-490 

Searle,  G.  D.  Company  516-517 

Smith  Kline  & French  Laboratories  465 

Southern  Optical  Company  494 


550 


Equipped  for 

^yroid 


When  an  ambulance  arrives 
with  the  unexpected  patient 
presenting  the  classical  picture 
of  myxedema  coma,  is  your 
hospital  suitably  equipped?  It 
is  if  SYNTHROID®  (sodium 
levothyroxine)  injectable  is  at 
hand.  You  are  also  ready  to 
conveniently  handle  post- 
operative thyroid  medication 
situations  until  oral  therapy  can 
be  reinstated. 

n tablet  form  this  single  entity 
synthetic  thyroid  provides 
smooth,  predictable  response 
or  thyroid  replacement.  An 
sxcellent  drug  for  long-term 
^herapy. 

iut  in  an  emergency,  when 
apid  replacement  is  needed  to 
sustain  life,  prompt  clinical 
esponse  is  essential.  SYNTHROID 
njection  makes  this  therapy 
nstantly  available.  Is  it  available 
n your  hospital? 


Levothyroxine  has  o high  binding  capacity  for 
serum  proteins  in  contrast  to  other  thyroid 
medicaments  that  may  contain  a thyroactive 
agent  with  low  binding  capacity.  The  bound 
levothyroxine  is  totally  measurable  using  the  serum 
PBI  test.  It  is  not  unusual  to  find  PBI  levels  of 
8-70  meg.  per  700  ml.  of  serum. 

INDICATIONS:  SYNTHROID  (sodium  levothyroxine) 
INJECTION  is  specific  replacement  therapy 
for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of 
the  gland,  congenital  defect,  surgery,  excessive 
radiation,  or  antithyroid  drugs.  It  is  indicated  in 
myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the 
hormone  is  required.  When  a patient  does  not 
respond  to  oral  therapy,  SNYTHROID  (sodium 
levothyroxine)  INJECTION  may  be  administered 
intravenously. 

PRECAUTIONS:  As  with  other  thyroid 
preparations,  overdose  may  cause  diarrhea  or 
cramps,  nervousness,  tremors,  tachycardia, 
insomnia  and  continued  weight  loss.  These  effects 
may  become  apparent  in  from  4 days  to  three 
weeks.  Therefore,  patients  should  be  kept  under 
close  observation.  Medication,  in  such  cases, 
should  be  stopped  for  2 to  6 days,  then  resumed 
at  a lower  level.  In  patients  with  diabetes 
mellitus,  look  for  possible  changes  in  metabolic 
activity  which  may  affect  insulin  or  other 
antidiabetic  drug  dosage  requirements. 
CONTRAINDICATIONS:  Thyrotoxicosis,  acute 
myocardial  infarction. 

SIDE  EFFECTS:  Side  effects  ore  secondary  to 
increased  rates  of  body  metabolism:  sweoting, 
heart  palpitations  with  or  without  pain,  leg 
cramps,  weight  loss,  diorrhea,  vomiting  and 
nervousness.  Myxedematous  patients  with  heart 
disease  hove  died  from  abrupt  increases  in 
dosage  of  thyroid  drugs.  In  most  cases,  a 
reduction  in  dosage  followed  by  a more  gradual 
adjustment  upward  will  indicate  the  patient's 
dosage  requirements  without  the  appearance  of 
side  effects. 


DOSAGE  AND  ADMINISTRATION:  in 

myxedematous  stupor  or  coma,  with  no  evidence 
of  severe  heart  disease,  200  to  400  meg.  of 
SYNTHROID  (sodium  levothyroxine)  INJECTION 
may  be  administered  intravenously  utilizing  a 
solution  containing  100  meg.  per  ml.  Detectable 
effects  are  usually  observed  by  the  sixth  hour 
after  injection  and  are  fully  appreciated  during 
the  following  day.  A repeat  injection  of  1 00  to 
200  meg.  may  be  given  on  the  second  day  if 
significant  improvement  has  not  occurred.  The 
intravenous  use  of  sodium  levothyroxine  in 
myxedematous  coma  is  advantageous  because  it 
produces  a predictable  increase  in  the 
concentration  of  protein-bound  iodine, 
eliminates  the  need  for  multiple  doses  until  oral 
therapy  is  reinstated,  circumvents  the  uncertainty 
of  oral  absorption,  and  avoids  the  risk  of 
pulmonory  aspiration. 

SUPPLIED:  SYNTHROID  (sodium  levothyroxine) 
INJECTION  is  supplied  in  10  ml.  vials  containing 
500  meg.  of  lyophilized  active  ingredient  and 
10  mg.  of  Mannitol,  N.F.;  a 5 ml.  vial  containing 
Sodium  Chloride  Injection,  U.S.P.  is  provided 
as  diluent. 

Also  supplied  as  SYNTHROID  (sodium 
levothyroxine)  TABLET  in  color  coded  compressed 
tablets,  and  in  seven  strengths:  0.025  mg. 
(orange),  0.05  mg.  (white),  0.1  mg.  (yellow), 

0.15  mg.  (violet),  0.2  mg.  (pink),  0.3  mg. 

(green),  and  0.5  mg.  (blue).  Each  strength  is 
suppiied  in  bottles  of  100  and  500  tablets. 

Synthroid' 

(sodium  levothyroxine,  FLINT) 

Injection 

FLINT  LABORATORIES 

DIVISION  OF  TRAVINOL  LAIOPUTONIIS.  INC. 

Morion  Grove,  Illinois 


When  disease  is  mled  out 
and  psyehie  tension  is  implicated  | 

\hllUlTl*  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms  , 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psyclioneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/ or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predispo.sition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
\ ision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 
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KMA  1970  Annual  Meeting 
September  22-24 
Convention  Center,  Louisville 


for  the  bacterial  complications  of  flu/U.R.l.  and  related  symptoms 


Infection  Fever  Pain  Congestion 


A broad-spectrum  An  analgesic/bntipyretic  to  bring  down  An  antihistamine 
antibiotic  to  combat  fever,  ease  pain,  and  malaise  for  the 

susceptible  symptomatic  relief 

bacterial  infections  ■ of  nasal  congestion 


Tetrex 


with  Bristamin® 


(tetracycline  phosphate  complex  with  analgesics  and  antihistamine) 


For  complete  information  consult  Official 
Package  Circular.  (5)  4/2/70. 

Indications:  Upper  respiratory  infections 
due  to  sensitive  bacteria  v/here  concomitant 
symptomatic  relief  of  fever,  malaise  and 
congestion  is  desired. 
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Corticosteroid  therapy 
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then  antibiotic 
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and  monilial 
overgrowth  this  week. 


For  many  patients  on  long-term  corticosteroid 
therapy,  the  addition  of  oral  antibiotic  therapy 
may  trigger  monilial  overgrowth  in  the  intestine. 
When  you  anticipate  such  a problem,  take 
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Effectiveness:  Because  its  antibacterial  component  is 
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intracranial  pressure  with  bulging  fontanels  has  been  observed. 
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MESSAGE 
FROM  THE 
PRESIDENT 


1970  KMA  Annual  Meeting 


September  22-24,  1970  | 

This  Annual  Meeting  affords  physicians  an  opportunity  for  continuing  medi- 
cal education  and  relaxation.  The  headquarters  will  be  in  the  Kentucky  | 
Hotel.  Check  now  to  see  if  you  made  your  reservations.  If  not,  please  do  it 
today.  The  Convention  Center  is  conveniently  located. 

There  are  interesting  scientific  presentations  for  physicians  of  every  field  of 
medicine.  Our  guest  speakers  cover  such  topics  as  “Emergencies,”  “Cardio- 
Pulmonary  Resuscitation,”  “Industrial  Medicine”  and  “Tuberculosis.”  Good 
scientific  exhibits  await  your  viewing.  Please  make  time  available  to  visit  with 
our  technical  exhibitors  who  have  a variety  of  information  that  will  be  interest- 
ing to  you.  Those  innovative  Crackerbarrel  Sessions  cover  large  varieties  of 
medical  information.  There  is  ample  opportunity  for  small  groups  and  individuals  | 
to  consult  and  discuss  medicine  with  knowledgeable  physicians. 

This  is  the  only  business  meeting  of  the  year  for  our  House  of  Delegates. 
Consequently,  it  is  advisable  that  you  not  only  elect  but  actually  send  informed,  i 
responsible  physicians  as  delegates.  They  speak  for  you.  It  behooves  all  the 
County  Medical  Societies  to  assure  that  they  have  representation  at  the  Annual 
Meeting. 

This  issue  closes  out  the  President’s  Page  for  me.  I wish  to  express  humility 
and  gratitude  for  the  opportunities  given  me  during  the  past  year.  Traveling 
about  Kentucky  and  America  gave  me  a chance  to  associate  with  many  fine 
physicians,  their  families  and  allied  medical  personnel.  These  are  trying  times 
for  our  churches,  our  homes,  our  children  and  our  country.  We  are  concerned 
about  drugs,  the  number  and  distribution  of  physicians  and  the  rising  cost  of  medi- 
cal care.  Medicine  is  under  the  gun.  Take  a deep  and  abiding  interest  in  KMA 
so  that  you  may  better  serve.  As  physicians  we  are  fortunate  to  live  busy,  useful 
lives.  To  preserve  your  benevolent  living  requires  you  to  become  activists  in 
KMA.  To  do  otherwise  permits  the  bureaucrats  to  push  us  into  serfdom.  To 
paraphrase  the  title  of  Thomas  Wolfe’s  novel,  we  can’t  go  home  again.  Indeed, 
we  don’t  want  to. 
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From  the  files  of  the 

COMMITTEE  FOR  THE 


STUDY  OF  MATERNAL  MORTALITY 


CASE  14-68.  This  22-year-oId  gravida  2, 
para  1,  was  admitted  to  the  hospital  via 
the  emergency  room.  She  had  been  hav- 
ing vaginal  bleeding  for  the  past  eight  days. 
When  seen  at  2:45  a.m.,  October  26,  1968, 
bleeding  had  increased  with  passage  of  bright 
red  clots.  Her  first  child  was  delivered  at  the 
same  hospital,  September  12,  1966. 

No  blood  pressure  was  recorded  when  she 
was  seen  in  the  emergency  room.  She  was  able 
to  sign  the  operative  permit.  No  CBC  was  ob- 
tained, she  was  taken  directly  to  the  operating 
room  for  a D & C.  IV  pentothal  was  given. 
The  operation  began  at  3:10  a.m.  The  cervical 
canal  was  described  as  “open”,  pieces  of  pla- 
cental tissue  were  removed  and  packing  was 
inserted.  The  patient  began  what  was  de- 
scribed as  muscular  twitching  of  her  arms  and 
legs.  The  pentothal  was  stopped  at  3:16  a.m., 
she  became  cyanotic  and  no  pulse  was  ob- 
tained. External  cardiac  massage  was  per- 
formed and  artificial  respiration  was  started 
with  the  Bennett  machine.  Intracardiac  adrena- 
lin was  given.  She  expired  at  3:50  a.m. 

The  pathology  report  was  decidual  and 
placental  tissue.  The  cause  of  death  was  listed 
as  incomplete  abortion,  cardiac  fibrillation  and 
arrest.  There  was  no  autopsy. 


Comment 

With  the  knowledge  at  hand,  the  Committee 
classified  this  case  as  obstetrical  preventable; 
with  preventable  factors  on  the  part  of  the 
patient  and  physician.  This  situation  again 
demonstrates  the  value  of  postmortem  exami- 
nation to  yield  information  as  to  the  cause  of 
death.  But  since  it  was  not  performed,  the 
Committee  discussed  the  following  as  possible 


factors  contributing  to  death. 

It  is  possible  that  the  patient  submitted  to  a 
criminally  induced  abortion  with  resulting  in- 
fection, leading  to  a gram  negative  septicemia 
progressing  to  vascular  collapse  when  she  un- 
derwent the  stress  of  anesthesia.  In  the  care 
of  a patient  such  as  this  it  is  essential  to  de- 
termine the  blood  count  and  monitor  central 
venous  pressure.  Attempts  to  restore  blood 
volume  and  establish  an  adequate  blood  pres- 
sure should  have  been  carried  out  prior  to  sub- 
mitting her  to  anesthesia  and  operation.  No 
mention  of  an  intravenous  infusion  of  any  sort 
is  recorded.  If  infection  were  contributing  to 
her  condition,  massive  antibiotic  therapy 
should  have  been  initiated  while  restoring 
blood  volume  in  preparation  for  evacuating 
the  uterus.  The  status  of  renal  function 
should  have  been  determined  by  urinalysis 
and  measuring  the  urinary  output  per  hour. 

The  Committee  discussed  the  possibility  of 
death  occuring  due  to  anoxia  due  to  laryn- 
gospasm  following  administration  of  pentothal, 
a common  occurrence  which  must  be  properly 
treated.  The  question  of  using  a Bennett  ma- 
chine was  raised  when  it  would  have  been  best 
to  establish  an  airway  by  giving  a small  dose 
of  anectine  (5.0  mg)  and  then  giving  positive 
pressure  oxygen  by  mask,  thereby  maintain- 
ing proper  pulmonary  ventilation. 

The  patient  was  neglectful  in  that  she  ap- 
parently did  not  obtain  proper  medical  care 
during  the  eight  days  prior  to  admission,  when 
vaginal  bleeding  was  present.  Bleeding  and/or 
infection  must  have  been  of  significant  pro- 
portion to  render  this  22-year-old  woman  in 
such  a critical  state.  Proper  care  on  the  part 
of  the  patient  and  physician  would  seem  to 
have  rendered  this  death  preventable. 


What  is  worth  doing 


1936  A E.  Smith,  professional  at 
olcombe,  England  recorded  the  lowei 
f score  for  an  18  hole  course.  He  sho^ 
and  was  15  under  par.  The  course  at 
olcombe,  which  measured  4.240  yard, 

s coveredin4,  2,  3,4,  2,  4,  3,4,  3out 


is  worth  doing  well 


Take  ACHROMYCIN  V,  for  example.  Lederle  routinely 
runs  over  1 ,000  quality  control  checks  on  every  batch 
produced.  Many,  many  more  than  officially  required.  This 
extra  attention  means  your  patients  get  what  the  doctor 
ordered  when  you  prescribe  ACHROMYCIN  V:  uniform 
in  vitro  dissolution  rate,  predictable  in  vivo  serum  and  urinary 
levels.  In  short,  known  biologic  availability  of  tetracycline. 
And  every  step  in  the  production  of  ACHROMYCIN  V is 
in-house  controlled  right  in  Pearl  River. 


ACHROMYCIIf-V 

Tetracycline  HCI 

Performance  proved  in  practice 


Effectiveness:  ACHROMYCIN 
Tetracycline  is  a crystalline  broad- 
spectrum  antibiotic  which  provides 
effective  therapeutic  activity  against 
susceptible  microorganisms. 
Contraindication:  History  of 
hypersensitivity  to  tetracycline. 

Warning:  In  renal  impairment,  usual 
doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses 
are  indicated  and,  if  therapy  is 
prolonged,  serum  level  determinations 
may  be  advisable.  Some  patients  may 
develop  a photodynamic  reaction  to 
natural  or  artificial  sunlight.  Those  with  a 
history  of  photosensitivity  reactions 
should  avoid  direct  exposure  to  sunlight 
while  under  treatment.  Discontinue  drug 
at  first  evidence  of  skin  discomfort. 
Precautions:  Use  may  result  in 
overgrowth  of  nonsusceptible  organisms. 


Constant  observation  is  essential.  If  new 
infections  appear,  take  appropriate 
measures.  Use  of  tetracycline  during 
teeth  development  may  cause 
discoloration  of  teeth. 

Side  Effects:  Gastrointestinal  system- 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis,  pruritus 
ani.  Skin— maculopapular  and 
erythematous  rashes  (a  case  of 
exfoliative  dermatitis  has  been  reported); 
photosensitivity  reaction,  onycholysis 
and  discoloration  of  nails  (rare).  Kidney- 
rise  in  BUN,  apparently  dose-related. 
Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  In 
young  infants,  bulging  fontanels  have 
been  reported  following  full  therapeutic 
dosage.  This  symptom  has  disappeared 
rapidly  when  drug  is  discontinued.  Teeth 
—dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline 


during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the 
neonatal  period,  infancy  and  early 
childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  Blood— anemia, 
thrombocytopenic  purpura,  neutropenia, 
eosinophilia.  Liver— cholestasis  (rare), 
usually  at  high  dosage.  Tetracycline  may 
form  a stable  calcium  complex  in  bone- 
forming tissue.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medica- 
tion and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  One  Gm. 
per  day,  in  4 divided  doses  of  250  mg. 
each.  Should  be  given  1 hour  before  or 
2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant 
administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products. 
Treatment  of  streptococcal  infections 
should  continue  for  10  days,  even 
though  symptoms  have  subsided. 
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When  an  ambulance  arrives 
with  the  unexpected  patient 
presenting  the  classical  picture 
of  myxedema  coma,  is  your 
hospital  suitably  equipped?  It 
Is  if  SYNTHROID®  (sodium 
levothyroxine)  injectable  is  at 
hand.  You  are  also  ready  to 
conveniently  handle  post- 
operative thyroid  medication 
situations  until  oral  therapy  can 
be  reinstated. 


In  tablet  form  this  single  entity 
synthetic  thyroid  provides 
smooth,  predictable  response  . 
for  thyroid  replacement.  An 
excellent  drug  for  long-term 
therapy. 


But  in  an  emergency,  when  ^ 
rapid  replacement  is  needed  to  r.. 
sustain  life,  prompt  clinical  < 

response  is  essential.  SYNTHROID  '' 
injection  makes  this  therapy 
instantly  available.  Is  it  available 
in  your  hospital? 


Levothyroxine  has  a high  binding  capacity  for 
serum  proteins  in  contrast  to  other  thyroid 
medicaments  that  may  contain  o thyrooctive 
agent  with  low  binding  capacity.  The  bound 
levothyroxine  is  totally  measurable  using  the  serum 
PBI  test.  It  is  not  unusual  to  find  PBI  levels  of 
8-10  meg.  per  100  ml.  of  serum. 

INDICATIONS:  SYNTHROID  (sodium  levothyroxine) 
INJECTION  is  specific  replacement  therapy 
for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of 
the  gland,  congenital  defect,  surgery,  excessive 
radiation,  or  antithyroid  drugs.  It  is  indicated  in 
myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the 
hormone  is  required.  When  a patient  does  not 
respond  to  oral  therapy,  SYNTHROID  (sodium 
levothyroxine)  INJECTION  may  be  administered 
intravenously. 

PRECAUTIONS:  As  with  other  thyroid 
preparations,  overdose  may  cause  diarrhea  or 
cramps,  nervousness,  tremors,  tachycardia, 
insomnia  and  continued  weight  loss.  These  effects 
may  become  apparent  in  from  4 days  to  three 
weeks.°Therefore,  patients  should  be  ke"pt  under 
close  observation.  Medication,  in  such  coses, 
should  be  stopped  for  2 to  6 days,  then  resumed 
at  a lower  level.  In  patients  with  diabetes 
mellitus,  look  for  possible  changes  in  metabolic 
activity  which  may  affect  insulin  or  other 
antidiabetic  drug  dosage  requirements. 
CONTRAINDICATIONS:  Thyrotoxicosis,  acute 
myocardial  infarction. 

SIDE  EFFECTS:  Side  effects  ore  secondary  to  ’ 
increased  rates  of  body  metabolism:  sweating, 
heart  palpitations  with  or  without  pain,  leg 
cramps,  weight  loss,  diarrhea,  vomiting  and 
nervousness.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in 
dosage  of  thyroid  drugs.  In  most  cases,  a 
reduction  in  dosage  followed  by  a more  gradual 
adjustment  upward  will  indicate  the  patient's 
dosage  requirements  without  the  appearance  of 
side  effects. 


DOSAGE  AND  ADMINISTRATION:  In 

myxedematous  stupor  or  coma,  with  no  evidence 
of  severe  heart  disease,  200  to  400  meg.  of 
SYNTHROID  (sodium  levothyroxine)  INJECTION 
may  be  administered  intravenously  utilizing  a 
solution  containjng  100  meg.  per  ml.  Detectable 
effects  are  usually  observed  by  the  sixth  hour 
after  injection  and  are  fully  appreciated  during 
the  following  day.  A repeat  injection  of  1 00  to 
200  meg.  may  be  given  on  the  second  day  if 
significant  improvement  has  not  occurred.  The 
intravenous  use  of  sodium  levothyroxine  in 
myxedematous  coma  is  advantageous  because  it 
produces  a predictable  increase  in  the 
concentration  of  protein-bound  iodine, 
eliminates  the  need  for  multiple  doses  until  oral 
therapy  is  reinstated,  circumvents  the  uncertainty 
of  oral  absorption,  and  avoids  the  risk  of 
pulmonary  aspiration. 

SUPPLIED:  SYNTHROID  (sodium  levothyroxine) 
INJECTION  is  supplied  in  10  ml.  vials  containing 
500  meg.  of  lyophilized  active  ingredient  and 
10  mg.  of  Mannitol,  N.F.;  a 5 ml.  viol  containing 
Sodium  Chloride  Injection,  U.S.P.  is  provided 
as  diluent. 

Also  supplied  as  SYNTHROID  (sodium 
levothyroxine)  TABLET  in  color  coded  compressed 
tablets,  and  in  seven  strengths:  0.025  mg. 
(orange),  0.05  mg.  (white),  0.1  mg.  (yellow), 

0.15  mg.  (violet),  0.2  mg.  (pink),  0.3  mg. 

(green),  and  0.5  mg.  (blue).  Each  strength  is 
supplied  in  bottles  of  100  and  500  tablets. 

Synthroid* 

(sodium  levothyroxine,  FLINT)! 

Injection 


FLINT  LABORATORIES 

DIVISION  or  TRAVENOL  LABORATORIES.  INC 
Morton  Grove.  Illinois  soosa 


A 

BUILDING  BLOCK 
TO  RECOVERY 


Am  adjonetive  therapy 

DOUBLE  STRENGTH 

(^enzyme* 
Bitabs 


One  tablet  q.I.d. 


Tnrpiin  100  000  N.F  Units. Chymolryiwn  8.000  N.f.  Units; 
•Ounulnnt  in  lijptic  sctlyitu  to  40  mg.  ol  N F trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


Orro  fak^Gf  q.  f.d. 


Indicationft:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  irwjicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patientswith  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Pracautiona:  It  should  be  used  with  caution  in  patients  wi^ 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia. or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactiona:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  Itching^  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  ar>aphyl8ctlc 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  rep>orted  but.  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

I THE  NAHONAL  DRUG  COMPANY 
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I PHILADCLPHIA.  PENNSYLVANIA  19M4 
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Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F  trypsin 


Tlie  cau^  of  vaginitis 
are  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination. 

AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sutfonilamide 
15.0%,  ollantoin  2.0% 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul 
fanilamide  1.05  Gm.,  allantoin  0.14  Gm 


Contraindications:  Known  sensitivity  to  sulfonamides. 

Precautions/ Adverse  Reactions:  The  usual  precautions  for  topical 
and  systemic  sulfonamides  should  be  observed  because  of  the  pos- 
sibility of  absorption.  Burning,  increased  local  discomfort,  skin 
rash,  urticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  fntravogl- 
nally  once  or  twice  dally. 

Supplied:  Cream  - Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK : AVC  AV.007A  7/70  Y.149 

THE  NATIONAL  DRUG  COMPANY 

m l division  of  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 
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The  treatment  is  singular 
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The  Committee  Of  100 


A recent  press  release  by  Leonard  Wood- 
cock, who  followed  Walter  Reuther  as 
head  of  the  United  Auto  Workers  and 
as  chairman  of  the  Committee  of  100  for  Na- 
tional Health  Insurance,  stated  that  there  is  a 
health  care  crisis  in  America.  Woodcock  said, 
“To  many,  the  crisis  boiled  down  to  costs,  but 
it  will  avail  us  little  if  we  merely  try  to  con- 
trol costs  and  not  deal  with  the  true  cause  of 
the  high  costs:  the  chaotic  disorganization  of 
the  present  method  of  providing  health  care.” 
The  proposals  made  by  this  Committee  could 
radically  change  the  way  medicine  is  practiced 
today.  The  Committee  includes  100  self-ap- 
pointed labor  leaders,  self  styled  liberal-mind- 
ed health  experts,  three  U.S.  senators  and  ac- 
tor E.  G.  Marshall.  If  the  proposals  announced 
by  the  Committee  were  passed  by  Congress 
it  would  mean  an  end  to  private  health  in- 
surance plans  and  Medicare  and  Medicaid. 

Members  of  the  Committee  for  National 
Health  Insurance  do  not  expect  Congress  to 
buy  their  plan  entirely — especially  in  view  of 
the  almost  certain  opposition  it  will  receive 
from  organized  medicine. 

Under  the  plan,  a health  security  trust  fund 
would  be  created  from  general  tax  revenues, 
tax  on  employer  payrolls  and  individual  in- 
come tax.  For  that  money,  Americans  would 
get  all  their  doctor  bills  paid. 

Yet  there  seems  to  be  some  exceptions  put 
forward  by  the  Committee.  It  would  seem 
that  only  the  doctor  bills  would  be  paid  that 
the  Committee  approved.  For  instance,  ma- 
jor operations  and  specialized  treatments  will 
be  covered  only  if  qualified  specialists  do  it. 
One  wonders  if  the  government  is  going  into 
the  business  of  qualifying  medical  special- 
ists, or  does  the  Committee  wish  to  judge  the 
qualifications  of  an  individual’s  attending  phy- 
sician. Apparently  the  individual  will  have  no 


choice  of  physicians,  unless  he  chooses  to  pay 
this  tremendous  tax  burden  and  then  pay  for 
his  medical  care  from  his  own  pocket. 

The  Committee  is  to  be  commended  in  that 
they  recognize  that  psychiatric  services  should 
be  fully  covered,  yet  they  limit  coverage  for 
psychiatric  service  by  stating  that  there  would 
be  only  limited  coverage  paid  to  an  indi- 
vidual psychiatrist,  regardless  of  his  qualifica- 
tion as  a specialist.  In  order  to  be  fully  cov- 
ered, psychiatric  services  must  be  received  as 
part  of  a comprehensive  health  program  giv- 
en in  a hospital  or  a community  mental 
health  center  approved  by  the  government. 
The  psychiatrist  in  these  centers  will  be  quali- 
fied as  a specialist  merely  by  the  fact  that 
he  is  employed  by  a government  approved 
agency. 

The  writer  would  like  to  quote  from  a news 
release  in  the  Louisville  Courier-Journal,  “In 
another  effort  to  encourage  new  ways  of  treat- 
ing the  patients,  drugs  would  be  covered  if 
prescribed  by  hospitals  or  group  practice 
plans.”  Either  the  newspaper  made  a typo- 
graphical error,  or  the  Committee  of  100 
planned  to  change  all  of  the  state  laws  which 
license  only  individuals  to  practice  medicine 
and  to  prescribe  drugs.  No  hospital  or  corpo- 
ration at  present  is  licensed  to  practice  medi- 
cine and  it  is  not  conceivable  that  anyone  other 
than  a graduate  of  an  approved  medical  school 
will  be  licensed  to  practice  medicine.  Hospi- 
tals and  corporations  are  not  graduates  of 
medical  schools. 

Apparently  the  Committee  of  100  wishes  to 
establish  the  medical  profession  as  cogs  in  a 
giant  assembly  line  which  will  turn  out  treat- 
ed patients  much  the  way  that  the  Detroit  fac- 
tory turns  out  automobiles. 

We  are  living  in  an  age  of  rapid  change. 
Most  of  us  can  remember  when  very  few 
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Fast...long-lasting 
relief  of  aches 

and  pains  

oif  colds  and  flu 


with  the  unique 

timed-release 

aspirin 

Double  strength  Measurin  timed-release  aspirin 
offers  a new  kind  of  control  for  your  patients  with  cold 
and  flu  discomforts.  In  each  10-grain  tablet  are  over 
6,000  microscopic  reservoirs  that  release  aspirin  at  a 
controlled  rate— some  right  away  and  some  later 
on.  This  means  fast  relief  of  symptoms, 
followed  by  hours  of  comfort.  Throughout 
the  day,  Measurin  gives  your  patients 
freedom  from  a 4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Measurii 

TIMED-RELEASE  ASFP 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAI  i 
Dosage:  2 tablets  followed  by  1 or  2 tablets  evi 
8 hours  as  required,  not  to  exceed  6 tablets  in 
24  hours.  For  maximum  nighttime  pain  relief, 

2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets.  i 


surgical  operations  were  performed  and  when 
there  were  practically  no  drugs  available  for 
specific  treatment.  Medical  knowledge  has 
advanced  much  more  rapidly  than  the  means 
to  dispense  medical  treatment.  Today  medical 
treatment  has  become  complex,  but  much  more 
effective  than  treatment  available  two  decades 
ago.  It  is  also  much  more  expensive. 

The  Committee  of  100  is  undoubtedly 
moved  by  concern  for  their  fellowman,  in  that 
they  wish  to  legislate  the  best  scientific  care 
for  every  American.  Unfortunately  one  cannot 
legislate  this  type  of  medical  care  until  there 
are  enough  highly  trained  medical  specialists 
and  ancillary  medical  personnel  available  to 
dispense  this  care.  What  does  the  Committee 
propose  to  do  about  rural  areas  where  there 
is  only  one  physician?  Will  this  physician  be 
part  of  a group  practice  plan  in  a distant  city? 
Will  he  be  paid  according  to  the  number  of 
hours  he  works,  or  will  he  be  paid  a salary 
by  the  group  practice  plan?  Will  this  physician 
be  willing  to  work  long  hours,  or  will  auto- 
mation reduce  him  to  a 40-hour  week? 

Apparently  the  Committee  of  100  dreams 
of  utopian  medical  care  furnished  in  the  high- 
ly industrial  city  setting.  America  is  a great 
land  with  varied  types  of  population  in  many 
different  community  settings.  It  will  be  in- 
deed difficult  to  legislate  medical  care  for  the 
whole  country. 

If  the  Federal  government  wishes  to  insure 
that  each  American  gets  good  medical  care, 
they  must  first  legislate  means  for  increasing  the 
number  of  skilled  physicians  and  ancillary 
medical  personnel. 


PHYSICIAN  NEEDED 
HODGENVILLE,  KENTUCKY 

(Larue  County  Seat) 

V Office  Space  Reserved 

V 120  Bed  Institution 

Call:  Dr.  J.  D.  Handley  — 358-3829 


nUesi 

UmBabr 

dKnnfor 


calcium  glycerophosphate,  calcium  lactate 


To  bring  effective  calcium  therapy  to  the 
patient,  Calphosan  may  be  administered  intra- 
muscularly . . . without  pain,  inflammatory  reactions, 
induration  or  sloughing.  Injections  twice  weekly 
for  a series  of  5 to  10  injections  are  recommended. 

Average  dose  per  injection:  One  or  two  10  ml. 
injections  of  Calphosan  each  week  for  the 
first  four  or  five  weeks,  and  on  a when-needed 
basis  thereafter. 

Calphosan  is  a specially  processed  solution  of 
calcium  glycerophosphate  and  calcium  lactate, 
containing  1%  of  each,  in  a physiological  solution  of 
sodium  chloride.  Each  10  ml.  contains  50  mg.  of 
calcium  glycerophosphate,  50  mg.  calcium  lactate, 
with  0.25%  phenol  as  preservative.  Available  in 
10  ml.  ampules  in  boxes  of  10s  and  100s; 

60  ml.  multiple-dose  vials.  Also  available  as 
Calphosan  with  B-12.  U.  S.  Patent  No.  2657172. 

Contraindication:  Hypercalcemia;  neoplastic 
diseases;  and  fully  digitalized  patients.  Do  not  use 
intramuscularly  in  infants  and  young  children. 
Before  starting  therapy,  consult  complete 
product  literature. 

Write  for  free  copy  of  "Calcium:  The  Ubiquitous 
and  Essential  Element”  and  for  samples. 


™E  CARLTON  coRp 


Tenafly,  New  Jersey  07670 


ANSWERS  TO  YOUR  QUESTIONS  ABOUT  BLUE  SHIELD 

O-  Are  all  Federal  Employee  Program  subscribers  who  have  Blue  Shield  enrolled  in  the  Usual 
and  Customary  Program? 

A.  Federal  Employees  have  the  option  of  choosing  between  two  levels  of  Blue  Shield  benefits. 
Low  Option  is  an  indemnity  surgical  schedule  (Not  Usual  and  Customary)  and  is  identified 
by  the  Enrollment  Code  Numbers  104  (single)  and  105  (family).  High  Option  Federal  Em- 
ployee Program  subscribers  have  Usual  and  Customary  Blue  Shield  and  are  identified  by 
the  Enrollment  Code  Number  101  (single)  and  102  (family.)  These  identifying  numbers 
appear  in  the  lower  left  on  the  member’s  identification  card. 

O.  Does  the  Usual  and  Customary  Participating  Physician  Agreement  apply  to  all  Blue  Shield 
contracts? 

A.  No.  The  Usual  and  Customary  Participating  Physician  Agreement  applies  only  to  the  Usual 
and  Customary  Program  and  does  not  affect  the  Blue  Shield  Indemnity  contracts. 

Q.  How  often  are  the  Usual  and  Customary  guidelines  reviewed  and  updated? 

A.  The  1969  KM  A House  of  Delegates  requested  Blue  Shield  to  review  the  Usual  and  Cus- 
tomary guidelines  at  least  annually  with  the  assistance  of  a Peer  Review  Committee,  how- 
ever Blue  Shield  is  presently  reviewing  and  updating  the  Usual,  Customary  and  Reasonable 
guidelines  quarterly. 

Q.  What  happens  when  a Usual  and  Customary  claim  cannot  be  processed  routinely? 

A.  When  a claim  is  incomplete,  or  if  the  fee  submitted  is  beyond  the  point  of  routine  pay- 
ment, a letter  is  sent  to  the  attending  physician  asking  if  there  were  any  extenuating  cir- 
cumstances involved  and  if  so,  requesting  the  physician  to  furnish  additional  information. 
When  additional  information  is  presented,  the  case  is  given  further  consideration  and  may, 
at  this  point,  be  paid.  If,  however,  the  claim  is  still  not  resolved,  it  will  be  referred  to  a 
Professional  Relations  Representative  for  a personal  contact  with  the  physician.  In  his  visit 
the  Professional  Relations  Representative  will: 

A.  Seek  additional  information  which  could  help  determine  payment. 

B.  Explain  and  discuss  the  mechanisms  of  the  Usual  and  Customary  Program. 

C.  Explain  the  referral  of  the  case  to  the  appropriate  peer  review  committee  (if  needed.) 
It  is  the  responsibility  of  the  appropriate  review  committee  to  recommend  a reasonable  al- 
lowance for  the  service  rendered  based  on  the  information  available  and  with  consideration 
given  to  any  additional  information  provided  by  the  physician. 

Q.  How  many  physicians  are  now  “participating”  in  the  Blue  Shield  Usual  and  Customary 
Program? 

A.  As  of  July  I,  1970,  over  75  per  cent  of  all  active  practicing  physicians  in  Kentucky  have 
signed  Participating  Physician  Agreements  for  the  Blue  Shield  Usual  and  Customary  Pro- 
gram. Fifty-five  counties  are  100  per  cent  participating. 
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After  cwily  one  year: 

Administered 
to  more  people  than 
live  in  Lexington, 

Covington, 
and  Owensboro! 


injection 

*An  estimated  208,000  patients  have  received  GARAMYCIN  Injectable  to  date.  The  combined  population  of  Lexington,  Covington,  and 
Owensboro  is  192,500.  (Estimated  1969  figures  from  The  New  York  Times  Encyclopedic  Almanac  1970.) 


See  Clinical  Considerations  section  on  last  page.,. 


gentamian  I sulfete 
injection 


ADULT  DOSAGE  GUIDELINES 

See  definitive  prescribing  information  in  Package  Insert. 

Patients  with  Normal  Renal  Function 


Total  Daily  Dose  (administered 

in  two,  three,  or  four  divided  doses) 

Urinary  Tract 
Infections  (due 
to  susceptible 
strains  of 
gram-negative 
bacteriajf 

Less  Severe 
0.8-L2  mg./kg. 
for  7-10  days 

Resistant/ 
Moderately  Severe 
Larger  doses  or 
additional  antibac- 
terial therapy 
should  be  consid- 
ered in  severe 
urinary  tract  infec- 
tions or  in  resistant 
cases  involving  the 
renal  parenchyma 
or  anatomic 
anomaly. 

Serious/ Life- 
Threatening 

up  to  5 mg./kg. 

Other  Infections 
including  bacter- 
emia, infected 
surgical  wounds, 
severe  soft  tissue 
infections,  and 
respiratory  tract 
infections  (due  to 
susceptible  strains 
of  gram-negative 
bacteria) 

3 mg./kg.  for  7-10  days 

fAlkalinization  of  the  urine  may  be  a useful  therapeutic  adjunct. 

Patients  with  Impaired  Renal  Function 

'Ib  minimize  the  risk  of  ototoxicity  in  patients  with  impaired  kidney 
function,  only  the  first  dose  should  be  that  normally  recommended.  Each 
subsequent  dose  should  be  half  or  less  of  that  recommended  for  patients 
with  normal  renal  function,  depending  upon  the  degree  of  renal 
impairment. 

In  patients  with  renal  failure  who  are  undergoing  14-hour  hemodialysis 
twice  weekly,  administration  of  1 mg./kg.  GARAMYCIN  Injectable  at 
the  end  of  each  dialysis  period  has  been  suggested. 

Clinical  Considerations 

Indications:  Garamycin  Injectable  is  clinically  effective  in  infections 
due  to  susceptible  strains  of  gram-negative  bacteria,  including 
Pseudomonas  aeruginosa,  and  species  of  indole-positive  and  indole- 
negative Proteus,  Escherichia  coli,  and  Klebsiella-Aerobacter.  Bac- 
teriologic  studies  should  be  conducted  to  identify  the  causative 
organism  and  to  determine  its  sensitivity  to  gentamicin  sulfate. 
Sensitivity  discs  of  the  drug  are  available  for  this  purpose.  If  the 
susceptibility  tests  indicate  that  the  causative  organism  is  resistant 
to  gentamicin  sulfate,  other  appropriate  antibiotic  therapy  should 
be  instituted. 


IN  VITRO  INHIBITION  OF  CLINICALLY  IMPORTANT 
BACTERIA  BY  GENTAMICIN  SULEATE 
(TUBE  DILUTION  STUDIES) 


BACTERIA 

No.  of 
Strains 
Tested 

No.  of  Strains 
(%)  Inhibited  by: 

4 mcg./cc.  8 meg./ cc. 

or  less  or  less* 

No.  of 
In  Vitro 
Studies 

Staphylococcus  aureus 

1,210 

1,200 

(99%) 

1,206 

(99%) 

11 

Pseudomonas 
aerugin  osa 

885 

771 

(87%) 

828 

(93%) 

16 

Escherichia  coli 

836 

736 

(88%) 

779 

(93%) 

11 

Indole-positive  and 
indole-negative 
Proteus  species 

477 

210 

(44%) 

358 

(75%) 

12 

Klebsiella-Aerobacter 

species 

292 

205 

(70%) 

231 

(79%) 

10 

♦Number  of  strains  (%)  of  gram-negative  bacteria  inhibited  by  10 
mcg./cc.  or  less  are  as  follows:  Pseudomonas  aeruginosa,  828  (93%); 
Escherichia  coli,  792  (95%);  Proteus  species,  393  (82%);  Klebsiella- 
Aerobacter  species,  284  (97%).  From  same  studies  as  above. 

Source:  Package  Insert 


This  drug  should  be  limited  to  the  treatment  of  serious  infections 
caused  by  gram-negative  bacteria,  particularly  Pseudomonas  aeru- 
ginosa, Proteus  and  other  susceptible  organisms,  with  due  regard 
for  relative  antibiotic  toxicity.  Therefore,  the  drug  should  be  con- 
sidered for  use  against  gram-negative:  1.  Bacteremia;  2.  Infected 
surgical  wounds;  3.  Severe  soft  tissue  infections,  including  burns 
complicated  by  sepsis;  4.  Respiratory  tract  infections;  and  5.  Selected 
cases  of  urinary  tract  infection. 


Contraindications:  Garamycin  Injectable  is  contraindicated  in  in 
dividuals  with  a history  of  hypersensitivity  or  toxic  reactions  t' 
gentamicin. 


Warnings:  Patients  receiving  treatment  with  GARAMYCIN 
should  be  under  close  clinical  observation  because  of  the  toxic- 
ity associated  with  the  use  of  this  drug.  Ototoxicity,  vestibular 
and  auditory,  can  occur  in  patients,  primarily  those  with  pre- 
existing renal  damage,  treated  with  GARAMYCIN  Injectable, 
usually  for  longer  periods  or  with  higher  doses  than  recom- 
mended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  this 
should  be  kept  in  mind  when  it  is  used  in  patients  with  pre- 
existing renal  impairment.  Kidney  function  diminished  by 
infection  of  the  upper  urinary  tract  may,  however,  improve 
during  effective  treatment  with  GARAMYCIN  Injectable. 
Concurrent  administration  of  potentially  ototoxic  drugs  such 
as  streptomycin  and  kanamycin  or  of  potentially  nephrotoxic 
drugs  such  as  polymyxin,  colistin,  and  kanamycin  with  genta- 
micin sulfate  has  not  been  shown  to  afford  any  clinical 
advantages  and,  moreover  may  result  in  additive  toxicity. 
Monitoring  of  vestibular,  cochlear,  and  renal  function  will 
provide  guidance  for  therapy  in  such  cases. 


Precautions:  In  patients  with  impaired  renal  function  in  whon 
serious  infection  develops,  serum  concentrations  of  the  drug  ma 
rise,  with  consequently  increased  risk  of  ototoxicity.  In  these  pa 
tients  or  in  those  in  whom  recommended  dosage  or  duration  o 
therapy  must  be  exceeded  as  a life-saving  measure,  routine  studie 
of  kidney  function  should  be  performed  when  possible.  These  ma 
be  supplemented  by  evaluation  of  the  vestibular  and  auditory  func 
tion  and  measurement  of  serum  concentration  of  the  drug  whei 
feasible.  Serum  concentrations  of  gentamicin  should  be  maintains 
below  the  range  of  10-12  meg./ ml.  to  reduce  risk  of  ototoxicity. 
Ordinarily,  treatment  should  not  be  given  for  more  than  7 to  It 
days  or  be  repeated  unless  required  for  serious  infection  not  re 
sponsive  to  other  agents. 

As  with  other  antibiotics,  treatment  with  Garamycin  Injectabl 
may  occasionally  result  in  overgrowth  of  nonsensitive  organisms.  I 
superinfection  occurs,  appropriate  therapy  is  indicated. 

Safety  for  use  in  pregnancy  or  the  potential  for  fetal  ototoxicity  o 
nephrotoxicity  have  not  been  established.  Studies  in  pregnant  ani 
mals  have  not  revealed  teratogenic  or  ototoxic  effects  in  the  fetus 
Garamycin  Injectable  should  not  be  used  in  pregnant  patients  o 
in  women  of  childbearing  age  unless  its  use  is  deemed  advisabl 
by  the  physician. 

Adverse  Reactions:  The  overall  incidence  of  ototoxicity  considerei 
related  to  treatment  with  Garamycin  Injectable  was  2.8  per  cen 
(16  of  565  patients).  Contributory  factors  (two  or  more  factors  wer 
relevant  to  most  patients)  were  as  follows:  10  had  azotemia,  1 
received  a total  of  1 gram  or  more  of  the  drug,  7 had  recently  re 
ceived  other  potentially  ototoxic  antibiotics  (streptomycin  or  kana 
mycin),  and  5 were  over  60  years  of  age.  Six  also  had  decrease' 
high-tone  hearing  acuity,  which  returned  to  or  toward  normal  ii 
the  4 patients  retested. 

Analysis  of  BUN  data  indicated  that  4 (2%)  of  172  patients  showei 
increases  in  BUN  that  were  probably  related  to  treatment  witl 
Garamycin  Injectable.  Of  20  increases  probably  or  possibly  relate' 
to  treatment,  7 were  reversible,  9 occurred  in  terminal  patients,  ani 
4 had  no  follow-up. 

Other  adverse  reactions  associated  with  treatment  were  one  instanc 
each  of  urticaria,  decreased  hematocrit,  and  reversible  depressioi 
of  granulocytes  with  normal  bone  marrow.  Other  rarely  reportei 
and  possibly  treatment-related  adverse  reactions  were  anemia,  in 
creased  reticulocyte  count,  rash,  purpura,  drug  fever,  hypotensior 
convulsions,  twitching,  salivation,  nausea,  vomiting,  increased  trans 
aminase  activity  (SGOT  or  SGPT),  increased  serum  bilirubin,  de 
creased  serum  calcium,  and  joint  pain. 

Packaging:  Garamycin  Injectable,  40  mg./cc.,  2-cc.  multiple-dos 
vials,  for  intramuscular  administration. 

For  more  complete  prescribing  details,  consult  package  insert  o 
Physicians’  Desk  Reference.  Schering  literature  is  also  availabl 
from  your  Schering  Representative  or  Medical  Services  Departmeni 
Schering  Corporation,  Union,  New  Jersey  07083. 
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Continuing  Educational 


From  The 


Opportunities 


KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

SEPTEMBER 

16  PANMED  television  series,  “Drug  Information,” 
KETV-TV  9:30  p.m.  EDT  (8:30  p.m.  CDT) 

16- 19  Emergency  Care  and  Transportation  of  Sick 

and  Injured  Persons  advanced  course.  Uni- 
versity of  Kentucky,  Lexington 

17- 19  Postgraduate  course,  “Pulmonary  Function 

Tests  in  Management  of  Chest  Disease,”  Uni- 
versity of  Kentucky  Medical  Center,  $35  fee. 

22- 24  Annual  Meeting,  Kentucky  Medical  Associa- 

tion, Convention  Center,  Louisville 

23  PANMED  television  series,  “Clinical  Use  of 
Electrical  Pacemakers,”  KETV-TV  9:30  p.m. 
EDT  (8:30  p.m.  CDT) 

30  PANMED  television  series,  “Exercise  and  the 
Heart,”  KETV-TV  9:30  p.m.  EDT  (8:30  p.m. 
CDT) 

OCTOBER 

17  Annual  Meeting,  Kentucky  Chapter,  American 
College  of  Physicians. 

17-18  Postgraduate  course,  “Clinical  Demon- 
stration of  Common  Skin  Problems,”  Uni- 
versity of  Kentucky  Medical  Center,  $30  fee 

23- 24  Postgraduate  course,  “Listening,  Deciding, 

Doing,”  University  of  Kentucky  Medical 
Center,  $60  fee 

23-24  Fall  Conference,  Kentucky  Thoracic  Society, 
Boone  Tavern  Hotel,  Berea 

NOVEMBER 

5-6  Fourth  Annual  Newborn  Symposium,  Uni- 
versity of  Louisville  School  of  Medicine, 
Louisville. 


IN  SURROUNDING  STATES 

SEPTEMBER 

10-12  Annual  Meeting,  American  Association  of  Ob- 
stetricians and  Gynecologists,  Hot  Springs,  Va. 

25-26  The  American  College  of  Physicians  (Ten- 
nessee Regional),  Ramada  Inn,  Knoxville 


25-Oct.  1 Annual  Meeting,  American  Academy  of 
General  Practice,  San  Francisco,  Calif. 

OCTOBER 

4 Council  on  Environmental  and  Public  Health, 
Roosevelt  Hotel,  New  Orleans,  La. 

5 Annual  Meeting,  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  Dunes  Hotel, 
Las  Vegas,  Nev. 

12-16  Clinical  Congress  of  American  College  of  Sur- 
geons, the  Conrad  Hilton  Hotel,  Chicago,  111. 

14-16  Cleveland  Course  in  Pulmonary  Disease,  St. 
Luke’s  Hospital,  Cleveland. 

25-29  Fall  Scientific  Assembly,  American  College  of 
Chest  Physicians,  Century  Plaza  Hotel,  Los 
Angeles. 

NOVEMBER 

11-12  Postgraduate  course,  “Diagnostic  Procedures 
in  Gastroenterology,”  Cleveland  Clinic  Ed- 
ucational Foundation,  Cleveland 

16-19  Annual  Meeting,  Southern  Medical  Associa- 
tion, Dallas 

29-Dec.  2 Clinical  Convention,  American  Medical 
Association,  Boston 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  fall  and  winter  meetings.  At  the  same  time 
they  are  choosing  the  topics  to  be  discussed,  ar- 
ranging for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities”  cal- 
endar in  The  Journal.  In  this  way  conflicts  in  dates 
can  to  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Ephraim  McDowell  Drive,  Louisville,  Ky. 
40205. 
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TAILORED  FOR 

Doctors! 

The  quickest,  easiest, 
most  economical  way  to 
acquire  a car. 

Conserve  your  precious  time 
and  keep  your  cash! 

Let  us  do  your 
Car  shopping  for  you! 

(Any  make  or  model) 


WE  ALSO  LEASE 
Medical  & Surgical  Equipment 
and  Office  Furnishings 


fFhy  Make  a Capital  Investment? 

General 

LEASING 

CORPORATION 

A DIVISION  OF  KOSTER-SWOPE,  INC. 

3712  FRANKFORT  AVENUE 
Louisville — St.  Matthews 

897-1641  895-2451 
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Brief  Summary  of  Prescribing  Information— 
9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers.  ' 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea.  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  I tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salutensin* 

hydroflumethiazide,  50  mg./ reserpine, 

0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


The  antihypertensive  theni|^ 
that  is  easy  to  live  with: 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy-to-Uve-with  controI.Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

*Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-live  with  dosage.Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

Easy-to-live  with  cost  of  therapy  .The  one  to  two 
tablets  a day  maintenance  dose  makes  Salutensin 
economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 

Salotenshr 

hydroflumethiazide,  50  mg./reserpine, 
^.12^  mg.  protoveratrine  A,  0.2  mg. 


I 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


When  mixed  as  directed, 
each  5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 


Wftti 


» When  mixed  as 
W directed,  each  cc. 

wiil  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
et^romycin  base. 


The  many 
forms  :M 
of  llosone^ 

Erythromycin  Estolate 


Each  Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


Additional  InformaBon 
available  upon  request. 

Eli  Lilly  and  Company ' ' 

Indianapolis,  Indiana  46206 
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The  Fallacy  of  Insulin  Adjustment  By  The 

Sliding  Scale 

Duncan  Robert  MacMillan.  M.D.* 

Louisi'ille,  Kentucky 


It  is  the  purpose  of  this  communication 
to  point  out  some  of  the  practical,  as  well 
as  the  theoretical,  objections  to  the  slid- 
ing scale  method  of  insulin  adjustment. 

Calculation  of  insulin  dosage  in  the 
newly  diagnosed  or  poorly  controlled 
juvenile  diabetic  by  means  of  a sliding 
scale,  based  on  urinary  glucose  concentration, 
is  widely  practiced  and  is  advocated  in  sev- 
eral prominent  texts  and  references’ The  slid- 
ing scale  dictates  a specified  number  of  units 
of  insulin  for  each  “plus”  of  the  Clinitest 
(Ames)  reaction,  so  that  current  glycosuria  is 
the  sole  determining  factor  in  the  calculation 
of  the  insulin  dose.  Basing  the  insulin  dosage 
solely  on  the  response  to  the  previous  dose, 
and  ignoring  such  important  considerations  as 
the  amount  and  effect  of  the  corresponding 
doses  on  previous  days,  and  the  anticipated 
needs  of  the  ensuing  six  to  eight  hour  period, 
would  certainly  seem  to  be  an  unsound  prac- 
tice. 

While  the  obvious  shortcomings  of  the  slid- 
ing scale  method  have  led  to  the  discontinu- 
ation of  its  use  in  many  leading  centers,  little 
overt  criticism  of  the  method  has  appeared  in 
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print*  and  it  continues  to  be  widely  used. 

Methods 

To  evaluate  the  efficacy  of  the  sliding 
scale  method,  and  the  possible  difficulties  as- 
sociated with  its  use,  data  on  all  newly  diag- 
nosed diabetics  admitted  to  the  Children’s 
Hospital,  Louisville,  Kentucky,  during  the  years 
1961-1967  were  reviewed.  Cases  in  which 
initial  control  was  attempted  using  regular  in- 
sulin, prescribed  according  to  a sliding  scale, 
were  compared  with  those  in  which  modified 
insulin  was  introduced  in  the  first  24  hours  of 
insulin  therapy.  Cases  presenting  in  significant 
acidosis  requiring  aggressive  therapy  with  reg- 
ular insulin  and  intravenous  fluid  therapy  were 
excluded  from  the  study  to  insure  that  the  two 
groups  were  of  comparable  severity  at  time 
of  initiation  of  insulin  treatment.  Cases  treat- 
ed with  regular  insulin  prescribed  with  all 
pertinent  information  being  taken  into  consid- 
eration or  with  a sliding  scale  superim- 
posed on  a basic  dose  of  regular  insulin",  were 
too  few  to  afford  meaningful  comparisons. 

Urine  glucose  was  determined  by  the  Clini- 
test (Ames)  method  on  fractional  urine  speci- 
mens before  each  meal  and  at  bedtime.  Pa- 
tients showing  a clinitest  reaction  of  2-plus 
or  less  in  all  four  fractional  urine  specimens 
over  a 24-hour  period  were  considered  as 
“controlled”  for  the  purposes  of  this  study.  The 
presence  of  ketosis  was  indicated  by  the 
Acetest  (Ames)  reaction  performed  on  frac- 
tional urine  specimens. 
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Patients  on  regular  insulin  exclusively  re- 
ceived insulin  four  times  daily,  before  meals 
and  at  bedtime,  while  patients  receiving  modi- 
fied insulin  received  either  a single  pre-break- 
fast injection  or,  more  frequently,  injections 
prior  to  both  breakfast  and  the  evening  meal. 
Initial  daily  dose  in  the  latter  group  was  ap- 
proximately one  unit  per  kilogram  of  body 
weight,  while  the  usual  sliding  scale  schedule 
called  for  five  units  for  every  “plus”  of  the 
Clinitest  reaction  in  the  older  children  with 
some  scaling  down  of  dosage  in  smaller  pa- 
tients. 

Results 

Twenty-seven  ketotic,  non-acidotic  cases 
were  treated  with  an  extended  course  of  regu- 
lar insulin  therapy,  prescribed  according  to  a 
sliding  scale  based  on  current  glycosuria.  Re- 
sults are  compared  with  those  of  14  similar 
cases  treated  early  with  modified  insulin  (Table 
1).  The  two  groups  were  comparable  in  terms 
of  initial  blood  sugar  and  length  of  stay.  Ketosis 
persisted  over  50  per  cent  longer  in  the  sliding 
scale  group.  This  was  attributable  to  a recur- 
rence of  “moderate”  or  “large”  acetonuria  in 
44  per  cent  of  cases  in  this  group  when  insulin 
was  omitted  during  periods  of  aglycosuria,  as 
dictated  by  the  sliding  scale. 

Regular  insulin  was  used  exclusively  for  an 
average  of  almost  five  days  in  the  sliding  scale 
group,  with  control  being  achieved  in  only  26 
per  cent  before  introduction  of  modified  in- 
sulin. Control  was  achieved  with  modified  in- 
sulin in  only  one-third  of  this  group,  while 
over  three-quarters  of  the  group  in  which 
modified  insulin  was  introduced  early  came  un- 
der control. 


Hypoglycemia  was  observed  more  frequent- 
ly in  the  modified  insulin  group  (36  per  cent) 
but  was  mild  and  late  in  the  course  of  hospitali- 
zation, associated  with  attainment  of  control. 
Hypoglycemia  was  recorded  in  1 1 per  cent  of 
cases  on  regular  insulin  alone,  but  it  is  interest- 
ing to  note  that  a maximum  dose  of  insulin 
given  for  4-plus  glycosuria  at  bedtime  very 
frequently  resulted  in  a swing  to  aglycosuria 
in  the  pre-breakfast  specimen.  One  of  these 
children  experiencing  his  first  documented  in- 
sulin reaction  volunteered:  “This  is  the  way  I 
feel  every  night.”  Nocturnal  hypoglycemia 
may  have  been  missed  in  other  cases. 

Discussion 

In  this  group  of  patients,  attempts  to  establish 
diabetic  control  using  regular  insulin  pre- 
scribed according  to  a sliding  scale  for  urine 
glucose  were  futile  in  the  majority  of  cases.  In 
fact,  the  delay  in  instituting  definitive  insulin 
therapy  seemed  to  prejudice  chances  of  ob- 
taining control  with  modified  insulin  during  the 
usual  period  of  hospitalization. 

Difficulty  in  establishing  control  with  regu- 
lar insulin,  using  the  sliding  scale,  was  fre- 
quently related  to  establishment  of  a pattern 
of  too  much  insulin  alternating  with  too  little. 
Excessive  doses  of  insulin  were  often  given 
for  4-plus  glycosuria  and  the  following  doses 
omitted  because  of  resulting  aglycosuria.  Omis- 
sion of  insulin  almost  invariably  resulted  in  re- 
currence of  strong  glycosuria  and  return  to  the 
original  dose  and  frequently  to  repetition  of 
the  cycle.  As  has  been  observed  by  Traisman 
and  Newcomb®,  omission  of  insulin  when  gly- 
cosuria ceases  frequently  results  in  return  of 


TABLE  I 

KETOTIC  CASES  WITHOUT  ACIDOSIS 
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12.3  days 

Long 

Acting 

14 

347 
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acetonuria  and  represents  a major  cause  of 
prolongation  or  recurrence  of  ketosis.  While 
caution  must  be  used  in  administering  insulin 
to  the  aglycosuric  patient,  disappearance  of 
sugar  from  the  urine  in  the  ketotic  patient  is 
an  indication  for  increased  glucose  intake  and 
not  a suspension  of  the  program  of  insulin 
administration. 

Conclusions 

In  the  analyses  of  these  cases  severe  short- 
comings of  the  sliding  scale  method  of  regu- 
lar insulin  adjustment  were  evident.  Establish- 
ment of  control  with  regular  insulin  was  in- 
frequently achieved  when  a sliding  scale  was 
used  for  dosage  calculation.  Omission  of  in- 
sulin when  glycosuria  ceases  is  a major  de- 
fect in  the  commonly  used  sliding  scale  meth- 
od, and,  in  general,  the  size  of  the  insulin 
dose  is  out  of  phase  with  the  insulin  needs  of 
the  patient. 

It  should  be  pointed  out  that  the  relative 


merits  of  early  introduction  of  modified  in- 
sulin and  extended  use  of  regular  insulin,  pre- 
scribed in  a logical  and  scientific  manner,  are 
not  examined  in  this  study,  nor  is  any  criti- 
cism implied  of  insulin  supplements  pre- 
scribed according  to  a sliding  scale  based  on 
acetonuria. 
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A series  of  133  cases  of  thyroid  nodules, 
of  which  25  were  carcinoma,  is  reviewed. 
\V hen  the  thyroid  nodule  was  associated 
with  palpable  cervical  lymph  nodes,  the 
probability  of  thyroid  carcinoma  proved 
to  he  high. 

IN  a retrospective  study,  all  cases  with  thy- 
roid nodules  receiving  surgical  therapy 
were  evaluated.  During  the  period  from 
May,  1962,  to  March,  1970,  133  cases  were 
seen.  Review  of  these  records  reveals  the  un- 
certainty of  diagnosis  by  clinical  parameters 
as  surgery  was  generally  necessary  for  a defini- 
tive diagnosis.  The  finding  that  50  per  cent  of 
males  with  a solitary  nodule  were  harboring 
carcinoma  is  most  significant.  The  other 
findings  in  this  review  are  generally  con- 
sistent with  the  current  literature. 

Past  History 

As  with  most  thyroid  gland  problems, 
women  made  up  the  vast  majority  of  cases. 
Of  the  total  number,  117  were  women.  The 
mean  age  at  time  of  surgery  for  these  women 
was  42  years.  The  range  was  from  six  years 
to  73  years  of  age.  Seventy-three  per  cent  of 
this  group  were  from  31  to  60  years  of  age. 
Men  composed  12  per  cent  of  the  total  group, 
and  their  mean  age  at  time  of  surgery  was  40 
years.  Their  ages  ranged  from  five  years  to 
67  years.  Sixty-three  per  cent  of  the  men  were 
between  the  ages  of  31  to  50  years  (Table  I). 
The  sex  ratio  in  papillary  carcinoma  was  2.3 
women  for  each  man  with  the  disease.  The 
mean  age  at  time  of  diagnosis  of  papillary 
carcinoma  was  38  years  which  is  about  the 
same  as  the  mean  of  39  years  of  age  for  diag- 
nosis of  follicular  carcinoma.  However,  for 
each  man  with  follicular  carcinoma  there' were 
four  women  with  this  histologic  type.  Of  the 

'From  the  department  of  surgery,  University  of  Ken- 
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three  patients  with  anaplastic  carcinoma,  two 
were  women.  The  mean  age  at  the  time  of 
diagnosis  for  these  three  patients  was  62  years. 
The  two  patients  with  Hurthle  cell  carcinoma 
were  women,  both  over  45  years  old  at  the 
time  of  diagnosis. 

Only  two  patients  of  the  entire  group  re- 
ceived irradiation  to  the  neck  region  as  a child, 
and  both  of  these  patients  had  thyroid  carci- 
noma. A man,  who  was  found  to  have  papil- 
lary carcinoma  at  24  years  of  age,  had  re- 
ceived irradiation  for  hyperplastic  adenoids. 
A 36-year-old  woman  with  follicular  carcino- 
ma had  received  irradiation  for  a lateral  cervic- 
al mass. 

For  the  total  group,  an  average  of  7.5  years 
existed  from  the  onset  of  the  noticeable  nodule 
to  the  hospital  admission  for  surgical  removal. 
The  delay  for  patients  with  carcinoma  was  2.3 
years  and  8.2  years  for  patients  with  benign 
disease.  Patients  with  carcinoma  were  brought 
to  surgery  much  sooner  than  those  with  non- 
malignant  lesions.  Only  four  of  those  with 
carcinoma  had  a previous  histologic  diagnosis 
of  carcinoma. 

Many  of  these  patients,  including  seven  pa- 
tients with  carcinoma,  received  various  types 
of  treatment  for  their  thyroid  nodule  prior  to 
presenting  at  the  University  of  Kentucky  Medi- 
cal Center.  Twenty  patients  were  treated  with 
thyroid  extract,  and  none  had  a decrease  in 
the  size  of  the  nodule.  One  patient  with  fol- 
licular carcinoma  was  treated  with  thyroid  ex- 
tract as  was  the  patient  with  the  mixed  tumor. 
Eleven  patients  were  treated  with  iodide  with- 
out response.  Propylthiouracil  was  used  in  five 
cases.  Methimazole  was  used  in  treatment  of 
three  patients  with  decrease  in  symptoms  in 
one  case.  Two  patients  received  synthyroid  with- 
out response.  One  patient,  who  received  anti- 
biotics for  the  rapid  onset  of  his  thyroid  nodule, 
had  anaplastic  carcinoma.  Six  patients  with 
carcinoma  had  surgery  prior  to  coming  to 
UKMC.  One  patient  with  papillary  carcinoma 
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had  a previous  partial  lobectomy.  Another  pa- 
tient with  follicular  carcinoma  had  a previous 
partial  lobectomy.  Another  patient  with  folli- 
cular carcinoma  had  received  a previous  sub- 
total thyroidectomy.  One  patient  with  Hurthle 
cell  carcinoma  had  thyroid  surgery  of  unknown 
type.  A patient  with  anaplastic  carcinoma  had 
thyroid  surgery  of  unknown  type  plus  thyroid 
extract.  Two  patients  without  carcinoma  had 
undergone  subtotal  thyroidectomy  prior  to 
coming  to  this  medical  center.  One  patient  re- 
ceived 1500  rads  three  years  before  arriving 
at  this  center  with  known  carcinoma  which 
was  diagnosed  three  years  before  the  start  of 
the  irradiation.  Two  patients  received  propyl- 
thiouracil and  SSKI  to  make  them  euthyroid 
for  surgery. 

The  two  cases  with  medullary  carcinoma 
were  family  related.  This  family  had  a 
history  of  medullary  carcinoma  with  neuroen- 
docrine dysplasia.  The  case  involving  the  34- 
year-old  man  was  diagnosed  from  liver  metas- 
tases,  whereas  the  five  year  old  boy  received 
a total  thyroidectomy  for  prophylactic  pur- 
poses. The  thyroid  specimen  showed  carcino- 
ma. Both  had  thyroid  scans  showing  uniform 
distribution,  and  both  had  clinically  palpable 
cervical  nodes.  Biopsy  of  cervical  nodes  ob- 
tained from  the  adult  demonstrated  metastatic 
spread  from  the  thyroid  gland. 

Physical  Examination 

In  those  cases  where  records  of  the  nodule 
were  made,  97  patients  or  82  per  cent  had  a 
solitary  nodule.  There  were  22  patients  re- 
corded with  multiple  nodules.  In  patients  with 
carcinoma,  13  had  solitary  nodules  while 
three  had  multiple  nodules.  Nodular  size 
ranged  from  that  which  was  just  palpable  to 
the  size  of  10  by  10  cm.  Four  patients  had 
nodules  of  the  10  by  10  cm.  size.  In  patients 
with  carcinoma,  nodule  size  ranged  from  1 by 
1 cm.  to  10  by  10  cm. 

Clinically  palpable,  cervical  nodes  were  dis- 
covered in  17  patients  which  is  12.8  per  cent 
of  the  total  group.  Of  the  25  patients  with 
thyroid  carcinoma,  52  per  cent  had  clinically 
palpable,  cervical  lymph  nodes.  Of  those  13 
patients  with  carcinoma  who  had  a cervical 
node  dissection  or  cervical  node  biopsy,  62 
per  cent  had  metastatic  changes  within  the 
cervical  nodes.  Each  of  the  three  patients  with 
anaplastic  type  carcinoma  had  clinically  pal- 
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pable,  cervical  nodes.  Of  the  10  patients  with 
papillary  carcinoma,  four  had  clinically  palpa- 
ble and  histologically  positive,  cervical  nodes. 
One  of  the  10  patients  had  histologic  posi- 
tive nodes  but  no  clinically  palpable  nodes. 
None  of  the  patients  with  follicular  carcinoma 
had  clinically  palpable  nodes,  and  those  two 
patients  who  had  neck  dissections  did  not  have 
histologically  positive  nodes. 

Laboratory 

Thyroid  scans  were  recorded  for  92  patients. 
Of  these  patients,  66  showed  nodular  hypo- 
function  or  a “cold”  nodule,  20  had  uniform 
distribution  or  a “warm”  nodule,  and  six 
showed  nodular  hyperfunction  or  a “hot” 
nodule.  In  patients  with  carcinoma,  13  nodules 
were  “cold”,  two  were  “warm”  and  one  was 
“hot.”  The  three  carcinoma  cases  with  multi- 
ple nodules  were  “cold.” 

TABLE  I 

AGE  AND  SEX  GROUPING  OF  THYROID  NODULES 


Yrs. 
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Yrs. 

Female 

1-10 

1 

1-10 

1 

11-20 

1 

1 1-20 

9 

21-30 

1 

21-30 

1 1 

31-40 

4 

31-40 

32 

41-50 

6 

41-50 

33 

51-60 

1 

51-60 

20 

61-70 

2 

61-70 

8 

71-80 

0 

71-80 

3 

16 

117 

Only  three  patients  showed  indications  of 
the  thyroid  disease  spreading  below  the  clavi- 
cle. All  these  patients  had  anaplastic  carci- 
noma, and  in  every  case  the  lungs  were  in- 
volved. In  one  of  the  three  patients  there  was 
a bony  radiolucency  in  one  femur  and  erosion 
of  several  ribs.  In  two  cases,  the  thyroid  carci- 
noma was  diagnosed  from  metastatic  tissue.  In 
one  case,  papillary  carcinoma  was  diagnosed 
by  a cervical  lymph  node  biopsy.  In  the  other 
case,  medullary  carcinoma  was  discovered  by 
a liver  biopsy. 

Treatment 

Operative  procedures  on  this  group  num- 
bered 1 34.  Eighty  per  cent  of  these  procedures 
consisted  of  lobectomy,  lobectomy  plus  partial 
contralateral  lobectomy  and  partial  lobecto- 
my. (Table  II)  Of  those  patients  with  papillary 
carcinoma,  two  had  a lobectomy,  two  had  a 
lobectomy  plus  a radical  neck  dissection,  two 
had  a total  thyroidectomy  plus  radical  neck 
dissection,  two  had  a total  thyroidectomy 
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plus  modified  neck  dissection,  one  had  a total 
thyroidectomy,  and  one  had  a total  thyroidec- 
tomy plus  bilateral  radical  neck  dissection. 
The  patient  with  a mixed  carcinoma  had  a 
partial  lobectomy.  For  those  patients  with  fol- 
licular carcinoma,  three  had  a lobectomy,  one 
had  a lobectomy  plus  radical  neck  dissection, 
and  another  had  a total  thyroidectomy  plus 
radical  neck  dissection.  Both  patients  with 
medullary  carcinoma  had  a total  thyroidecto- 
my, and  one,  in  addition,  had  a neck  tissue 
biopsy.  One  patient  with  Hurthle  cell  carcinoma 
underwent  a lobectomy  plus  radical  neck  dis- 
section, while  the  other  had  a partial  lobec- 
tomy. Only  an  open  biopsy  was  performed  on 
the  patient  with  small  cell  carcinoma.  The  pa- 
tient with  sclerosing  carcinoma  underwent  a 
lobectomy.  The  three  patients  with  anaplastic 
carcinoma  received  one  of  the  following:  bi- 
opsy, partial  lobectomy  or  total  thyroidectomy. 

TABLE  II 


OPERATIVE  PROCEDURES  CASES 

Lobectomy  72 

Lobectomy  Plus  Partial  Contralateral  Lobectomy  23 

Partial  Lobectomy  9 

Open  Biopsy  6 

Excision  of  Isthmus  4 

Total  Thyroidectomy  4 

Total  Thyroidectomy  Plus  Radical  Neck  Dissection  4 

Lobectomy  Plus  Radical  Neck  Dissection  3 

Total  Thyroidectomy  Plus  Modified  Neck  Dissection  3 

Cystectomy  2 

Lobectomy  Plus  Modified  Neck  Dissection  2 

Excision  of  Pyramidal  Lobe  1 

Total  Thyroidectomy  Plus  Bilateral  Neck  Dissection  1 

TOTAL  134 


Fifty-four  of  the  patients  were  placed  on 
post-operative  therapy  consisting  of  thyroid  ex- 
tract or  substitute  for  the  purpose  of  thyroid 
replacement  or  to  reduce  the  TSH  titer,  there- 
by hoping  to  reduce  the  degree  of  stimulation 
to  the  remaining  thyroid  tissue.  Other  types  of 
post-operative  therapy  are  included  in  Table 
III.  Nineteen  of  the  25  patients  with  carcino- 
ma were  placed  on  thyroid  extract  after 
surgery.  Four  patients  received  post-operative 
irradiation.  External  radiation  was  used  on  the 
patient  with  small  cell  carcinoma  until  a lung 
metastasis  was  noticed.  One  patient  with 
anaplastic  carcinoma  received  external  irradi- 
ation for  palliation.  Two  patients  received 
one  patient  having  a follicular  carcinoma 
and  the  other  anaplastic  carcinoma. 
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TABLE  III 

OTHER  POST-OPERATIVE  THERAPY 

Calcium  Gluconate  7 cases 

Vitamin  D 5 

Post-Operative  Irradiation  3 

Calcium  Lactate  2 

|7j;  2 

5 FU  1 

PTU  1 

Stilbesterol  1 

There  were  18  different  histologic  diagnoses 
made  from  the  surgical  specimens.  This  can 
best  be  shown  by  examining  Table  IV.  Speci- 
mens with  carcinoma  were  divided  into  eight 
different  histologic  types. 

Morbidity  and  Mortality 

Table  V lists  the  various  surgical  morbidities 
encountered  during  thyroid  surgery.  There 
was  no  surgical  morbidity  with  open  biopsy, 
lobectomy  or  partial  lobectomy.  With  total 
thyroidectomy  one  patient  had  hypocalcemia, 
another  had  hoarseness  and  two  others  were 
without  complications.  Only  one  patient  with  a 
lobectomy  plus  radical  neck  dissection  had  a 
benign  post-operative  course.  One  patient  had 
hypocalcemia  in  addition  to  water  intoxication. 

One  suffered  a laceration  of  the  esophagus, 
while  another  had  Horner’s  syndrome,  hoarse- 
ness and  drooping  of  one  side  of  the  mouth. 

The  one  patient  who  had  a total  thyroidec- 
tomy plus  bilateral  radical  neck  had  a post- 
operative tracheo-esophageal  fistula.  Two  pa- 
tients had  hypocalcemia  following  a total  thy- 
roidectomy plus  modified  radical  neck  dissec- 
tion. One  of  these  patients  in  addition  had 
the  vagus  nerve  on  one  side  sectioned.  Of  the 

TABLE  IV 

HISTOLOGIC  TYPE 

Adsnomatous  Goiter 
Follicular  Adenoma 
Colloid  Nodule 
Papillary  Carcinoma 
Fetal  Adenoma 
Follicular  Carcinoma 
Hurthle  Cell  Adenoma 
Undifferentiated  Carcinoma 
Colloid  Cyst 
Hemmorrhagic  Cyst 
Hurthle  Cell  Carcinoma 
Follicular  Cyst 
Severe  Chronic  Thyroiditis 
Hashimoto  Struma 
Medullary  Carcinoma 

Mixed  Follicular  and  Papillary  Carcinoma 
Sclerosing  Carcinoma 
Small  Cell  Carcinoma 

*Patients  with  carcinoma 
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two  patients  who  underwent  total  thyroidec- 
tomy plus  radical  neck  dissection,  one  had  no 
complications  while  the  other’s  post-operative 
course  was  complicated  by  a chyle  fistula  and 
infections  of  the  skin  flap. 

Six  patients  with  carcinoma  have  died.  One 
patient  with  anaplastic  carcinoma  died  after 
readmission  due  to  metastases.  The  other  two 
patients  with  this  type  of  carcinoma  died 
prior  to  their  follow  up  visit.  The  patient  with 
small  cell  carcinoma  died  in  the  hospital  due 
to  a suspected  pulmonary  embolism.  One  of  the 
patients  with  medullary  carcinoma  died  of 
cardiac  arrest  while  in  the  hospital.  Another 
patient,  63  years  old  with  papillary  carcinoma, 
died  in  the  hospital  of  pneumonia. 

Natural  History  and  Follow  Up 

For  those  patients  who  returned,  the  mean 
duration  of  follow  up  was  11.8  months.  The 
longest  follow  up  was  six  years.  Ninety-four  pa- 
tients had  no  evidence  of  thyroid  disease  at 
the  time  of  their  last  follow  up.  A complete 
listing  of  the  patients  status  at  their  last  follow 
up  visit  is  shown  in  Table  VI. 

Nine  of  the  patients  with  carcinoma  are  still 
being  seen  in  the  outpatient  clinics.  Six  of  these 
patients  had  papillary  carcinoma,  and  their  du- 
ration of  follow  up  ranges  from  eight  to  65 
months.  Two  patients  had  follicular  carcinoma 
and  have  been  followed  for  73  months  and  84 
months.  A patient  with  medullary  carcinoma 
has  been  followed  for  24  months.  None  of 
these  patients  had  evidence  of  recurrent  thy- 
roid carcinoma  at  the  time  of  their  last  visit. 
One  patient  never  returned  for  a follow  up 
visit,  and  another  was  discharged  to  the  care 

TABLE  V 

SURGICAL  MORBIDITY 


Hypocalcemia  5 cases 

Hoarseness  4 

Hypoparathyroidism  3 

Pulmonary  Congestion  3 

Flap  Infection  7 

Hematoma  2 

Chronic  Aspiration  1 

Chyle  Fistula  1 

Horner's  Syndrome  1 


Laceration  of  Esophagus  1 

Pain  in  Shoulder  and  Neck  1 

Recurrent  Laryngeal  Nerve  Divided  1 

Respiratory  Difficulty  Secondary  to  Edema  1 

Tracheo-Esophagus  Fistula  1 

Tracheal  Obstruction  1 

Vagus  Nerve  Divided  1 

Water  Intoxication  1 

TOTAL  30 
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TABLE  VI 

CONDITION  AT  TIME  OF  LAST  FOLLOW  UP 

No  Evidence  of  Disease  94  cases 

Thyroid  Remnant  Enlargement  4 

Cord  Paralysis  2 

Shoulder  Pain  2 

Hoarseness  1 

Metastasis  of  Lung  1 

Palpable  Neck  Nodes  1 

Radiolucencies  in  Mandible  1 

Stenosis  of  Esophagus  1 

of  his  local  physician.  One  patient  with  folli- 

cular carcinoma  was  discharged  from  the  clinic 
with  no  evidence  of  disease  after  follow  up 
visits  over  a 39  month  period.  Six  patients 
failed  to  return  after  follow  up  visits  ranging 
from  two  to  38  months.  None  of  these  pa- 
tients had  evidence  of  disease  at  the  time  of 
their  last  visit. 

Discussion 

Out  of  the  133  patients,  25  had  thyroid 
carcinoma.  Thus  18.8  per  cent  of  the  thyroid 
nodules  were  carcinoma.  Seventeen  women  out 
of  117  had  carcinoma  in  this  series,  for  an 
incidence  of  14.5  per  cent.  Eight  men  out  of 
16  had  thyroid  carcinoma.  This  important  find- 
ing shows  50  per  cent  of  the  male  sex  with  a 
thyroid  nodule  to  have  carcinoma.  This  figure 
is  high  when  compared  to  the  female  sex  inci- 
dence of  14.5  per  cent.  With  thyroid  carcinoma 
being  present  in  one-half  of  the  men  having  a 
thyroid  nodule,  haste  should  be  taken  to  make 
a definitive  diagnosis  of  all  thyroid  nodules. 
A poorer  prognosis  has  also  been  indicated 
for  those  men  with  thyroid  carcinomak  The 
reported  incidence  of  thyroid  carcinoma  va- 
ries from  five  to  20  per  cent  depending  on  the 
series^’  “•  *. 

Of  the  66  patients  with  “cold”  nodules,  13 
had  carcinoma.  Two  of  20  patients  with 
“warm”  nodules  had  carcinoma.  One  of  six 
patients  with  “hot”  nodules  was  found  to  have 
carcinoma.  Thus,  this  series  demonstrates  that 
20  per  cent  of  “cold”  nodules  are  carcinoma, 
10  per  cent  of  “warm”  nodules  are  carcinoma, 
and  12  per  cent  of  “hot”  nodules  are  carci- 
noma. With  the  differences  of  these  results  be- 
ing as  close  as  they  are,  one  cannot  depend 
on  the  scan  to  rule  out  thyroid  carcinoma. 

Thyroid  nodules  containing  carcinoma 
varied  in  size  from  1 by  1 cm.  to  10  by  10  cm. 
This  was  the  same  range  for  all  nodules  in  the 
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series.  With  this  in  mind,  one  cannot  de- 
pend on  the  size  of  the  nodule  to  indicate  the 
presence  of  carcinoma  since  all  sizes  must  be 
suspected. 

Again  the  significance  of  irradiation  to  the 
head  and  neck  region  and  resultant  thyroid 
carcinoma  is  pointed  out.  Both  patients  in  this 
series  who  received  irradiation  to  the  neck  re- 
gion had  carcinoma.  A series  has  been  re- 
ported relating  the  characteristics  of  thyroid 
carcinoma  after  external  irradiation  to  the 
head  and  neck-^’. 

Two  patients  were  found  to  have  thyroid 
carcinoma  from  metastatic  lesions.  This  is 
much  lower  than  one  series  where  28  per  cent 
of  the  cases  were  diagnosed  from  a metastatic 
lesion  when  the  thyroid  gland  was  normal  on 
physical  examination^. 

The  two  cases  with  medullary  carcinoma 
were  family  related.  This  is  not  an  unusual 
finding  and  is  further  developed  in  other 
series**’ 

Hypocalcemia  and  hoarseness  were  the 
most  common  surgical  morbidities.  In  another 
series,  permanent  tetany  following  total  thy- 
roidectomy was  reported  to  occur  in  1 1 .4  per 
cent  of  the  casesk 

Patients  with  anaplastic  carcinoma  com- 
posed 12  per  cent  of  those  cases  with  carcino- 
ma. This  is  somewhat  lower  than  other  series^. 
One  patient  had  a sudden  onset  of  his  disease 
when  the  nodule  reached  its  maximum  size 
within  a 24-hour  period.  The  period  from  on- 
set to  surgery  was  five  weeks.  The  other  two 
patients  had  goiters  for  10  and  15  years  at 
which  time  there  was  a rapid  increase  in  the 
size  of  the  thyroid  mass.  In  one  patient,  the 
long  standing  goiter  received  therapy  in  1956 
at  which  time  carcinoma  was  found.  Lung 
metastases  were  discovered  the  following  year. 
At  this  medical  center  in  1962,  the  remain- 
ing thyroid  tissue  was  removed.  During  the 
first  year  following  complete  removal  of  the 
thyroid  tissue,  the  patient  received 

This  series  points  out  the  significance  of 
clinically  palpable,  cervical  nodes.  Of  the  17 
patients  with  palpable  nodes,  13  had  carcino- 
ma in  this  series.  Thyroid  nodules  occurring 
along  with  palpable  cervical  nodes  should  sug- 
gest thyroid  carcinoma  necessitating  immedi- 
ate definitive  diagnosis. 

Even  though  thyroid  carcinoma  is  far  down 
the  list  of  occurrence  of  cancer,  the  incidence 
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is  high  enough  that  almost  all  physicans  will  be 
confronted  with  the  diagnosis  and  treatment 
of  this  disease.  Careful  palpation  of  the  thy- 
roid gland  on  all  physical  examinations  can 
turn  up  early  thyroid  cancer.  In  one  series  over 
50  per  cent  of  thyroid  carcinomas  were  dis- 
covered by  the  physician^.  Even  though  the 
series  at  UKMC  showed  the  time  from  onset 
to  definitive  diagnosis  to  be  much  shorter  for 
those  patients  with  carcinoma  than  those  with 
other  thyroid  disease,  all  thyroid  nodules  should 
be  under  suspicion  since  nearly  20  per  cent 
are  carcinoma.  Once  a physician  discovers  a 
thyroid  nodule,  definitive  diagnosis  should  be 
the  next  step.  This  can  only  be  done  by  means 
of  a surgical  procedure.  Due  to  the  variability 
in  the  characteristics  of  the  different  types  of 
thyroid  carcinoma,  one  cannot  depend  on  his- 
tory, physical  examination  or  short  course  drug 
therapy  to  rule  out  carcinoma.  Prognosis  will 
mainly  depend  on  the  histologic  type  of  the 
carcinoma  and  the  age  of  onset.  However, 
early  removal  should  also  improve  the  prog- 
nosis. 

Since  the  natural  history  of  papillary  and 
follicular  carcinoma  generally  shows  a slow 
growth  of  the  primary  lesion,  surgical  therapy 
plays  an  important  role  in  treatment.  The  de- 
bate relating  to  the  correct  surgical  approach 
has  been  long  and  varied®’  i**’  Since  carci- 
noma is  present  in  many  different  forms,  one 
surgical  procedure  for  all  cases  cannot  be  dic- 
tated. For  all  nodules,  the  starting  point  of 
therapy  should  be  a lobectomy  of  the  involved 
side.  Even  though  the  reported  incidence  of 
carcinoma  in  the  contralateral  lobe  is  30  per 
cent,  the  clinical  incidence  of  overt  cancer  is 
only  3.1  per  cent^^.  This  low  rate  does  not 
justify  the  high  morbidity  rate  of  total  thyroid- 
ectomy. However,  thyroidectomy  is  justified  in 
follicular  carcinoma  when  metastatic  disease 
is  present  to  obtain  the  greatest  effect  from 
subsequent  F-®!  therapy. 

Cervical  node  metastasis  as  determined  by 
histologic  means  can  range  from  40  to  60 
per  cent  of  the  cases.  Knowing  this,  most  sur- 
geons still  prefer  to  reserve  neck  dissection 
for  those  cases  where  cervical  nodes  are 
clinically  palpable,  and  many  of  these  sur- 
geons prefer  a modified  neck  dissection”.  The 
latter  alternative  is  probably  the  most  reason- 
able approach  in  patients  with  clinically  pal- 
pable nodes  and  in  all  cases  of  papillary  type 
(Continued  on  page  621) 
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Medical  Priorities 

Romeo  S.  Berardi,  M.D.* 
McDowell,  Kentucky 


A three  and  one-half  year  study  of  all 
admissions  to  a small  community  hospital 
in  Appalachia  has  been  completed  in 
order  to  establish  priorities  as  primary 
considerations  for  medical  programs  as 
tv  ell  as  for  educational  programs. 

The  Appalachian  area  has  received  a 
good  deal  of  attention  in  recent  years  re- 
garding its  medical  needs.  Although  it  is 
not  realistic  to  speak  of  medical  priorities 
when  faced  w'ith  a given  patient,  one  must, 
however,  have  some  conception  of  the  fre- 
quency of  various  diseases  encountered  in  an 
area  in  order  to  formulate  meaningful  pro- 
grams. In  this  way  program  priorities  can  be 
established  and  progressively  instituted  until 
such  time  that  all  medical  needs  have  been  ade- 
quately satisfied. 

The  same  would  appear  to  hold  true  for 
programs  concerning  continuing  medical  edu- 
cation for  the  practicing  physician.  It  is  more 
feasible  to  primarily  emphasize  those  disease 
states  which  are  met  with  greater  frequency 
in  daily  practice.  Working  from  the  more  com- 
monly encountered  diseases  up  to  the  least 
frequent  ones  would  set  meaningful  priorities 
in  organizing  and  instituting  medical  educa- 
tional programs. 

With  a firm  belief  in  this  premise,  the  fol- 
lowing study  was  carried  out  in  a 60-bed  hos- 
pital located  in  the  southeastern  part  of  Ken- 
tucky (Floyd  County).  The  data  presented 
concern  only  hospitalized  patients  and  in  no 
way  is  meant  to  reflect  the  frequency  of 
disease  states  as  encountered  in  the  ambula- 
tory treatment  of  patients,  as  exemplified  in  a 
study  of  Martin  County,  Kentucky^.  However, 
since  they  do  concern  major  illnesses  neces- 
sitating hospitalization,  their  importance  can 
not  be  minimized.  Furthermore,  it  is  felt  that 
the  data  are  more  or  less  representative  of  most 


*Chief  of  surgery,  Regional  Medical  Clinic,  Mc- 
Dowell 

9 tcky  Medical  Association  • September  1970 


of  Appalachia,  since  there  is  no  evidence  to 
indicate  the  contrary. 

The  study  involves  all  discharged  patients 
during  a three  and  one-half  year  period  from 
July,  1966  through  December,  1969.  Classifica- 
tion of  patients  into  disease  categories  was 
coded  according  to  the  Hospital  adaptation  of 
the  International  Classification  of  Disease  for 
Analysis  (H-ICDA).  The  final  discharge  diag- 
nosis explaining  admission  to  the  hospital  was 
used  to  categorize  and  properly  code  the  pa- 
tient. 

In  Table  II  diseases  are  grouped  according 
to  systems  and  ranked  accordingly.  This  en- 
ables one  to  focus  his  attention  on  the  fre- 
quency of  interrelated  disease  entities. 

Discussion 

Disease  ranking  is  obviously  influenced  by 
many  factors  such  as  type  of  population,  age, 
occupation,  climate,  location,  sanitation,  etc. 
No  attempt,  however,  was  made  to  analyze 
the  above  data  in  this  light.  This  provides  sub- 
stance for  further  study. 

This  study,  however,  does  show  where  pri- 
orities rest  and  from  it  one  should  be  able  to 
better  formulate  and  establish  future  medical 
programs,  be  they  practical,  educational,  pre- 
ventive or  social.  It  clearly  demonstrates  in 
which  areas  educational  programs  should  be 
primarily  directed.  It  simply  is  not  realistic  to 
devote  the  greater  part  of  any  educational  pro- 
gram to  areas  which  rank  low.  This  is  not  to 
say  that  low  ranking  categories  have  no  im- 
portance and,  therefore,  should  be  forgotten 
but  rather  they  should  be  allotted  time  in  pro- 
portion to  their  importance  and  frequency.  A 
re-examination  of  Table  II  indicates  the  gen- 
eral areas  to  which  most  of  our  educational 
programs  should  be  addressing  themselves. 

It  is  not  surprising  that  diseases  of  the  res- 
piratory system  rank  number  one.  This  cate- 
gory accounted  for  18.8  percent  of  the  total 
corrected  admissions  (excluding  births  and  ma- 
ternity) during  this  three  and  one-half  year 
period.  The  annual  number  of  patients  ad- 
mitted with  respiratory  disease  has  remained 
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TABLE  I 

PATIENT  GROUP 


BY  FINAL  DIAGNOSIS 

JULY  1966 

- DEC. 

1969 

EXPLAINING  ADMISSION 

NO.  OF 

PATIENTS 

TOTAL 

RANK 

Newborn 

93 

115 

121 

115 

107 

108 

76 

735 

1 

Pneumonia  / Bronchitis 

00 

134 

100 

1 1 1 

103 

76 

84 

688 

2 

Normal  Deliveries 

75 

86 

90 

91 

73 

78 

54 

547 

3 

Other  Heart 

48 

47 

47 

58 

68 

79 

73 

420 

4 

Other  Trauma 

64 

36 

81 

34 

37 

48 

74 

374 

5 

Symptoms 

61 

35 

31 

26 

72 

71 

50 

346 

6 

Genitourinary 

44 

42 

35 

26 

37 

53 

52 

289 

7 

Other  Gl 

56 

53 

48 

41 

25 

21 

41 

285 

8 

Female  Genital 

54 

41 

35 

33 

32 

18 

27 

240 

9 

Peptic  Ulcer 

38 

33 

26 

28 

40 

32 

38 

235 

10 

Vascular 

26 

39 

31 

26 

31 

29 

38 

220 

1 1 

Comp.  Deliveries 

22 

34 

28 

17 

35 

30 

23 

199 

12 

Cholecystitis /Calculus 

21 

21 

26 

17 

26 

32 

41 

184 

13 

Acute  URI 

32 

17 

17 

39 

31 

7 

41 

184 

14 

Musculoskeletal 

30 

27 

26 

15 

22 

24 

26 

170 

15 

Other  Respiratory 

23 

22 

16 

17 

50 

22 

16 

166 

16 

Malignancies  Neoplasms 

10 

19 

27 

25 

28 

34 

16 

159 

17 

Fractures 

15 

18 

31 

17 

15 

28 

24 

148 

18 

Skin 

32 

16 

25 

9 

10 

27 

26 

145 

19 

Infective 

10 

9 

15 

13 

46 

38 

10 

141 

20 

CNS  Vascular 

17 

15 

20 

19 

20 

23 

26 

140 

21 

Adverse  Effects 

22 

17 

21 

17 

14 

18 

29 

138 

22 

Eye  & Ear 

25 

25 

14 

22 

14 

6 

15 

121 

23 

Hernia 

15 

10 

24 

24 

18 

20 

9 

120 

24 

Comp.  Pregnancy 

18 

13 

12 

18 

15 

23 

10 

119 

25 

Other  Neoplasms 

31 

19 

22 

12 

7 

9 

13 

113 

26 

Diabetes  Mellitus 

13 

20 

10 

11 

12 

13 

19 

98 

27 

Acute  Myocardial  Infarction 

9 

1 1 

16 

15 

15 

15 

9 

90 

28 

Abortions 

15 

10 

15 

14 

12 

4 

12 

82 

29 

Mental 

8 

10 

14 

6 

15 

8 

13 

74 

30 

Hypertension 

6 

19 

10 

5 

16 

7 

10 

73 

31 

Hematologic 

8 

5 

8 

5 

14 

12 

8 

60 

32 

Hypertrophy  of  T & A 

8 

8 

17 

7 

3 

6 

9 

58 

33 

Other  Endocrine 

4 

3 

9 

10 

3 

3 

12 

54 

34 

Nutritional  Metabolic 

3 

7 

Special 

8 

1 

5 

3 

7 

12 

12 

48 

35 

Other  Nervous  System 

9 

5 

5 

6 

6 

12 

3 

46 

36 

Appendix 

9 

8 

10 

4 

5 

6 

3 

45 

37 

Other  Upper  Gl 

2 

2 

2 

3 

14 

10 

3 

36 

38 

Dental 

5 

6 

6 

1 

8 

4 

1 

31 

39 

Congenital 

6 

2 

3 

4 

1 

6 

1 

23 

40 
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Medical  Priorities — Berardi 


TABLE  I (continued) 


PATIENT  GROUP  JULY  1966 — DEC.  1969 

BY  FINAL  DIAGNOSIS  NO.  OF  PATIENTS 

EXPLAINING  ADMISSION  TOTAL  RANK 


Breast 

6 

5 

1 

2 

6 

2 

22 

41 

Diseases  of  Infancy 

4 

1 

5 

1 

1 

7 

19 

42 

Comp.  Puerperium 

1 

1 

1 

1 

1 

5 

43 

Grand  Total 

1083 

1060 

1115 

975 

1113 

1087 

1057 

7490 

Total,  Except  Births 

990 

945 

994 

860 

1006 

979 

981 

6755 

Total,  Except  Births 
and  Maternity 

859 

801 

839 

710 

870 

843 

881 

5810 

essentially  the  same.  This  is  also  true  of  most 
all  other  categories.  Pulmonary  disease  is  one 
of  the  major  causes  of  death  in  our  hospital-. 

Diseases  of  the  cardiovascular  system  ac- 
counted for  10.3  per  cent  of  the  total  corrected 
admissions  and  represent  the  leading  cause  of 
early  and  late  deaths  in  our  hospital-. 

With  the  unresolved  issues  concerning  am- 
bulance service,  equipment  and  adequately 
trained  persoimel,  one  can  readily  understand 
the  great  community  concern  which  has  been 
voiced.  Trauma  still  remains  an  important 
area  for  concern.  It  ranks  fourth  in  this  study 
and  accounts  for  10.1  per  cent  of  the  total 
corrected  admissions.  A question  which  we 
should  all  sincerely  ask  ourselves  is:  “Have  we 
given  or  are  we  giving  adequate  priority  to 
this  area?” 

An  interesting  category  is  that  labeled  “Symp- 
toms” which  accounted  for  5.7  per  cent  of  ad- 
missions. The  H-ICDA  defines  this  as  “phys- 
ical signs,  symptoms  and  ill-defined  conditions 
for  which  no  diagnosis  classifiable  elsewhere  is 
recorded”.  The  undiagnosed  chest  pain,  ab- 
dominal pain,  convulsions  of  unknown  cause, 
and  the  many  other  subdivisions  outlined  in 
H-ICDA  give  one  an  enormous  field  for 
continued  study,  instruction  and  programming. 

The  seven  systemic  categories  listed  in  Ta- 
ble II  account  for  76.3  per  cent  of  admis- 
sions. Does  this  not  indicate  their  importance 
in  any  medical  program  purporting  to  meet 
community  needs? 

To  our  knowledge,  this  represents  the  first 
study  of  this  nature  emerging  from  a hospital 
located  in  Appalachia. 


Data 

The  study  includes  a total  of  7,490  patients 
discharged  during  this  three  and  one-half  year 
period;  corrected  to  6,755  patients  when  births 
are  excluded  and  to  5,810  patients  when 
births  and  maternity  cases  are  excluded. 

In  Table  I,  disease  categories  are  ranked 
according  to  frequency.  Excluding  newborns, 
the  most  frequently  encountered  systemic 
disease  is  respiratory  with  pneumonia  and 
bronchitis  leading  the  subdivision. 

Conclusion 

A three  and  one-half  year  study  of  all  hos- 
pital admissions  in  a small  community  hospital 
was  undertaken.  Diseased  entities  were  ranked 
according  to  frequency.  It  is  felt  that  the  data 
presented  might  play  a very  important  role  in 
formulating,  organizing  and  instituting  medical 
programs  to  meet  community  needs  in  Appa- 
lachia. 


TABLE  II 


SYSTEM 

TOTAL  NO. 
OF 

PATIENTS 

RANK 

Respiratory 

1096 

1 

Cardiovascular 

803 

2 

Gl  Including  Liver 
& Biliary  Ducts 

785 

3 

Musculoskeletal 
Including  Trauma 

692 

4 

Genitourinary 

529 

5 

Neoplasms 
(Both  Malignant  & 

BsnignI  272 

6 

CNS 

260 

7 
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Medical  technology 

is  demanding  enough— 

Here's  how  to  relieve 
the  demands  of  business: 


— and  enjoy  personal  satisfaction,  peace  of  mind 
and  freedom  of  time  greater  than  you  may  have 
imagined  possible. 

Just  a few  years  ago,  a group  of  doctors  in 
Kentucky  resolved  to  make  their  practices  simpler 
and  more  profitable.  They  formed  a non-profit 
corporation,  the  Professional  Service  Corporation 
Association.  The  doctors  talked  with  many  profes- 
sional consultants.  Together  they  explored  every 
aspect  of  practice  — office  procedure,  billing,  ac- 
counting, salaries,  fringe  benefits,  insurance,  retire- 
ment, equipment  — even  auto  leasing — literally 
every  business  demand.  Time  and  energy  were 
lavished  on  every  detail.  Each  was  honed,  polished 
and  perfected.  Now,  benefits  in  each  of  these 
areas  are  available  to  PSCA  members. 

Specific  business  guidelines  are  the  key 

You  may  unknowingly  be  using  business  techniques 
discarded  years  ago  by  professional  businessmen. 
You  may  be  needlessly  hampered  by  restrictions  — 
penalized  by  advice  from  persons  not  knowledg- 
able  in  medicine.  Today,  PSCA  guidelines  for  sys- 
tematic and  simplified  business  procedures  can  be 
applied  to  incorporated  practices.  Remarkable 
benefits  are  immediately  available. 

Get  every  benefit  you're  entitled  to 

Professional  Service  Corporation  Association  (PSCA) 
offers  members  complete  guidance  to  qualify  for 
every  benefit  legitimately  available.  You'll  find  this 


list  surprisingly  long.  Exceptional  financial  reward 
are  possible.  Details  of  planned  incentives  anc 
benefits  for  employees  are  covered.  Carefull' 
qualified  and  professional  services  are  made  avail 
able  exclusively  to  PSCA  members. 

Direct  and  immediate  cash  savings  — three  anc 
four  times  your  membership  fee  — may  be  realizec 
in  a single  business  transaction. 

Here's  how  you  can  get  these  remarkable  benefit 

Regular  PSCA  membership  is  open  to  incorporatec 
professionals  exclusively.  Junior  membership  t< 
qualified  senior  students,  interns,  residents  anc 
fellows.  Dues  for  Regular  membership  are  $21 
for  each  stockholder-employee  per  year.  $10  fo 
Junior  members.  Complete  the  coupon  below  anc 
send  it  with  your  check  today.  You'll  be  provision 
ally  enrolled  until  qualification  is  approved.  Bene 
fits  of  membership  come  just  as  easily  as  thi 
means  of  joining.  Full  information  covering  al 
details  will  start  you  enjoying  your  chosen  profes 
sion  as  never  before. 

r 

To  PSCA:  Enroll  me  os  a □ Regular  □ Junior  member  for 

I one  year.  My  practice  specialty  is 

j Send  full  information  and  details  to: 

I NAME 

I TITLE 

I CORPORATE  NAME 


Professional  Service  Corporation  Association,  Inc. 

A non-profit  orgonizotion  formed  ond  controlled  by  doctors 
1622  Commonwealth  Building,  Louisville,  Ky.  40202 

Phone:  502/583-8164 


ADDRESS. 


CITY. 


.STATE Z I P. 


L 


(Your  fee  is  refundable  if  you  do  not  qualify.) 


Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


i 


therefore  this  is  the  logical 
potassium-sparing  diuretic  for  the 
digitalized  patient 

Aldactone' 

(spironolactone) 

for  unique  physiologic 
advantages  which 
no  other  diuretic  can  provide 


• Does  not  cause  potassium  depletion  (as  do  the 
thiazides,  furosemide  and  ethacrynic  acid)  which 
may  increase’  the  effect  of  digitalis  on  the  myo- 
cardium, giving  rise  to  premature  systoles,  ventricu- 
lar tachycardia  or  ventricular  fibrillation. 

• Unique  “safety-valve”  action  due  to  competitive 
antagonism^  of  aldosterone  helps  prevent  excessive 
potassium  retention,  since  endogenous  aldosterone 
production  is  increased’’  and  counterbalances 
Aldactone  action  if  the  serum  potassium  level  be- 
comes too  high. 


• Hyperkalemia  may  occur,  especially  in  severely 
ill  patients  with  relatively  small  urine  outputs  or  in 
patients  receiving  supplemental  potassium.  How- 
ever, with  Aldactone,  because  of  its  mechanism  of 
action,  hyperkalemia^  should  be  less  likely  than  with 
triamterene  or  other  agents  which  act  independ- 
ently of  aldosterone. 

• Gradual  onset  of  action  avoids  the  danger'’ of  sud- 
den electrolyte  and  fluid  depletion. 

• May  be  effective  as  the  sole  diuretic  or  may  be 
combined  with  a thiazide,  furosemide^  or  ethacrynic 
acid^ 


Indications— Essential  hypertension;  edema 
or  ascites  of  congestive  heart  failure,  cirrhosis 
of  the  I iver  end  the  nephrotic  syndrome;  idio- 
pathic edema.  Some  patients  with  malignant 
effusions  may  benefit  from  Aldactone,  particu- 
lorly  when  given  with  a thiazide  diuretic. 

Contraindications  — Acute  renal  insuffi- 
ciency,  rapidly  progressing  impairment  of  renal 
function,  anuria  and  hyperkalemia. 

Warnings-Potassium  supplementation  may 
cause  hyperkalemia  and  is  not  indicated  un- 
')  less  a glucocarticoid  is  also  given.  Discontinue 
^ potassium  supplementation  if  hyperkalemia 
^ develops. 

Usage  of  any  drug  in  women  of  childbearing 
age  requires  that  the  potential  benelits  of  the 
drug  be  weighed  against  its  possible  hazards 
to  the  mother  and  fetus. 

Precautions— Patients  should  be  checked 
carefully  since  electrolyte  imbalonce  may  occur. 
Although  usually  insignificant,  hyperkalemia 
may  be  seriaus  when  renal  impairment  exists; 
deaths  have  occurred.  Hyponatremia,  mani- 
fested by  dryness  of  the  mouth,  thirst,  lethargy 
and  drowsiness,  together  with  a low  serum 
sodium  may  be  caused  or  aggravated,  espe- 
cially when  Aldactone  is  combined  with  other 
diuretics.  Elevation  of  BUN  may  occur,  espe- 
cially when  pretreatment  hyperazotemia  exists. 
Mild  acidosis  may  occur.  Reduce  the  dosage 
of  other  antihypertensive  drugs,  particularly 
the  ganglionic  blocking  agents,  by  at  least  50 
per  cent  when  adding  Aldactone  since  it  may 


potentiate  their  action. 

Adverse  Reactions-Drowsiness,  lethargy, 
headache,  diarrhea  and  other  gastrointestinal 
symptoms,  maculopapular  or  erythematous  cu- 
taneous eruptions,  urticaria,  mental  confusion, 
drug  fever,  ataxia,  gynecomastia,  mild  andro- 
genic effects,  including  hirsutism,  irregular 
menses  and  deepening  voice.  Adverse  reac- 
tions are  Infrequent  and  usually  reversible. 

Dosage  and  Administration-For  essential 
hypertension  in  adults  the  daily  dosage  is  50 
to  100  mg.  in  divided  doses.  Aldactone  may 
be  combined  with  a thiazide  diuretic  if  neces- 
sary. Continue  treatment  far  two  weeks  or 
longer  since  an  adequate  response  may  not 
occur  sooner.  Adjust  subsequent  dosage  ac- 
cording to  response  of  patient. 

Far  edema,  ascites  or  effusions  in  adults  ini- 
tial daily  dosage  is  100  mg.  in  divided  doses. 
Continue  medication  for  at  least  five  days  to 
determine  diuretic  response;  add  a thiazide 
or  organic  mercurial  if  adequate  diuretic  re- 
sponse has  not  occurred.  Aldactone  dosage 
should  not  be  changed  when  other  therapy  is 
added.  A daily  dosage  of  Aldactone  consider- 
obly  greater  than  75  mg.  may  be  given  if 
necessary. 

A glucocorticoid,  such  as  15  to  20  mg.  of 
prednisone  daily,  may  be  desirable  for  patients 
with  extremrsly  resistant  edema  which  does  not 
respond  adequately  to  Aldactone  and  a con- 
ventional diuretic.  Observe  the  usual  precau- 
tions applicable  to  glucocorticoid  therapy;  sup- 


plemental potassium  will  usually  be  necessary. 
Such  patients  frequently  have  an  associated 
hyponatremia— restriction  of  fluid  intake  to  1 
liter  per  day  or  administration  of  mannitol  or 
urea  may  be  necessary  (these  measures  are 
contraindicated  in  patients  with  uremia  or 
severely  impaired  renal  function).  Mannitol  Is 
contraindicated  in  patients  with  congestive 
heart  failure,  and  urea  is  contraindicated  with 
a history  or  signs  of  hepatic  cama  unless  the 
patient  is  receiving  antibiotics  orally  to  "steri- 
lize" the  gastrointestinal  tract. 

Glucocorticoids  should  probably  be  given 
first  to  patients  with  nephrosis  since  Aldactone, 
although  useful  for  diuresis,  will  not  directly 
affect  the  basic  pathologic  process. 

For  children  the  dally  dosage  should  provide 
1.5  mg.  of  Aldactone  per  pound  of  body  weight. 
References:  1.  Dali,  J.  L.  C,:  Amer.  Heart  J, 
70:572-574  (Oct.)  1965.  2.  Liddle,  G.  W.:  Ann. 
New  York  Acad.  Sci.  139:466-470  (Nov.)  1966. 
3.  Gantt,  C.  L.:  Diuretic  Therapy,  DM  (Disease- 
A-Month),  Chicago,  Year  Book  Medical  Pub- 
lishers, Inc.,  1967,  pp.  1-31.  4.  Alexander,  S.: 
Geriatrics  23:131-139  (Nov.)  1968.  5.  Stason, 
W.  B.,  and  others:  Circulation  34:910-920 
(Nov.)  1966.  6.  Lieberman,  F.  L.,  and  Reyn- 
olds, T.  B.:  Gastroenterology  49:531-538  (Nov.) 
1965.  012 
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SEARLE 


NO  UNPLEASANT 
SURPRISES 
In  G.  U.  Therapy 


Urised  does  not  present  unpleasant  surprises;  it  brings  patient  comfort  with  first 
dose  pain  relief.  Unlike  newer  antibiotics  or  sulfonamides,  Urised  does  not  create 
problems.  It  has  a time-tested  record  of  minimal  side  effects.  The  patient  gets 
additional  psychological  reassurance  of  Uriseds  effectiveness  by  the  evidence  of 
the  blue  urine. 

For  over  50  years  Urised  has  created  physician  and  patient  confidence  by  provid- 
ing effective  therapy  when  needed. 


Clinically  effective  for  G.U.  Therapy^-^ 
FIRST  DOSE  PAIN  RELIEF 


• CYSTITIS 
. PYELITIS 

• TRIGONITIS 

• URETHRITIS 


For  G.U.  Frequency-  Urgency-  Burning 


Each  blue-coated  tablet  contains  these  active  ingredients: 

Atropine  Sulfate  ..0.03  mg.  Methylene  Blue  .. . 5.4  mg. 
Hyoscyamine  ....0.03  mg.  Phenyl  Salicylate  .18.1  mg. 

Methenamine  ....40. 8 mg.  Benzoic  Acid  ....  4.5  mg. 


Contraindications:  Glaucoma,  urinary  blad- 
der neck  or  pyloric  obstruction,  duodenal 
obstruction  and  cardiospasm.  Hypersensi- 
tivity to  any  of  the  ingredients. 

Warning;  Do  not  exceed  recommended 
dosages. 

Precautions:  Administer  with  caution  to 
persons  with  known  idiosyncrasy  to  atro- 
pine and  cardiac  disease.  While  under  this 
therapy  the  urine  is  biue;  patients  should 
be  so  advised  to  allay  apprehension. 


Adverse  Reactions;  Neither  irritation  nor 
untoward  reactions  have  been  reported; 
however,  if  pronounced  dryness  of  the 
mouth,  flushing,  or  difficulty  in  initiating 
micturition  occurs,  decrease  dosage.  If 
rapid  pulse,  dizziness  or  blurring  of  vision 
occurs,  discontinue  use  immediately.  Acute 
urinary  retention  may  be  precipitated  in 
prostatic  hypertrophy. 

Dosage  and  Administration:  Adults:  Two 
tablets,  orally,  four  times  per  day,  followed 
by  liberal  fluid  intake.  Older  children  re- 


duce dosage  in  proportion  to  age  and 
weight. 

How  Supplied:  Bottles  of  50,  500  and 

I, 000  tablets. 

References:  (1)  Sand,  R.X.:  New  York  St. 

J.  Med.  61:2598-2602,  1961:  (2)  Renner, 
M.J.,  et  al.:Hosp.  Topics  39:71-73,  1961: 
(3)  Haas,  J.,  and  Kay,L.L.:  Southwest.  Med. 
42:30-32,  1961: (4)  Marshall,  W.:  Clin.  Med. 
7:499-502,  1960:  (5)  Strauss,  B.:  Clin.  Med. 
4:307-310,  1957. 
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SPECIAL  ARTICLES 


Responsibility  of  Membershipt 

Richard  B.  McElvein  M.D. 


Membershio  in  an  organization  carries  with  it 
certain  responsibilities,  rights  and  privileges.  In  re- 
turn the  organization  has  similar  responsibilities  to 
its  members.  Thus,  an  interaction  between  the  two 
results  in  an  effective  voice  for  social  action. 

There  are  many  reasons  for  belonging  to  an 
organization.  Membership  may  be  necessary  for  an 
individual's  livelihood.  It  may  provide  him  a voice 
or  mechanism  in  matters  which  concern  him. 
Through  an  organization  a person  can  contribute 
to  general  progress. 

There  are  many  organizations  in  existence  and 
one  can  pick  and  choose  those  to  which  he  wishes 
to  belong.  Before  joining  he  should  be  familiar 
with  the  goals  and  purposes  of  the  society  and 
endorse  the  general  aims  of  the  society.  He  must 
accept  the  organization  as  it  is  and  if  changes  are 
necessary  work  diligently  as  a member  for  them. 

Support  of  a society  by  keeping  one’s  self  in- 
formed of  society  actions,  attendance  at  meetings, 
accepting  committee  responsibilities  and  payment  of 
dues,  tariffs  and  honorariums  are  all  necessary. 

Information  at  the  local  medical  level  is  derived 
from  meeting  notices,  the  monthly  Bulletin,  com- 
mittee reports,  debate  at  meetings  and  minutes  of 
previous  meetings.  At  the  state  level  of  organized 
medicine  you  are  the  recipient  of  a monthly  Jour- 
nal and  interim  mailings  and  have  the  option  as 
well  as  the  obligation  to  attend  the  annual  state 
meeting.  At  the  national  level  a steady  flow  of  in- 
formation is  provided  by  a weekly  Journal,  a News- 
letter, specialty  journals  and  other  publications.  A 
large  annual  and  several  regional  meetings  are 
open  to  interested  members. 

Meeting  attendance  is  paramount.  It  is  only  by 
regular  attendance  that  a member  can  exercise  his 
prerogatives  of  discussion  and  voting  as  well  as 
to  acquaint  himself  with  the  thoughts  and  ideas  of 
others. 

Committee  assignments  are  essential.  In  a large 
organization  it  is  impossible  for  the  total  assembly 
to  debate  in  detail  and  embark  on  fact  finding 
missions.  A committee  can  more  leisurely  explore, 
in  as  much  depth  as  necessary,  a given  topic  and 
reduce  the  idea  with  arguments  pro  and  con  to  a 
written  report  which  then  can  be  evaluated  by  the 


^ Presidential  Address,  Fayette  County  Medical 
Society,  January,  13,  1970. 


membership  at  large,  questioned  as  necessary  and 
a proper  vote  taken.  Committee  work  is  sometimes 
mundane  but  it  is  always  germane.  It  may  be 
laborious  but  it  is  sometimes  glorious. 

The  prompt  payment  of  dues,  tariffs  and  other 
assessed  monies  is  essential  support  of  an  organi- 
zation since  all  need  monies  to  operate  and  pro- 
mote their  goals  and  ideals. 

The  rights  of  membership  have  evolved  under 
a system  known  as  Parliamentary  Law.  Parlia- 
mentary law  is  an  aggregation  of  procedures  and 
ethics  for  working  together  in  groups.  It  has  its 
foundation  in  general  law  and  statutes,  charters 
granted  by  government,  constitution  and  by-laws 
developed  by  a particular  group  and  an  adopted 
parliamentary  authority. 

The  purpose  of  parliamentary  law  is  to  facilitate 
the  transaction  of  business  and  to  insure  equal 
rights  and  privileges  for  all  members.  The  philoso- 
phy of  parliamentary  law  is  constructive.  It  is  not 
to  be  used  to  confuse,  delay  or  otherwise  impede 
the  will  of  the  majority. 

A keystone  of  parliamentary  law  and  indeed 
democracy  is  The  Majority  Rules.  Until  a vote  or 
decision  is  made  there  should  be  free  and  open 
discussion  by  any  and  all.  After  a decision  has  been 
reached  by  due  process,  this  becomes  the  decision 
of  all  members. 

What  are  the  rights  of  individual  members,  what 
responsibilities  do  they  carry  and  what  obligation 
does  the  organization  have  with  regard  to  these 
rights? 

A member  can  expect  to  receive  proper  notice 
of  meetings  and  he  has  the  responsibility  to  heed 
these  and  act  accordingly.  The  society  must  insure 
that  due  notice  is  given;  the  meetings  are  held  in 
an  appropriate  place  and  no  responsible  member 
is  barred  from  participating.  With  particular  ref- 
erence to  special  called  meetings  the  society  must 
follow  the  procedure  of  by-laws  to  insure  that  all 
are  notified  in  sufficient  time  and  proper  fashion. 
The  member  at  such  a meeting  must  confine  his 
discussion  to  that  business  for  which  the  meeting 
has  been  called  and  no  other. 

A member  has  the  responsibility  of  presenting 
motions  at  the  appropriate  time  for  deliberation 
by  the  assembled.  The  society,  in  the  person  of 
the  chair,  must  insure  that  each  member  has  an 
opportunity  to  present  motions,  that  such  motions 
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are  in  order  of  precedence  and  that  motions  are 
discussed  fully  and  dispatched  in  accordance  with 
the  by-laws  and  parliamentary  law. 

A member  has  the  right  and  responsibility  to 
debate  all  issues  on  the  floor.  All  discussion  must 
be  relevant.  He  has  the  right  when  called  upon 
to  present  his  thoughts  and  ideas  in  a logical 
straightforward  fashion  in  a brief  period  of  time 
to  the  assembled.  In  like  fashion  when  others  have 
the  floor  and  are  speaking  to  the  point,  they  have 
the  responsibility  of  remaining  quiet  and  conducting 
themselves  in  a gentlemanly  fashion  so  that  mem- 
bers may  hear  the  full  discussion  and  vote  in- 
telligently. The  chair  has  the  privilege  to  call  upon 
members  of  the  assembly  in  turn  for  their  expression 
of  opinion  and  also  has  the  responsibility  of  en- 
suring that  all  who  wish  to  speak  have  equal 
opportunity. 

Long  dissertations,  not  to  the  point,  boisterous 
conduct  and  vituperation  have  no  place  in  an  open 
forum.  Personal  insults  are  to  be  decried.  Mem- 
bers who  have  invested  their  time  to  attend  should 
not  be  subjected  to  blasphemous  statements  having 
little  or  no  bearing  on  issues  involved.  A motion 
may  be  attacked  vigorously  but  it  is  never  per- 
missable  to  attack  the  character  or  personality 
of  one  who  has  made  a motion  or  debated.  It  is 
the  motion,  not  the  proposer,  that  is  the  subject 
of  debate. 

At  all  times  the  minority  must  be  heard.  The 
chair  must  recognize  and  members  should  heed  the 
words  of  minority  groups.  The  minority  of  today 
may  become  the  majority  of  tomorrow. 

Voting  is  basic  to  a member.  This  is  his  means 
and  mechanism  of  expressing  his  final  opinion  on 
an  issue.  He  may  vote  for  or  against,  or  may 
abstain,  basing  his  decision  on  all  factors  which 
in  his  opinion  have  a bearing.  A member  also  has 
the  right  to  have  his  vote  tallied  correctly,  and 
promptly  to  hear  the  result  of  the  vote.  The 
mechanics  of  voting  must  be  carried  out  in  a fair 
impartial  manner  insuring  the  majority  rule. 

Nomination  is  another  membership  responsibility. 
He  may,  generally  with  the  nominee’s  acknowledge- 
ment, offer  the  name  of  any  person  eligible  for  an 
office.  The  nomination  then  must  be  accepted  by 
the  membership  and  voted  upon  in  due  fashion. 

To  hold  office  is  both  a responsibility  and  a 
privilege.  Any  qualified  member  may  hold  office 
provided  he  has  been  properly  nominated  and  an 


accurate  vote  has  been  taken.  To  serve  under  other 
circumstances  is  foolhardy  both  for  the  officer  and 
the  organization.  In  accepting  office  he  must  con- 
duct himself  with  fairness  and  decorum  at  all  times. 
He  must  complete  his  duties  as  charged  by  the 
society  or  other  officers.  He  must  remind  himself 
at  all  times  of  his  role  and  responsibility  to  those 
who  have  placed  their  faith  and  trust  in  him  by 
electing  him  to  office. 

Additionally  a member  has  the  right  to  inspect 
records  of  the  organization  including  having  avail- 
able a current  copy  of  the  constitution  and  by-laws. 

A member  has  both  the  right  and  responsibility 
to  insist  on  rule  enforcement  and  the  proper  appli- 
cation of  parliamentry  law  by  the  officers.  The 
society  can  not  infringe  on  these  basic  rules  of 
behavior  and  organization. 

Any  member  whose  conduct  or  behavior  is  con- 
sidered less  than  desirable  has  a right  to  a fair 
hearing  so  that  he  may  not  live  with  a smirch  on 
his  record  if  that  be  the  case. 

And  finally  a member  has  the  right  to  resign 
from  an  organization  at  any  time  and  should  do 
so  if  he  is  unable  to  live  by  the  rules  of  the  or- 
ganization or  feels  that  the  purposes  of  his  organi- 
zation no  longer  meet  his  needs. 

Organizational  rights  also  exist.  A group  has 
certain  authority  under  law,  may  change  its  goals 
and  purposes,  may  establish  eligibility  requirements 
governing  member  admission,  may  delegate  author- 
ity within  legal  limits  to  its  officers,  committees 
and  employees,  may  select  committee  members  and 
may  suspend  or  remove  them  for  valid  cause.  An 
organization  must  discipline  or  expel  members  in 
accordance  with  its  laws,  after  fair  hearing.  It  may 
also  hold  property,  and  defend  or  enter  into  litiga- 
tion in  its  own  name  as  incorporated. 

A strong  interrelationship  perforce  exists  be- 
tween members  and  their  organization.  All  members 
should  keep  in  mind  the  goals  of  their  group,  their 
responsibilities  and  their  rights.  An  uninformed,  un- 
interested membership  results  in  a poor  non-vital 
organization  which  may  fall  into  the  hands  of 
unscrupulous  persons  who  will  use  the  society  to 
its  own  ends  and  not  abide  by  the  general  spirit 
of  fairness,  free  discussion  and  majority  rule.  An 
interested  and  vocal  membership  insures  that  or- 
ganizational goals  will  be  attained  and  progress 
made. 

Do  not  let  anyone  or  anything  deprive  you  of  your 
just  rights.  Always  remember  your  responsibilities. 
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HIGHLAND  HOSPITAL 


Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an 
extensive  and  well  organized  activities  program,  including  occupational  therapy,  art  therapy, 
music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treat- 
ment program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs 
of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704-234-3201 
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each  tablet,  capsule  or  eachDonnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


t hyoscyamine  sulfate 

0.1037  mg. 

0.1037  mg. 

0.3111  mg. 

( atropine  sulfate 

0.0194  mg. 

0.0194  mg. 

0.0582  mg. 

( hyoscine  hydrobromide 

0.0065  mg. 

0.0065  mg. 

0.0195  mg. 

( phenobarbital  (%  gr.)  16.2  mg. 

(Warning:  may  be  habit  forming) 

(Vz  gr.)  32.4  mg. 

(%  gr.)  48.6  mg. 

Brief  Summary.  Blurring  of  vision,  dry  mouth,  diffi- 
cult urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


Although  raw  spinach  is  an  excellent  source  of  vitamin  C,  your  patient  would  have  to 
eat  40  pounds  a month  (about  IV3  lbs.  a day)  to  get  as  much  ascorbic  acid  as  is  con- 
tained in  just  one  bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily).  If  the 
spinach  is  cooked,  a person  would  have  to  ingest  more  than  twice  as  much  because 
cooking  destroys  much  of  the  vitamin  C,  and  still  more  is  lost  when  the  liquid  is 
drained  off.  Allbee  with  C also  contains  therapeutic  amounts  of  B-complex  vitamins. 
This  handy  bottle  of  30  capsules  gives  your  patient  a month’s  supply  at  a very 
reasonable  cost.  Also  the  economy  size  of  100.  Available  at  pharmacies  on  your 
prescription  or  recommendation.  a.  H.  Robins  company,  Richmond,  Va.  23220 


Thiamine  mono- 
nitrate (Vit.  B,)  15  mg 

Riboflavin  (Vit.  10  mg 

Pyridoxine  hydro- 
chloride (Vit.  BJ  5 mg 
Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit.  C)  300  mg 


Yes,  KolantyF. 

Kolantyl  Gel/ Wafers  contain 
antacids,  and  Bentyl®  (dicyclomine 
hydrochloride)  too. 
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The  Wm.  S.  Merrell  Company 
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Cincinnati,  Ohio  45215 
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IN  APPRECIATION 
TO 

WALTER  S.  COE,  M.D. 


WHEREAS,  Walter  S.  Coe,  M.D.,  of  Louisville,  Kentucky  served  with  un- 
tiring diligence  as  Book  Review  Editor  of  the  Journal  of  the  Kentucky  Medical 
Association  from  1958  until  1962,  and 

WHEREAS,  he  assumed  the  additional  responsibility  of  serving  as  Assistant 
Editor  of  The  Journal  from  1962  until  1966,  and 

WHEREAS,  in  1966,  he  assumed  the  demanding  position  of  Editor  of  The 
Journal  and  served  with  high  distinction  in  that  position  through  September, 
1970,  and 

WHEREAS,  he  has  served  The  Journal  and  the  Kentucky  Medical  Association 
with  untiring  efforts  for  the  past  twelve  years,  and 

WHEREAS,  he  has  brought  to  The  Journal  of  KMA,  the  same  high  ethical 
and  moral  standards  which  he  exhibits  in  every  phase  of  his  medical  endeavors, 
and 

WHEREAS,  in  addition  to  the  great  service  rendered  to  KMA,  he  has 
served  his  County  Medical  Society  with  sincere  and  devoted  efforts  and  has, 
in  1970,  assumed  the  office  of  President  of  his  Society,  now,  therefore  be  it 

RESOLVED,  that  the  Board  of  Trustees  of  the  Kentucky  Medical  Associa- 
tion hereby  expresses  to  Walter  S.  Coe,  M.D.  its  sincere  thanks  and  deep  and 
lasting  appreciation  for  the  outstanding  service  he  has  performed  for  The 
Journal  of  KMA,  for  the  Kentucky  Medical  Association,  for  his  County  Medical 
Society,  and  for  his  contribution  to  Continuing  Medical  Education,  and  be  it 
further 

RESOLVED,  that  this  resolution  become  an  official  part  of  the  proceedings 
of  the  Board  of  Trustees  of  the  Kentucky  Medical  Association  meeting  at  Louis- 
ville, Kentucky,  August  6,  1970,  and  that  a copy  of  this  Resolution  be  tendered 
to  Doctor  Coe  at  a time  and  place  deemed  appropriate  by  the  Board. 
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A Voice  of  Reason 


For  the  past  12  years  this  Journal  has  been 
blessed  with  Walter  Coe’s  presence  on  its 
editorial  staff,  first  as  Book  Review  Editor, 
then  Assistant  Editor,  and,  for  the  past  four 
years,  as  Editor.  For  those  of  you  throughout 
the  state  who  have  come  to  know  and  appre- 
ciate the  tenor  of  Doctor  Coe’s  writings,  allow 
me  to  fill  in  for  you  a bit  about  the  man  him- 
self. 

In  the  midst  of  almost  universal  unrest  and 
discord,  both  within  and  without  medicine. 
Doctor  Coe  seems  able  to  pursue  his  own  calm 
and  rational  course  without  stridor  or  offense. 

In  potentially  heated  situations  his  quiet  voice 
and  his  smile  of  amusement  (sometimes  at  him- 
self as  well  as  at  the  situation  itself)  persist, 
serving  often  to  help  cool  tempers  and  facilitate 
proper  solutions.  As  a former  full-time  medical 
academician,  he  retains  a touch  of  the  teacher 
in  his  makeup — an  ability  to  see  all  sides  of  a 
problem,  a reluctance  to  jump  to  conclusions,  a 
facility,  even  under  stress,  for  theoretical  con- 
templation rather  than  gut-reaction.  It’s  been 
my  privilege  to  work  with  Doctor  Coe  in  this 

The  Annual 

The  Annual  Meeting  of  the  Kentucky 
Medical  Association  occurring  in  Septem- 
ber is  an  event  that  is  looked  forward  to 
by  many  Kentucky  physicians  and  their  wives. 

This  is  demonstrated  by  the  fact  that  for  a 
number  of  years  a record  percentage  of  Ken- 
tucky physicians  attend  their  State  Meeting. 

The  meeting  this  year  promises  to  be  a good 
one.  The  program  offers  a wide  variety  of  in- 
teresting and  worthwhile  subjects.  The  Tues- 
day morning  session  is  given  to  the  diagnosis 
and  management  of  emergencies.  Psychiatric, 
urologic,  obstetrical  and  vascular  will  be  among 
the  seven  types  of  emergencies  discussed  by 
experienced  physicians  in  each  of  the  areas. 
Tuesday  afternoon  (September  22)  eight  spe- 
cialty groups  will  present  programs.  Here 
again  a great  variety  of  important  subjects  will 
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journalistic  field  and  others  in  the  past  few 
years,  and  it’s  been  a constant  pleasure  for  me 
to  see  him  handle  varying  problems,  from 
medical  student  activism  to  running  a state 
medical  journal  (and  that’s  a real  problem!). 
If  what  I’ve  said  till  now  makes  you  feel  Doc- 
tor Coe  seems  too  quiet,  too  low-pressure  to 
be  a leader — think  again  about  leadership  and 
what  it  really  is.  Although  he  listens,  he  also 
thinks,  develops  his  own  ideas,  and  acts  upon 
them.  He  has  been  President  of  the  Kentucky 
Society  of  Internal  Medicine,  the  Kentucky 
Heart  Association,  and  is  now  President  of  the 
Jefferson  County  Medical  Society,  and  has 
been  most  effective  in  each  position. 

And  so,  a personal  salute  to  Walter  S.  Coe, 
retiring  Editor  of  The  Journal  of  the  Kentucky 
Medical  Association,  on  behalf  of  his  appre- 
ciative co-workers.  That  we  are  not  alone  in  our 
appreciation  is  documented  in  the  resolution 
(opposite  page)  passed  August  6,  1970,  by 
the  Board  of  Trustees  of  KMA. 

Well  done,  Walter. 

Walter  I.  Hume,  Jr.,  M.  D. 

Meeting 

be  discussed  and  those  in  attendance  may 
move  from  one  group  to  another  as  they  wish. 
Wednesday  morning  the  theme  will  be  Cardio- 
Pulmonary  Resuscitation.  All  aspects  of  this 
vital  subject  will  be  presented.  On  Wednesday 
afternoon  following  three  papers  given  to  the 
general  session — the  “Crackerbarrel  Session” 
will  be  presented.  This  session  has  proven  to 
be  popular  in  the  past  and  again  is  offering 
a wide  variety  of  useful  subjects.  The  follow- 
ing morning  (Thursday,  September  24)  the 
two  main  general  themes  will  be  “Industrial 
Medicine”  and  “Tuberculosis”.  The  afternoon 
will  be  occupied  by  the  meetings  of  eight  spe- 
cialty groups. 

A number  of  well-known,  out-of-state  physi- 
cians will  be  participating  in  the  meeting  this 
year.  In  addition  to  the  scientific  sessions  the 
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Women's  Auxiliary  will  hold  its  Annual  Con- 
vention. There  will  be  two  sessions  of  the  KMA 
House  of  Delegates — at  which,  matters  of  im- 
portance to  all  Kentucky  physicians  will  be  dis- 
eussed  and  voted  upon.  There  will  be  meetings 
of  University  of  Louisville  Alumni  and  the  an- 
nual KEMPAC  Seminar.  Some  90  scientific 


and  technical  exhibits  are  to  be  arranged. 

In  addition  to  all  of  this — you  have  the  op- 
portunity in  September,  in  Louisville,  to  greet 
an  old  friend.  This  alone,  should  make  the  trip 
worthwhile. 

Walter  S.  Coe,  M.D. 


Russell  E.  Teague,  M.D. 


A SEVERE  illness  in  the  early  summer 
this  year  precipitated  Doctor  Teague’s 
retirement  as  Commissioner  of  Health 
for  Kentucky,  a position  he  had  held  since 
1956.  It  is  appropriate 
that  we  record  here  an 
expression  of  deep  ap- 
preciation felt  by  the 
physicians  and  the  peo- 
ple of  the  state  for  the 
long  and  faithful  serv- 
ice that  he,  a public 
servant,  has  rendered. 
Wherever  I have  met 
with  Public  Health  of- 
ficials, even  in  remote  areas,  the  mention  of 
him  has  elicited  statements  of  respect  and 
praise  for  his  stature  and  achievements  in  his 
chosen  field. 

Doctor  Teague  is  a native  of  Hopkins  Coun- 
ty. He  received  his  Bachelor’s  degree  from  the 
University  of  Kentucky  in  1925  and  studied 
medicine  at  the  University  of  Louisville  where 
he  graduated  in  1929.  He  obtained  the  degree 
of  Master  of  Public  Health  at  Johns  Hopkins 
University  in  1933,  later  pursuing  studies  in 
epidemiology  at  the  University  of  Michigan 
School  of  Public  Health.  He  is  a Diplomate 
of  the  American  Board  of  Preventive  Medicine 
and  Public  Health. 

He  practiced  medicine  for  a period  in  Bards- 
town  before  becoming  Director  of  the  Wayne 
County  Health  Department  in  1931.  There- 
after he  continued  in  County  Health  work  un- 
til 1940  when  he  came  to  the  State  Depart- 
ment of  Health  as  director  of  Venereal  Disease 
Control  and  later  of  Tuberculosis  Control  until 
1945  when  he  entered  the  U.S.  Public  Health 
service  in  New  York.  He  was  assistant  director 
of  Henry  Phipps  Institute  in  Philadelphia  from 
1946  to  1951  and  Secretary  of  Health  for 
Pennsylvania  from  1951  to  1955  at  which  time 


he  resigned  in  order  to  return  to  Kentucky. 

During  his  extended  period  as  Commis- 
sioner, the  Health  Department  was  moved 
from  Louisville  to  Frankfort;  there  were  re- 
newed efforts  at  Venereal  Disease  and  Tuber- 
culosis Control;  the  personnel  of  the  Depart- 
ment increased  greatly  and  the  facility  was  en- 
larged. The  Medicaid  program  came  into  be- 
ing and  Kentucky  was  among  the  first  states 
to  activate  it;  Doctor  Teague  promoted  its 
supervision  by  the  Department  of  Health, 
keeping  its  control  as  largely  as  possible  in 
physicians’  hands,  which,  with  all  of  its  handi- 
caps, has  proven  to  be  a good  thing  for  the 
state.  He  prepared  and  promoted  the  statewide 
Polio  Vaccination  Program  in  1963-64.  In  the 
past  two  years  he  has  inaugurated  the  pro- 
gram of  Vaccination  against  German  Measles. 
These  activities  have  been  of  inestimable  value 
to  the  health  of  our  people. 

He  has  taught  public  health  on  the  faculties 
of  Harvard  University,  University  of  Pennsyl- 
vania, University  of  Pittsburg,  University  of 
Louisville,  and  University  of  Kentucky,  and 
has  published  many  reports  and  papers  in  this 
specialty.  A member  of  a great  number  of  or- 
ganizations and  committees  of  national  scope, 
he  was  chairman  of  the  Section  on  Preven- 
tive Medicine  of  AMA,  1964-65,  and  presi- 
dent, Association  of  State  and  Territorial 
Health  Officers,  1968.  He  has  received  five 
Distinguished  Service  Awards,  the  latest  being 
the  University  of  Louisville  Distinguished  Hos- 
pital Alumnus  Award  in  1969.  On  May  12, 
1969,  the  University  of  Kentucky  conferred 
upon  him  the  honorary  degree  of  Doctor  of 
Law. 

Doctor  Teague  has  been  secretary  of  the 
State  Board  of  Health  since  1956.  The  Legis- 
lative Research  Council,  which  was  formed 
following  the  1968  session  of  the  Legislature, 
recommended  reorganization  and  enlargement 
(Continued  on  page  621) 


602 


Remember  how  great 
milk  of  magnesia  tasted  ? 


Almost  as  good  as  castor  oil. 

But  now  you  can  spare  the 
taste  buds  and  spoil  the  patient  with  a 
modern  Dulcolax  tablet  or  suppository. 

And  Dulcolax  works  so  pre- 
dictably that  the  time  of  bowel  move- 
ment can  often  be  predicted.  Tablets 
taken  at  night  usually  produce  a bowel 
movement  the  following  morning. 
Suppositories  generally  work  in  15 
minutes  to  an  hour. 


For  preoperative  preparation , 
a combination  of  tablets  at  night  and  a 
suppository  the  next  morning  usually 
cleans  the  bowel  thoroughly. 

Dulcolax  suppositories  may 
be  particularly  helpful  when  straining 
should  be  avoided,  as  in  postoperative 
care.  Keep  in  mind,  however,  that  the 
drug  is  contraindicated  in  the  acute  sur- 
gical abdomen. 

Dulcolax". . . it’s  predictable 

bisacodyl 


^ rlicense  from  Boehringer  Ingelheim  G.m.b.H  & Geigy  Pharmaceuticals,  Division  of  Geigy  Chemical  Corporation.  Ardsley.  New  York  10502  du-7015 
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‘What  she  really  needs,  Doctor,  is  a shot  of  penicillii!! 


Maybe.  Maybe  not.  In  any  case  she  needs  something  to 
control  her  sneezing,  watery  eyes  and  runny  nose.  And  for 
most  children  over  six,  Novahistine®  LP  can  be  depended 
on  to  provide  fast  relief  from  summer  colds  and  allergy. 
These  continuous-release  tablets  have  a vasoconstrictor- 
antihistamine  formulation  that  begins  working  in  minutes, 
then  continues  to  provide  relief  for  hours.  A single  Nova- 
histine LP  tablet,  morning  and  evening,  can  keep  most 


young  patients  free  of  symptoms  all  day  and  all  night.  Us 


with  caution  in  individuals 
with  severe  hypertension, 
diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention. 
Caution  ambulatory  patients 
that  drowsiness  may  result. 


NovahistiiM 

decongestant 

(Each  tablet  contains  25  mg.  of  phenylephri 
hydrochloride  and  4 mg.  of  chlorphenirami 
maleate.) 
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THE  DOW  CHEMICAL  COMPANY  Rx  Pharmaceuticals  Indianapolis 
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JUDGE  ANTIBIOTICfOINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  1/2  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


'NEOSPORI^F' 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


TROCINATE' 

Brand  THIPHENAMIL  HCl 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS— MUCOUS  COLITIS 
...  the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  ...  the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  (J.  Urol. 
73:487-93) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICH-MOND,  VIRGINIA  23217 
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KMA  Annual  Meeting  To  Offer 
Many  Special  Features 

Scientific  sessions  featuring  Kentucky  physicians 
and  prominent  guest  speakers  from  throughout  the 
country  will  be  an  important  highlight  of  the  1970 
Annual  Meeting  September  22-24  in  Louisville. 

Presentations  will  deal  with  such  topics  as  “Emer- 
gencies,” “Cardio-Pulmonary  Resuscitation,”  “Indus- 
trial Medicine”  and  “Tuberculosis.”  A Cracker- 
barrel  Session  on  Wednesday  afternoon  will  consist 
of  informal  discussions  of  many  timely  medical 
topics. 

The  author  of  the  book  At  Your  Own  Risk,  Ralph 
Lee  Smith,  will  be  the  guest  speaker  at  the  President’s 
Luncheon  on  Wednesday,  September  23,  at  11:50. 
Held  in  the  Flag  Room  of  the  Kentucky  Hotel,  the 
Luncheon  will  also  feature  the  presentation  of  KMA 
top  awards. 

An  outstanding  variety  of  technical  and  scientific 
exhibits  will  be  on  display  during  the  three-day  ses- 
sion at  Convention  Center.  Members  will  have  an 
opportunity  to  view  products  of  interest  at  the  30- 
minute  intermissions  scheduled  during  each  general 
and  specialty  session. 

Other  highlights  of  this  year’s  Annual  Meeting  in- 
clude two  sessions  of  the  KMA  House  of  Delegates, 
an  Orientation  program  for  new  KMA  Members, 
the  48th  Annual  Convention  of  the  Women’s  Auxili- 
ary to  KMA,  the  annual  KEMPAC  seminar,  meet- 
ing of  the  16  specialty  group  and  alumni  reunions  of 
the  University  of  Louisville  School  of  Medicine. 

Board  Appoints  Dr.  Hume  Editor; 
Fills  Other  Journal  Positions 

Walter  I.  Hume,  Jr.,  M.D.,  Louisville,  was  elected 
editor  of  The  Journal  o/  the  Kentucky  Medical  As- 
sociation by  the  Board  of  Trustees  at  its  August  6 
meeting.  Doctor  Hume  succeeds  Walter  S.  Coe,  M.D., 
Louisville,  whose  resignation  was  accepted  by  the 
Board  after  having  completed  two  consecutive  terms 
as  Journal  editor.  Doctor  Coe’s  service  as  editor  is 
outlined  in  an  editorial  appearing  in  this  Journal 
on  page  601. 


Doctor  Asman 


Doctor  Overstreet 


Doctor  Smith 


Doctor  Hume  has  served  as  assistant  editor  of 
The  Journal  since  1966.  A 1949  graduate  of  Harvard 
Medical  School,  he  is  a clinical  assistant  professor 
of  surgery  at  the  University  of  Louisville.  Doctor 
Hume  is  the  immediate  past  president  of  the  Jeffer- 
son County  Medical  Society  and  is  chairman  of  the 
KMA  Committee  on  Medical  Education. 

Elected  to  the  position  of  associate  editor  was 
Henry  B.  Asman,  M.D.,  Louisville,  immediate  past 
president  of  KMA.  A 1936  graduate  of  the  Uni- 
versity of  Louisville  School  of  Medicine,  Doctor 
Asman  has  served  as  the  Association’s  vice-presi- 
dent and  secretary  in  previous  years.  This  past  year 
he  has  been  active  as  chairman  of  the  KMA  Ad 
Hoc  Committee  on  Finance. 

The  Board  also  named  Sam  A.  Overstreet,  M.D., 
Louisville,  to  serve  as  assistant  editor.  A former 
Journal  editor  for  eight  years.  Doctor  Overstreet  has 
been  the  associate  editor  since  1966.  Also  a past 
KMA  president.  Doctor  Overstreet  is  an  active 
member  of  the  Southern  Medical  Association  and  the 
.American  College  of  Surgeons. 

Charles  C.  Smith,  Jr.,  M.D.,  Louisville,  will  con- 
tinue to  serve  as  scientific  editor,  a position  he  has 
held  since  1967.  Doctor  Smith  graduated  from  the 
University  of  Louisville  School  of  Medicine  in  1955 
and  has  practiced  internal  medicine  in  Louisville 
since  1962. 


Drs.  Willard,  Bosomworth  Named 
To  New  Posts  At  U.K. 

William  R.  Willard,  M.D.  and  Peter  P.  Bosom- 
worth,  M.D.,  both  of  Lexington,  have  been  named 
to  new  positions  at  the  University  of  Kentucky. 
Doctor  Willard  has  been  appointed  to  a newly 
created  post  as  special  assistant  for  health  affairs 
to  University  president  Otis  A.  Singletary.  Named 
to  succeed  Doctor  Willard,  Doctor  Bosomworth  will 
serve  as  vice-president  in  charge  of  the  Medical 
Center.  Both  will  assume  their  new  duties  on 
October  1. 

After  14  years  as  vice-president  of  the  Medical 
Center,  Doctor  Willard  will  work  closely  with  the 
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U.K.  president  in  all  health  fields — medicine,  dentis- 
try, nursing,  pharmacy  and  the  allied  health  profes- 
sions. 

A graduate  of  Yale  Medical  School,  Doctor  Wil- 
lard was  formerly  dean  of  the  Syracuse  College  of 
Medicine.  He  is  credited  with  the  initial  organiza- 
tion and  staffing  of  the  multi-million  dollar  medical 
center  in  Lexington. 

Doctor  Bosomworth,  who  has  been  a professor 
and  chairman  of  the  department  of  anesthesiology 
at  the  Medical  Center  since  1962,  has  also  been 
associate  dean  for  clinical  affairs  in  the  University 
of  Kentucky  College  of  Medicine. 

A 1955  graduate  of  the  University  of  Cincinnati 
School  of  Medicine,  Doctor  Bosomworth  was  the 
1969  recipient  of  the  KMA  Faculty  Scientific 
Achievement  Award  which  is  presented  annually 
during  the  KMA  Annual  Meeting  to  a faculty  mem- 
ber of  each  of  the  two  medical  schools  in  the  state. 

Action  Taken  on  201  Items 
At  AMA  Annual  Session 

The  AMA  House  of  Delegates  considered  a record 
volume  of  business  during  the  1970  Annual  Con- 
vention of  the  Association  held  June  21-25  in  Chi- 
cago. Two  hundred  and  one  items  of  business  were 
considered,  including  61  reports  and  140  resolutions. 

Wesley  W.  Hall,  M.D.,  of  Reno,  Nev.,  was  chosen 
president-elect.  KMA's  candidate  Robert  C.  Long, 
M.D.,  Louisville,  lost  his  president-elect  bid  by  a 
close  vote  on  the  third  ballot.  Doctor  Hall  will  be- 
come the  126th  AMA  president  at  the  Annual  Con- 
vention, June,  1971,  in  Atlantic  City. 


In  other  actions  of  the  House,  a much-debated 
statement  on  abortion  was  passed  and  membership 
dues  were  raised  to  $110  to  help  finance  needed 
programs. 

In  addition  to  business  actions,  the  delegates  to 
the  House  and  other  members  of  the  Association 
heard  outgoing  President  Gerald  D.  Dorman,  M.D., 
present  a challenge  to  attain  and  maintain  a specific 
minimum  health  standard  of  “a  healthy  child  and  a 
healthy  mother.”  AMA  President  Walter  C.  Borne- 
meier,  M.D.,  in  his  inaugural  address,  called  for 
greater  emphasis  on  patient  care  through  an  over- 
haul of  medical  education  and  training. 

AMA  Judicial  Council  Sponsors 
Congress  on  Medical  Ethics 

An  investigation  into  the  problems  of  medical 
ethics  in  the  1970’s  will  be  conducted  during  the 
Third  National  Congress  on  Medical  Ethics  in  Chi- 
cago, September  19-20. 

Sponsored  by  the  Judicial  Council  of  the  Ameri- 
can Medical  Association,  the  biennial  conference 
will  be  held  at  the  Ambassador  West  Hotel  and  is 
open  to  physicians  and  to  students  of  ethics. 

A conference  highlight  will  be  a mock  hearing 
before  a simulated  county  medical  society  ethics 
committee.  Acting  as  committee  members  will  be 
Vincent  Sarley,  M.D.,  Chicago;  B.  G.  Mitchell, 
M.D.,  Memphis;  and  John  A.  Naber,  M.D.,  South- 
gate,  Ky. 

For  further  information  write  the  Department  of 
Medical  Ethics,  AMA,  535  North  Dearborn,  Chi- 
cago, 111.  60610. 


1970  Golf  Tournament  To  Be  Held  Sept.  23  at  Hurstbourne 


Arrangements  have  been  made  to  hold  the  1970 
Golf  Tournament  at  Hurstbourne  Country  Club  in 
Louisville  on  Wednesday,  September  23.  An  annual 
event,  the  tournament  is  being  held  again  this  year 
during  the  KMA  Annual  Meeting.  The  country  club 
will  be  open  that  day  to  KMA  members  entering 


the  tournament,  according  to  Donald  Ware,  M.D., 
secretary  of  the  Golf  Association. 

Participants  may  tee  off  after  12:00  noon  and 
may  make  up  their  own  foursomes.  KMA  members 
desiring  to  play  in  this  year’s  tournament  must  sub- 
mit their  fees  and  application  forms  prior  to  the 
registration  deadline  of  September  21. 


APPLICATION  FORM 
Golf  Tournament 

Please  complete  and  return  immediately  to:  Donald  L.  Ware,  M.D. 

750  Medical  Towers  South 
Louisville,  Kentucky  40202 


Name  

Address  i (Town)  

Amount  enclosed  ($10  fee)  ($8— green  fee;  $2 — prizes) 

TOURNAMENT  WILL  BE  HELD  WEDNESDAY,  SEPTEMBER  23 
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I love  my  family. 

I adore  this  house. 

My  in-la^  are  great. 

The  neighbors  are  wonderful. 


mephentermine  sullalel  are  desirable.  Allergic  or 
idiosyncratic  reactions  are  rare,  bet  such  reactrons, 
sometrmes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no 
previous  contact  with  meprobamate  Previous 
history  ol  allergy  may  or  may  not  be  related  to 
incidence  ol  reactions.  Mild  reactions  are 
characterired  by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  confined  to 
groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral 
edema  and  lever  have  been  reported.  One  fatal 
case  of  bullous  dermatitis  following  intermittent  use 
of  meprobamate  with  prednisolone  has  been 
reported.  If  allergic  reaction  occurs,  meprobamate 
should  be  slopped  and  not  reinsliluted.  Severe 
reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  |1  fatal  easel, 
anaphylaxis,  stomatitis  and  proctitis  fl  case)  and 
hyperthermia  Treat  symptomatically  as  with 
epinephrine,  antihistamine  and  possibly  hydro- 
cortisone. Aplastic  anemia  |1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely,  almost 
always  in  presence  of  known  toxic  agents.  A few 
cases  ol  leukopenia,  usually  transient,  have  been 
reported  on  continuous  administration. 

Meprobamate  may  sometimes  precipitate  grand 
mal  attacks  in  patients  susceptible  to  both  grand . 


and  petit  mal.  Extremely  large  doses  can  produce 
rhythmic  last  activity  In  the  cortical  pattern. 
Impairment  of  accommodation  and  visual  acuity  has 
been  reported  rarely.  After  excessive  dosage  lor 
weeks  or  months,  withdraw  gradually  (1  or  2 weeks) 
to  avoid  recurrence  of  pretreatment  symptoms 
linsomnia,  severe  anxiety,  anorexia).  Abrupt 
discontinuance  of  excessive  doses  has  sometimes 
resulted  m vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures.  Prescribe 
very  cautiously  and  in  small  amounts  tor  patients 
with  suicidal  tendencies  Suicidal  attempts  have 
resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have 
resulted  in  prompt  sleep,  reduction  ol  blood 
pressure,  pulse  and  respiralory  rates  to  basal 
levels,  ami  occasionally  hyperventilation.  Treat 
with  immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants  and  pressor 
amines  as  indicated).  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition.  Tablets,  200  mg,  and  400  mg, 
meprobamate.  Coated  Tablets,  WYSEALS* 

EQUANIL  (meprobamate) 400  mg,  (All  tablels  also 
available  in  REDIPAK-  [strip  pack),  Wyeth, ) 
Continuous-Release  Capsules,  EQUANIL  L-A 
lmeprobamale)400mg. 


Indications:  For  use  in  management  of  anxiety  and 
tension  occurring  alone  or  as  accompanying 
symptom  complex  to  medical  and  surgical  disorders 
and  procedures.  Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and  related 
muscle-relaxant  properties 

Contraindications  WkXoi'i  ot  sensitivity  to 
meprobamate 

Important  Precautions,  Carefully  supervise  dose 
and  amounts  prescribed,  especially  tor  patients 
prone  to  overdose  themselves.  Excessive  prolonged 
use  has  been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as  alcoholics, 
ex-addicts,  and  other  severe  psychoneurotics 
After  prolonged  excessive  dosage,  reduce  dosage 
gradually  to  avoid  possibly  severe  withdrawal 
reactions  Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epileptiform 
seizures. 

Warn  patients  ol  possible  reduced  alcohol  tolerance, 
with  resultant  slowing  ol  reaction  time  and 
impairment  of  judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual 
disturbance  occurs:  if  persistent,  patients  should 
not  operate  vehicles  or  dangerous  machinery. 

Side  Elfecis  include  drowsiness,  usually  transient; 
if  persistent  and  associated  with  ataxia,  usually 
responds  to  dose  reduction;  occasionally 
concomitant  CNS  stimulants  famphetamine. 


The  young  homemaker;*: 
her  underlying  anxiety  t 
and  tension  can  surface  v 
and  intensify  under  the 
continuous  stress  of  : 
rearing  a growing  family. 
Especially  when  she’s 
confined  to  the  home  and 
its  environs  so  much. 

You  can  help  her  over 
the  rough  spots  with 
reassurance  and  counsel. 
Equanil  can  help  relieve 
tension,  ease  anxiety— 
with  little  risk  of  serious 
side  effects.  Time  and 
experience  will  probably 
do  the  rest. 


Equanil 

(meprobamate] 

Wyeth  Laboratories  T7irT7? 
Philadelphia,  Pa.  ' 


^hoto  professionally  posed 


Medical  Groups  Plan  Meetings 
During  KMA  Annual  Session 

Several  miscellaneous  meetings  have  been  planned 
before  and  during  the  KMA  Annual  Session.  The 
time,  date  and  place  of  meetings  scheduled  at  press 
time  are  listed  below. 


12:30  p.m. 


8:00  a.m. 
8:30  a.m. 
9:00  a.m. 
12:30  p.m. 
2:00  p.m. 

6:00  p.m. 


7:30  a.m. 


11:30  a.m. 


12:00  noon 

5:30- 
7:15  p.m. 

5:30  p.m. 

5:30  p.m. 
6:00  p.m. 
6:30  p.m. 

6:30  p.m. 
6:30  p.m. 

7:30  a.m. 


Sunday,  September  20 

KMA  Board  of  Trustees,  Luncheon 
meeting.  Parlor  A.  Kentucky  Hotel 

Monday,  September  21 

KMA  Awards  Committee,  Breakfast. 
Room  203,  Kentucky  Hotel 
Orientation  Program,  New  KMA  Mem- 
bers, Mirror  Room,  Kentucky  Hotel 
KMA  House  of  Delegates  Meeting,  Ter- 
race Room,  Kentucky  Hotel 
Reference  Committee  Chairmen,  Lunch- 
eon, Room  317,  Kentucky  Hotel 
Six  Reference  Committee  meetings.  Par- 
lors A,  B,  C & D and  Rooms  203  and 
204,  Kentucky  Hotel 
KEMPAC  Reception,  (Sponsored  by  the 
University  of  Louisville  Medical  School 
Alumni  Association),  Seminar,  and  Ban- 
quet, Flag  Room,  Kentucky  Hotel 

Tuesday,  September  22 

Executive  Committee,  Kentucky  Obstet- 
rical and  Gynecologic  Society,  Breakfast, 
Room  205,  Kentucky  Hotel 
Executive  Committee,  Kentucky  Chapter, 
American  Academy  of  Pediatrics,  Lunch- 
eon meeting.  Room  317,  Kentucky  Hotel 
KMA  Board  of  Trustees,  Luncheon 
meeting,  Parlor  A,  Kentucky  Hotel 

KMA — Woman’s  Auxiliary  Reception, 
Mirror  Room,  Kentucky  Hotel 
Kentucky  Psychiatric  Association,  Social 
Hour  and  Dinner,  Parlors  B & C,  Ken- 
tucky Hotel 

Kentucky  Society  of  Anesthesiologists, 
Social  Hour,  Ship  Room,  Kentucky  Hotel 
Kentucky  Urological  Society,  Social  Hour 
and  Dinner,  Oak  Room,  Sheraton  Hotel 
University  of  Louisville  School  of  Medi- 
cine Class  of  1935  Reunion,  Social  Hour 
and  Dinner,  Big  Springs  Country  Club 
Kentucky  Chapter,  American  College  of 
Chest  Physicians  and  Kentucky  Thoracic 
Society,  Social  Hour  and  Dinner,  Stouf- 
fer’s  Inn 

Kentucky  Chapter,  American  Academy 
of  Pediatrics,  Social  Hour  and  Dinner, 
Executive  Inn 

Wednesday,  September  23 

Kentucky  Society  for  the  Prevention  of 
Blindness  Medical  Advisory  Committee, 
Breakfast  meeting.  Parlor  B,  Kentucky 
Hotel 


7:30  a.m. 

9:00  a.m. 
1 1:50  a.m. 
5:00  p.m. 
5:45  p.m. 
6:00  p.m. 
7:00  p.m. 


Kentucky  Academy  of  General  Practice, 
Insurance  Commission,  Breakfast  meet- 
ing, Room  204,  Kentucky  Hotel 
State  Board  of  Health  meeting.  Room 
317,  Kentucky  Hotel 
President’s  Luncheon,  Flag  Room,  Ken- 
tucky Hotel 

Board  of  Trustees  meeting.  Parlor  B, 
Kentucky  Hotel 

Board  of  Trustees,  Dinner,  Parlor  A, 
Kentucky  Hotel 

House  of  Delegates  Subscription  Dinner, 
Terrace  Room,  Kentucky  Hotel 
House  of  Delegates,  Terrace  Room, 
Kentucky  Hotel 


Thursday,  September  24 

7:00  a.m.  MEA  Liaison  Committee,  Breakfast. 
Room  203,  Kentucky  Hotel 

7:30  a.m.  TB  Panel,  Breakfast,  Room  202,  Ken- 
tucky Hotel 

11:00  a.m.  Kentucky  Chapter,  American  College  of 
Surgeons,  Luncheon  meeting.  Parlor  B, 
Kentucky  Hotel 

12:00  noon  KMA  Board  of  Trustees,  Luncheon,  Par- 
lor A,  Kentucky  Hotel 

12:00  noon  Kentucky  Association  of  Public  Health 
Physicians,  Luncheon  meeting.  Room 
317,  Kentucky  Hotel 

12:00  noon  Kentucky  Society  of  Pathologists,  Lunch- 
Luncheon,  Parlor  C,  Kentucky  Hotel 

12:00  noon  Kentucky  EEN&T  Society,  President’s 
Luncheon,  The  Old  House 

12:15  p.m.  Kentucky  Industrial  Medical  Association, 
Luncheon  meeting.  Suite  1510,  Ken- 
tucky Hotel 

6:30  p.m.  Kentucky  EEN&T,  Social  Hour  and 
Dinner,  Executive  Inn 


Ky.  Pharmacists  Elect  Rolfsen; 
Install  Taylor  As  President 

Richard  H.  Rolfsen,  R.  Ph.,  Fort  Wright,  was  cho- 
sen as  president-elect  of  the  Kentucky  Pharmaceutical 
Association,  at  its  93rd  Annual 
Convention,  held  July  19-22  in 
Covington.  Rolfsen  will  succeed 
Joe  D.  Taylor,  R.  Ph.,  Glasgow, 
who  was  installed  as  president. 


A 1952  graduate  of  the  Uni- 
versity of  Cincinnati  College  of 
Pharmacy,  Rolfsen  is  a former 
Mr.  Rolfsen  vice-president  of  the  Kentucky 
Pharmaceutical  Association  and  has  served  on  the 
Association’s  Board  of  Directors  since  1964. 

Rolfsen  is  a past  president  and  chairman  of  the 
Board  of  the  Northern  Kentucky  Pharmacists  As- 
sociation. He  is  also  a member  of  the  Kentucky 
Council  on  Pharmaceutical  Education. 
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Menrium  treats 
toe  menopausal 
symptoms 

that  bother  him 


fi^Roche 

LABORATORIES 

Division  ot  Hotfmann  Ld  Roche  Inc. 
Nuliey.  New  Jersey  07H0 


His  wife  has  a lot  of  different 
menopausal  symptoms,  but  only  a few 
really  irritate  him.  Her  hot  flashes,  her 
vertigo,  her  palpitations — that’s  her 
problem.  What  really  bothers  him  is 
her  nervousness,  her  irritability  and 
her  excessive  anxiety,  often  expressed 
by  endless  “book-shuffling,  chain- 
smoking, reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
vertigo,  palpitations  in  most 
menopausal  women.  Menrium 
provides  the  well-known  antianxiety 
action  of  chlordiazepoxide  (Librium®) 
and  water-soluble  esterihed  estrogens. 
It  therefore  relieves  more  symptoms 
than  either  component  separately. 

It  takes  care  of  the  vasomotor 
symptoms  as  well  as  the  emotional 
symptoms.  This  means  the  symptoms 
that  bother  his  wife  most.  And  the 
symptoms  that  irritate  him  most. 

So,  to  help  them  both  get  through 
her  menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HCl.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEC  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


MenriurnLTLD 


5 mg  chlordiazepoxide 


5 mg  chlordiazepoxide 


10  mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esteri&d  estrogens 


AMA  Annual  Meeting  Attended  by  96  Kentucky  Physicians 


Ninety-six  physicians  represented  Kentucky  at  the  Association  June  21-25  in  Chicago.  The  AMA  regis- 

119th  Annual  Convention  of  the  American  Medical  tration  records  show  that  the  following  Kentucky 

physicians  attended  the  Convention: 


LOUISVILLE 

John  D.  Allen,  Jr.,  AA.D. 

John  W.  Ambach,  M.D. 

W.  Austin  Bloch,  M.D. 

Warren  W.  Borsch,  M.D. 
Charles  G.  Bryant,  M.D. 
Norman  K.  Cohen,  M.D. 

David  M.  Cox,  M.D. 

M.  R.  Cronen,  M.D. 

James  W.  Davis,  M.D. 

Elbert  L.  Dennis,  M.D. 

Lewis  Fine,  M.D. 

James  R.  Flautt,  Jr.,  M.D. 
Hoyt  D.  Gardner,  M.D. 

J.  Thomas  Giannini,  M.D. 
Norman  Glazer,  M.D. 

Joseph  L.  Goldstein,  M.D. 

Cecil  L.  Grumbles,  M.D. 
Raymone  Heitz,  M.D. 

David  L.  Hill,  M.D. 

William  K.  Keller,  M.D. 
Nathan  Levene,  M.D. 

Robert  C.  Long,  M.D. 

Marvin  A.  Lucas,  M.D. 

Robert  W.  Lykins,  M.D. 
Gaston  N.  Maya,  M.D. 
Maurice  Nataro,  M.D. 

James  E.  Parker,  M.D. 

Aaron  Rabb,  M.D. 

Frank  Radmacher,  Jr.,  M.D. 

J.  A.  W.  Richardson,  M.D. 

W.  Fielding  Rubel,  M.D. 
William  T.  Rumage  Jr.,  M.D. 
Joseph  E.  Sadtier,  M.D. 


Napoleon  A.  Saliba,  M.D. 

S.  Randolph  Scheen,  M.D. 

William  W.  Spalding,  M.D. 

Frank  M.  Stites,  M.D. 

Carroll  L.  Witten,  M.D. 

William  E.  Yancey,  M.D. 

LEXINGTON 

James  W.  Bard,  M.D. 

Lester  R.  Bryant,  M.D. 

Louis  D.  Dubilier,  M.D. 

Joseph  Hamburg,  M.D. 

David  A.  Hull,  M.D. 

V.  A.  Jackson,  M.D. 

Coleman  C.  Johnston,  M.D. 

Paul  Mandelstam,  M.D. 

Edward  H.  Ray,  Jr.,  M.D. 

Lloyd  F.  Redick,  M.D. 

David  B.  Stevens,  M.D. 

Wellington  B.  Stewart,  M.D. 

Borys  Surawicz,  M.D. 

Sumiko  Tsukamura,  M.D. 

William  R.  Willard,  M.D. 

Jonathan  D.  Wirtschafter,  M.D. 

OTHER  CITIES 

John  C.  Bishop,  M.D.,  Fort  Knox 
Chester  M.  Blanton,  M.D.,  Paducah 
George  F.  Brockman  III,  M.D.,  Greenville 
William  H.  Bryant,  M.D.,  Glasgow 
James  C.  Cantrill,  M.D.,  Georgetown 
Eugene  A.  Castle,  M.D.,  Madisonville 
Walter  L.  Cawood,  M.D.,  Ashland 


Phyllis  D.  Corbitt,  M.D.,  Wilmore 
Terry  L.  Davis,  M.D.,  Bowling  Green 
Anthony  Di  Flumen,  M.D.,  Fort  Knox 
Eulius  S.  Downs,  M.D.,  Middlesboro 
David  D.  Drye,  M.D.,  Bradfordsville 
Elizabeth  P.  Fleming,  M.D.,  Paris 
William  C.  Gardner,  M.D.,  Madisonville 
William  W.  Hall,  M.D.,  Owensboro 
Daryl  P.  Harvey,  M.D.,  Glasgow 
Lee  C.  Hess,  M.D.,  Florence 
Anne  H.  Hopwood,  M.D.,  Owensboro 
Charles  C.  Kissinger,  M.D.,  Henderson 
Onofre  B.  Llaneza,  M.D.,  Fort  Campbell 
Robert  T.  Longshore,  M.D.,  Covington 
Merle  M.  Mahr,  M.D.,  Madisonville 
William  I.  Mariencheck,  M.D.,  Fort  Knox 
John  S.  McIntyre,  M.D.,  Fort  Campbell 
Earl  P.  Oliver,  M.D.,  Scottsville 
Martin  B.  Popp,  M.D.,  Fort  Thomas 
John  C.  Quertermous,  M.D.,  Murray 
Fred  C.  Rainey,  M.D.,  Elizabethtown 
Charles  C.  Rutledge,  M.D.,  Hazard 
William  M.  Savage,  M.D.,  Maysville 
Frank  K.  Sewell,  M.D.,  Mount  Sterling 
Harold  B.  Simms,  M.D.,  Springfield 
Dixie  Snider,  M.D.,  Springfield 
John  J.  Sonne,  M.D.,  Bardstown 
Donald  M.  Stevens,  M.D.,  Highland  Heights 
William  Lee  Tyler,  M.D.,  Owensboro 
Frank  Vinicor,  M.D.,  Fort  Knox 
L.  H.  Wagers,  M.D.,  Hazard 
Paul  M.  Walstad,  M.D.,  Harlan 
Ira  F.  Wheeler,  M.D.,  Oneida 
Frank  L.  Yarbrough,  M.D.,  Owensboro 


Free  TB  Tests  To  Be  Available 
At  KMA  Annual  Meeting 

Mantoux  tuberculin  tests  will  be  available  to  physi- 
cians and  visitors  to  the  KMA  Annual  Meeting, 
September  22,  23  and  24,  at  the  Convention  Center 
in  Louisville. 

The  tests  are  to  help  promote  the  use  of  prophy- 
lactic drugs  among  persons  with  large  reactions  as  a 
means  of  eradicating  tuberculosis,  according  to 
Richard  B.  McElvein,  M.D.,  Lexington,  vice-presi- 
dent of  the  Kentucky  TB  and  Respiratory  Disease 
Association. 

The  free  tests,  sponsored  by  the  Kentucky  Thoracic 
Society  and  the  State  Department  of  Health’s  Divi- 
sion of  Tuberculosis,  will  be  given  adjacent  to  an 
exhibit  on  tuberculosis  which  will  be  situated  in  the 
Scientific  Exhibit  Hall.  The  booth  will  be  staffed 
by  the  Health  Department’s  TB  project  nurses. 


Billing  Practice  Rules  Set 

The  Judicial  Council  of  the  Kentucky  Medical 
Association  at  a recent  meeting  decided  to  note  in 
The  Journal  and  the  Communicator  the  following 
ruling  on  billing  practices  made  by  the  Council: 
(1)  that  a physician  who  is  acting  as  a “collecting 


agent”  for  a hospital  may  not  bill  the  third  party 
for  an  anesthetic  administered  by  a nurse  unless  he 
has  personal  knowledge  of  it  or  the  operating  surgeon 
has  signed  either  the  anesthesia  report  or  the  an- 
esthesia block  on  the  claim  form  and  (2)  that  under 
AMA  Res.  71,  physicians  who  use  outside  labora- 
tories must,  when  billing  the  patient,  show  the  name 
of  the  laboratory  and  the  amount  of  the  laboratory’s 
charge  to  the  physician  and  state  separately  any  ad- 
ditional charge  which  the  physician  makes  in  con- 
nection with  the  laboratory  service. 

Mrs.  Betty  Hall  Joins 
KMA  Journal  Staff 

Robert  G.  Cox,  managing  editor  of  The  Journal 
of  KMA,  has  announced  that  Mrs.  Betty  Hall, 
Louisville,  has  joined  The  Journal  staff  as  assistant 
managing  editor. 

Mrs.  Hall,  a 1952  graduate  of  the  University  of 
Louisville,  will  replace  Mrs.  Diane  Maxey,  who  has 
held  this  position  since  July,  1969. 

An  English  major  in  college,  Mrs.  Hall  served 
as  editor-in-chief,  news  editor  and  feature  writer  of 
the  Cardinal,  the  University  of  Louisville  news- 
paper, while  she  attended  there.  She  has  since  done 
journalism  work  for  the  Kentucky  Rural  Electric 
Cooperative  Corporation. 
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Drip  stopped,  Congestion  cleared 


For  upper  respiratory  allergies  and  infections,  up  to 
12  hours  clear  breathing  on  one  tablet.  Dimetapp 
Extentabs®  does  an  outstanding  job  of  helping  to  clear 
up  the  stuffiness,  drip  and  congestion  of  colds  and  up- 
per respiratory  allergies  and  infections.  Each  Extentab 
keeps  working  up  to  12  hours.  And  for  most  patients 
drowsiness  or  overstimulation  is  unlikely. 
INDICATIONS:  Dimetapp  is  indicated  for  symptomatic 
relief  of  the  allergic  manifestations  of  respiratory  ill- 
nesses, such  as  the  common  cold  and  bronchial  asthma, 
seasonal  allergies,  rhinitis,  conjunctivitis,  and  otitis. 
CONTRAINDICATIONS:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 


PRECAUTIONS:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engaging  in 
operations  requiring  alertness.  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascular  diseases  or 
hypertension.  SIDE  EFFECTS:  Hypersensitivity  reac- 
tions including  skin  rashes,  urticaria,  hypotension  and 
thrombocytopenia,  have  been  reported  on  rare  occa- 
sions. Drowsiness,  lassitude,  nausea,  giddiness,  dry- 
ness of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered.  /J-H-DOBINS 
DOSAGE:1  Extentab  morning  and  eve-  l\ 

ning. SUPPLIED: Bottlesof  100  and  500.  Sichmond!%a° "3220 

Dimetapp 

Extentabs 

Oimetanev^  (brompheniramine  maleate),  12  mg.;  phenyl- 
ephrine HCI.  15  mg.;  phenylpropanolamine  HCI,  15  mg. 


Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  stmethkone 


Good  taste  = patient  acceptance 
Relieves  G,l.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


PHARMACEUTICALS  Pasadena,  Calif.  91 109 


Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


Physician-Population  Ratio  of  Kentucky  Counties  Noted  for  1970 


The  Rural  Kentucky  Medical  Scholarship  Fund, 
in  determining  the  “critical”  and  “semi-critical” 
counties  of  Kentucky,  in  terms  of  physician-popula- 
tion ratio,  have  used  the  preliminary  1970  census 
figures  in  drawing  the  following  statistics. 

In  the  United  States  the  physician-population  ratio 
is  one  physician  to  every  630  persons.  The  Kentucky 


average  is  one  physician  to  every  1,022  persons. 

It  should  be  noted  that  the  statistics  include,  not 
only  practicing  physicians,  but  also  those  physicians 
in  government  facilities,  teaching  institutions,  hospi- 
tals, etc.  The  only  physicians  excluded  in  the  figures 
are  interns  and  public  health  officers. 


1970 

1960 

July,  1970* 

1970  Physician- 

County 

Population 

Population 

Physician  Population 

Population  Ratio 

Category 

Adair 

12,749 

14,699 

6 

2,125 

C 

Allen 

12,393 

12,269 

5 

2,479 

C 

Anderson 

9,231 

8,618 

4 

2,308 

C 

Ballard 

7,969 

8,291 

3 

2,656 

C 

Barren 

27,676 

28,303 

22 

1,258 

B 

Bath 

9,041 

9,114 

4 

2,260 

c 

Bell 

31,604 

35,336 

28 

1,130 

B 

Boone 

32,272 

21,940 

17 

1,898 

C 

Bourbon 

18,035 

18,178 

12 

1,515 

C 

Boyd 

50,838 

52,163 

61 

833 

A 

Boyle 

20,351 

21,257 

28 

727 

A 

Bracken 

7,025 

7,422 

2 

3,514 

C 

Breathitt 

13,863 

15,490 

6 

2,610 

C 

Breckinridge 

14,369 

14,734 

6 

2,394 

C 

Bullitt 

25,002 

15,726 

5 

5,000 

D 

Butler 

9,432 

9,586 

1 

9,432 

E 

Caldwell 

12,603 

13,073 

6 

2,100 

C 

Calloway 

27,206 

20,972 

19 

1,432 

c 

Campbell 

88,149 

86,803 

62 

1,422 

C 

Carlisle 

5,230 

5,608 

2 

2,615 

c 

Carroll 

8,387 

7,978 

5 

1,677 

c 

Carter 

19,496 

20,817 

2 

9,745 

E 

Casey 

12,608 

14,327 

4 

3,152 

c 

Christian 

55,539 

56,904 

61 

933 

A 

Clark 

24,473 

21,075 

13 

1,883 

C 

Clay 

17,601 

20,748 

6 

2,933 

c 

Clinton 

7,704 

8,886 

2 

3,852 

D 

Crittenden 

8,253 

8,648 

1 

8,253 

E 

Cumberland 

6,681 

7,835 

2 

3,341 

c 

Daviess 

78,327 

70,588 

72 

1,088 

B 

Edmonson 

8,482 

8,085 

2 

4,241 

D 

Elliott 

5,721 

6,330 

2 

2,861 

c 

Estill 

12,526 

12,466 

3 

4,175 

0 

Fayette 

172,927 

131,906 

562 

308 

A 

Fleming 

10,398 

10,393 

3 

3,466 

C 

Floyd 

34,751 

41,642 

22 

1,534 

c 

Franklin 

32,749 

29,421 

36 

909 

A 

Fulton 

10,132 

1 1,256 

9 

1,126 

B 

Gallatin 

3,992 

3,867 

1 

3,992 

D 

Garrard 

9,31 1 

9,747 

2 

4,655 

D 

Grant 

9,485 

9,489 

4 

2,741 

c 

Graves 

30,745 

30,021 

17 

1,809 

c 

Grayson 

15,880 

15,834 

7 

2,91 1 

c 

Green 

9,970 

11,249 

7 

1,424 

c 

Greenup 

33,200 

29,238 

9 

3,688 

D 

Hancock 

6,832 

5,330 

2 

3,416 

c 

Hardin 

76,614 

67,789 

46 

1,668 

c 

Harlan 

35,596 

51,107 

49 

728 

A 

Harrison 

13,959 

13,704 

9 

1,552 

c 

Hart 

13,448 

14,1 19 

6 

2,261 

c 

Henderson 

35,329 

33,519 

30 

1,177 

B 

Henry 

10,593 

10,987 

3 

3,531 

c 

Hickman 

5,874 

6,747 

2 

2,937 

c 

Hopkins 

37,090 

38,458 

53 

700 

A 

Jackson 

9,796 

10,677 

1 

9,796 

E 

Jefferson 

689,975 

610,947 

1,01 1 

673 

Jessamine 

16,760 

13,625 

4 

4,190 

[) 

Johnson 

16,845 

19,748 

1 1 

1 ,531 

Q 

Kenton 

128,655 

120,700 

126 

1 ,021 

B 

Knott 

Knox 

15,306 

23,547 

17,362 

25,258 

2 

9 

7,653 
2,61  6 

E 

Larue 

10,566 

10,346 

4 

2,642 

Q 

Laurel 

26,913 

24,901 

1 1 

2,447 

c 

Lawrence 

10,407 

12,134 

10 

1,041 

B 

Lee 

6,400 

7,420 

1 

6,400 

E 
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County 

1970 

Population 

1960 

Population 

July,  1970* 
Physician 
Population 

1970  Physician 
Population  Ratio 

Cotegory** 

Leslie 

1 1,383 

10,941 

5 

2,277 

c 

Letcher 

22,590 

30,102 

18 

1,255 

B 

Lewis 

12,176 

13,115 

2 

6,088 

E 

Lincoln 

16,053 

16,503 

3 

5,351 

D 

Livingston 

7,391 

7,029 

4 

1,848 

C 

Logan 

21,501 

20,896 

1 1 

1,955 

c 

Lyon 

5,126 

5,924 

4 

1,281 

B 

McCracken 

58,571 

57,306 

77 

761 

A 

McCreary 

12,201 

12,463 

2 

6,101 

E 

McLean 

8,789 

9,355 

4 

2,197 

C 

Madison 

43,629 

33,482 

26 

1,680 

C 

Magoffin 

9,782 

11,156 

4 

2,446 

C 

Marion 

16,064 

16,887 

9 

1,785 

c 

Marshall 

19,639 

16,736 

10 

1,964 

c 

Martin 

9,150 

10,201 

3 

3,050 

c 

Mason 

17,157 

18,454 

15 

1,144 

B 

Meade 

17,948 

18,938 

2 

8,974 

E 

Menifee 

3,936 

4,276 

0 

3,936 

D 

Mercer 

15,716 

14,596 

1 1 

1,429 

C 

Metcalfe 

7,797 

8,367 

2 

3,899 

D 

Monroe 

1 1,353 

1 1 ,799 

8 

1,419 

C 

Montgomery 

15,226 

13,461 

10 

1,523 

C 

Morgan 

9,736 

11,056 

3 

3,245 

c 

Muhlenberg 

27,074 

27,791 

13 

2,083 

c 

Nelson 

23,167 

22,168 

10 

2,317 

c 

Nicholas 

6,379 

6,677 

3 

2,126 

c 

Ohio 

18,213 

17,725 

10 

1,821 

c 

Oldham 

14,104 

13,388 

10 

1,410 

c 

Owen 

7,248 

8,237 

2 

3,624 

c 

Owsley 

4,839 

5,369 

1 

4,839 

D 

Pendleton 

9,722 

9,968 

2 

4,861 

D 

Perry 

24,373 

34,961 

18 

1,354 

B 

Pike 

58,876 

68,264 

59 

999 

B 

Powell 

7,630 

6,674 

1 

7,630 

E 

Pulaski 

34,541 

34,403 

29 

1,189 

B 

Robertson 

2,094 

2,443 

0 

2,094 

C 

Rockcastle 

12,054 

12,334 

2 

6,027 

D 

Rowan 

16,364 

12,808 

1 1 

1,488 

C 

Russell 

10,279 

1 1 ,076 

3 

3,426 

c 

Scott 

18,073 

15,376 

7 

2,582 

c 

Shelby 

18,869 

18,493 

7 

2,695 

c 

Simpson 

12,542 

11,548 

7 

1,792 

c 

Spencer 

5,414 

5,680 

3 

1,805 

c 

Taylor 

16,898 

16,285 

7 

2,414 

c 

Todd 

10,761 

1 1 ,364 

3 

3,587 

c 

Trigg 

8,397 

8,870 

6 

1,399 

B 

Trimble 

5,114 

5,102 

2 

2,557 

c 

Union 

15,587 

14,537 

4 

3,897 

D 

Warren 

53,916 

45,491 

54 

998 

A 

Washington 

10,533 

11,168 

4 

2,633 

C 

Wayne 

13,911 

14,700 

5 

2,782 

c 

Webster 

12,765 

14,244 

4 

3,191 

c 

Whitley 

23,501 

25,815 

21 

1,1  19 

B 

Wolfe 

5,347 

6,534 

2 

2,673 

c 

Woodford 

14,121 

11,913 

9 

1,569 

c 

* Physician  figures 

obtained  from  July 

1,  1970,  report 

submitted  by  Kentucky 

State  Medical  Licensure  Program. 

**  Category  Explanation: 


A — 10  counties  with  highest  physician-population  ratio. 

(A  — 308  - 998) 

B — 11th  through  25th  counties  with  next  to  highest  physician-population  ratio. 
(B  — 999  - 1,397) 

C — 70  counties  in  middle  classification  category. 

(C — 1,398  - 3,624) 

0 — 1 1 th  through  25th  counties  next  to  lowest  in  physician-population  ratio. 
(D  — 3,688  - 5,351) 

E — 10  counties  with  lowest  physician-populaton  ratio. 

(E  — 6,027-  9,796) 


Bennett  L.  Crowder  II,  M.D.  is  now  practicing  gen- 
eral and  thoracic  surgery  in  Hopkinsville.  He  re- 
ceived his  M.D.  at  the  University  of  Tennessee  in 
1961.  After  completing  his  residency  at  the  Mayo 
Graduate  School  of  Medicine,  he  served  with  the 
U.S.  Army  for  two  years. 


Charles  K.  Davis,  Jr,,  M.D.  is  now  in  association 
with  William  H.  Hosbach,  M.D.,  in  Paducah. 
Doctor  Davis  graduated  in  1964  from  Vanderbilt 
University,  then  took  his  internship  and  residency  at 
Vanderbilt  University  Hospital.  He  specializes  in 
general,  thoracic  and  vascular  surgery. 


618 


Tepanir  Ten -fa 

(diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the ‘nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  ConcurrenHy  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionoily  unstoble  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  then  the  amphetamines,  use  with  greet  caution  in 
poHents  with  severe  hypertension  or  severe  cordiovasculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potentiol  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuotion  of  therapy,  un- 
pteosont  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  Incidence.  As  Is  charocterlstic  of  sympathomimetic  agents,  it  may 
occosionolly  cause  CNS  effects  such  as  Insomnia,  nervousness,  dizziness,  onxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cordio- 
vascular  effects  reported  include  ones  such  os  tochycordio,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  chonges  in  the  ECG  of  a healthy  young  mole  after  Ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  os  rash, 
urticaria,  ecchymosis,  and  erythema.  Gostro/ntest/nof  effects  such  os  diarrheo, 
constipation,  nausea.  Vomiting,  and  abdominal  discomfort  hove  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  eoch  of  bone  marrow 
depression,  agranulocytosis,  ond  leukopenia.  A variety  of  miscelioneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  comploints  such  os  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hoir  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  toblet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL;  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meols.  If  desired,  on  odditionol  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  oge  is  not 
recommended.  t-oosa  / i/7o  / u.s.  patent  no.  j.ooi.sio 
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THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfote,  260  mg.,  Amlnophylllne,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  Its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA.  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 
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Review  of  Thyroid  Nodules^— Albert  and  Jewell 

(Continued  from  page  584) 
carcinoma.  As  yet,  no  procedure  has  made 
much  difference  in  patients  with  anaplastic 
carcinoma. 

It  is  probably  worthwhile  to  treat  the  patient 
with  pure  and  mixed  papillary  carcinoma  with 
thyroid  post-operatively  to  suppress  thyroid 
stimulating  hormone.  This  effect  has  been 
shown  to  have  beneficial  effect  on  metastases. 

Even  when  disease  is  left  after  surgery,  the 
growth  is  slow  and  survival  long.  Consequent- 
ly, this  necessitates  a long  observation  period 
to  judge  the  prognosis  of  this  tumor  and  to 
rule  out  any  residual  or  recurrent  carcinoma. 

Summary 

A series  of  133  cases  of  thyroid  nodules,  of 
which  25  were  carcinoma,  is  reviewed.  The 
incidence  of  carcinoma  is  near  20  per  cent.  One 
half  of  the  men  with  thyroid  nodules  had  thy- 
roid carcinoma.  When  the  thyroid  nodule  was 
associated  with  palpable  cervical  lymph  nodes, 
the  probability  of  thyroid  carcinoma  proved  to 
be  very  high. 
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Russell  E.  Teague,  M.D. 

(Continued  from  page  602) 
of  this  Board  and  a detailed  recommendation 
was  prepared  by  KMA,  but  no  action  was 
taken  during  the  1970  legislative  session.  The 
Constitution  and  functions  of  the  Board  there- 
fore remain  the  same  as  before.  Much  thought 
was  given  by  this  Board  during  the  past  year 
toward  the  selection  of  a successor  to  the  of- 
fice of  Commissioner  of  Health  upon  Doctor 


Teague’s  anticipated  retirement.  A careful 
screening  of  every  qualified  Public  Health 
Specialist  in  Kentucky  was  made.  Finally  Wil- 
liam P.  McElwain,  M.D.,  was  selected.  During 
Doctor  Teague’s  disability,  with  the  endorse- 
ment of  Governor  Nunn,  Doctor  McElwain 
was  appointed  acting  Commissioner  until 
September  1,  1970,  when  he  became  Commis- 
sioner of  Health. 

We  commend  Doctor  Teague  on  a long  and 
highly  effective  service  to  society,  and  in  par- 
ticular, to  every  citizen  of  Kentucky.  In  his 
retirement  he  must  surely  reflect  with  a justifi- 
able pride  and  satisfaction  upon  a useful  and 
distinguished  career.  It  is  hoped  that  he  may 
vet  be  available  as  a consultant  so  that  he  may 
help  in  the  perplexing  situations  that  will  con- 
tinue to  confront  us.  During  the  past  14  years 
he  has  rendered  a magnificent  service  to  our 
people. 

Sam  a.  Overstreet,  M.D. 


D.  L.  Bergmann,  M.D.  is  now  practicing  in  as- 
sociation with  James  L.  Carpenter,  M.D.,  Mayfield. 

1963  graduate  of  the  University  of  Tennessee, 
Doctor  Bergmann  specializes  in  urology. 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louts.  Missouri  63102 


621 


KENTUCKY  MEDICAL  ASSOCIATION 

BOARD  OF  TRUSTEES  — 1969-1970 

Officers 

President WALTER  L.  CAWOOD, 

1200  Bath  Ave.,  Ashland  (606)  325-1665  

Pres.-Elect  JOHN  C.  QUERTERMOUS, 

205  S.  8th  St.,  Murray  (502)  753-5161  

Immediate  Past  Pres HENRY  B.  ASMAN, 

1169  Eastern  Pkwy.,  Louisville  (502)  454-4649  ... 

Vice-Pres DAVID  A.  HULL, 

2368  Nicholasville  Rd.,  Lexington  (606)  277-571  1 

Secretary S.  RANDOLPH  SCHEEN, 

1249  Medical  Arts  Bldg.,  Louisville  (502)  451-1661 

Treasurer KEITH  P.  SMITH, 

Medical  Arts  Building,  Corbin  (606)  528-321  1 . . . . 

Speaker,  House  of  Delegates  ..RICHARD  F.  GREATHOUSE, 

5 Triangle  Cen.,  Louisville  (502)  458-3219  

Vice-Speaker CARL  COOPER,  JR.,  Bedford  (502)  255-3282  

Chairman,  Board  of  Trustees  . . .WILLIAM  W.  HALL, 

Mayfair  Square,  Owensboro  (502)  684-6255  . . . . 

Vice-Chairman  THORNTON  E.  BRYAN,  JR., 

Cadiz  Clinic,  Cadiz  (502)  522-6673  


1970 

1971 
1970 

1970 

1972 
1972 

1971 
1971 

1970 

1970 


Delegates  to  the  A.M.A. 

J.  THOS.  GIANNINI,  464  Medical  Towers  South,  Louisville  (502)  583-2766  . .Jan.  1969-Dec.  1970 
CHAS.  G.  BRYANT,  (Alt.)  1169  Eastern  Pkwy.,  Louisville  (502)  452-1558  ..Jan.  1969-Dec.  1970 


GEORGE  F.  BROCKMAN,  2 East  Main  Cross,  Greenville  (502)  338-3660  ...Jan.  1970-Dec.  1971 

DARYL  P.  HARVEY,  (Alt.)  Glasgow  (502)  651-2133  Jan.  1970-Dec.  1971 
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Achrocidin®  Tablets  and  Syrup 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastroiniesiinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  S/c//i— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  dose-related  rise  in 

BUN.  Hypersensitivity  /-eact/'o/ii— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 
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anxiety: 
the  tyrant 


Excessive  anxiety  can  often  dominate  the  patient  made 
vulnerable  by  illness,  surgery,  prolonged  emotional  stress.  It  can 
induce  or  aggravate  symptoms,  disrupt  medical  management, 
divert  energy  the  patient  needs  for  recovery. 

The  antianxiety  action  of  Librium®  (chlordiazepoxide  HCD— 
used  adjunctively  or  alone— has  demonstrated  clinical 
usefulness  in  virtually  every  field  of  medical  practice  where 
anxiety  complicates  the  patient's  condition. 


for  the  patient 
ruled  by  anxiety 

Librium® 

(chlordiazepoxide 
HCl)  5-mg,  10-mg, 
25-mg  capsules 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  re- 
ported on  recommended  doses,  use 
caution  in  administering  to  addiction- 


prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  dis- 
, continuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  1 0 mg  or  less 
per  day)  to  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  funcfion.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence 
of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective 


measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 
ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges 
In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may 
appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocyto- 
sis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
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Yes,  KolantyF. 

Kolantyl  Gel/ Wafers  contain 
antacids,  and  Bentyl®  (dicyclomine 
hydrochloride)  too. 
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BSP^  DISPOSABLE  UNIT 


HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


DISPOSABLE,  ECONOMICAL  UNIT 


The  Bromsulphalein  test  is  a 
convenient,  sensitive,  reliable  test  of 
liver  function. 

The  precalibrated  syringe  contained 
in  the  BSP  Disposable  Unit  makes 


weight  calculations  unnecessary, 
providing  proper  dosage  regardless  of 
patient-weight.  Each  unit  contains 
complete  directions  for  use,  precautions 
and  contraindications. 


HYNSON, 
WESTCOTT 
DUNNING,  INC. 


The  all-inclusive  BSP  Disposable  Unit 
provides  economic  unit  dispensing. 

Complete  literature  available  on 
request. 


Baltimore,  Maryland  21201 
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A urinary  tract 
infection  was 
eliminated  last  week 


:estinal  monilial  overgrowth 
has  appeared 
this  week 


■ ^JT" 


For  women  who  are  diabetic  or  debilitated,  oral  antibiotic 
therapy  often  sets  the  stage  for  monilial  overgrowth  in  the 
intestine. 

When  you  anticipate  such  a problem,  take  action  with 
DECLOSTATIN  300.  It  combines  the  broad-spectrum  potency 
of  demethylchlortetracycline  with  the  antifungal  effectiveness 
of  nystatin -it  helps  avoid  monilial  take-over.  Experience  has 
shown  DECLOSTATIN  to  be  highly  useful  for  many  women 
patients;  individual  culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

It  doesn’t  let  monilia  begin 
where  bacteria  end. 

Deciostatin  300 


I 


/ 

1 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN®  Demethylchlortetracycline.  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracycl  ines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 
cycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


Demethylchlortetracycline  HCI  300  mg  and 

Nystatin  500,000  units  Capsule-Shaped  Tablets  Lederle 

intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects.- Gastrointestinal  system -anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin  — 
maculopapular  and  erythematous  rashes;  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity;  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney  — rise  in  BUN,  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
-urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth-dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b.i.d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 
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MESSAGE 
FROM  THE 
PRESIDENT 


Delivery  Of  Medical  Care 

In  the  June  25  issue  of  the  New  England  Journal  of  Medicine,  Mr.  Walter  . 
McNerney,  president  of  the  American  Blue  Cross  Association,  had  this  to  si 
about  the  regimentation  of  physicians  to  relieve  the  problem  of  delivery  f 
health  care:  “Although  the  mood  of  the  new  phase  will  rest  on  a great  deal  f 
local  initiative,  some  BOLD  NEW  INTERVENTIONS  FROM  WASHINGTC 1 
will  be  needed  to  solve  depressed  area  problems  with  reasonable  dispatch;  1: 
example,  through  SELECTIVE  SERVICE  ASSIGNMENTS  or  domestic  pea: 
corps  programs  built  around  neighborhood  centers  liberally  supported  by  fede  I 
money.  The  accumulated  deficit  (in  health  delivery)  is  that  great.” 

Mr.  McNerney  has  a wide  audience  and  is  listened  to  with  respect  by  sui 
health  planners  as  the  committee  consisting  of  the  late  Walter  Reuther,  a 1 
Senators  Ted  Kennedy,  John  Sherman  Cooper,  et  al.  This  committee,  like  ma 
other  sources,  disregards  the  resultant,  certain  chaos  for  the  sake  of  making  th  ■ 
plan  into  law. 

However,  an  encouraging  note  was  sounded  from  a surprising  quarter — frn 
the  office  of  the  assistant  secretary  of  HEW.  In  an  interview  for  Americi 
Medical  News,  Roger  Egeberg,  M.D.,  in  stating  that  HEW’s  “plan”  was  to  jt 
ready  for  NHI  rather  than  to  offer  it  to  the  people,  (as  if  everyone  has  alrea  ^ 
conceded  its  inevitability),  further  says:  “If  doctors  were  dominoes  and  if  yi 
had  all  the  nurses  and  other  assistants  you  need,  you  could  say:  we’re  goi; 
to  offer  national  health  insurance.  But  doctors  are  not  dominoes,  and  you’re  rt 
going  to  change  the  pattern  of  life  behavior  of  many  doctors  over  50  or  t. 
And  an  awful  lot  of  doctors  are  over  the  age  55 — they  don’t  get  into  practi: 
until  their  middle  30’s.”  He  observed,  too,  “I  would  say  that  80  per  cent  of  t: 
doctors,  who  perhaps  are  earning  more  money  than  others  would  like  to  see  the : 
make,  are  earning  it  at  a rate  that  isn’t  a lot  higher  than  that  of  a plumber.  They  : 
earning  it  by  working  75  and  80  hours  a week.” 

Thank  you  Doctor  Egeberg. 
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Now  you  can  lower  the  risk  of 
insulin  error  when  your  patient  is 
home . . . and  alone 
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color-coded  caps  and  numbers- 
red  for  U40,  green  for  U80 


easy-to-hold,  easy-to-handle— 
even  for  child  diabetics  with 
small  hands  or  adults  with  stiff 
fingers 


pocket-or-purse  portable- 
sturdy  from  tip  to  top 

single-scale 
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scale 


low  cost— barely  pennies  higher 
than  old-fashioned  disposable 
needles  without  syringe  . . . 
about  as  low  as  a cup  of  coffee 


its  single-scale— U40  or  U80— 
minimizes  the  risk  of  measure- 
ment errors.  Your  patient  can't 
read  the  wrong  scale. 


big  numbers,  wide  spaces  for 
easy  reading 
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From  the  files  of  the 

COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  12-68.  This  43  year  old  married  white, 
gravida  8,  para  7,  was  under  the  care  of  a pri- 
vate physician.  She  had  had  regular  prenatal 
visits.  EDC  was  June  26,  1968.  She  was  Rh  + ; hem- 
atocrit was  37  per  cent.  Weight  gain  during  this 
pregnancy  was  1 1 pounds.  Her  other  pregnancies  were 
cared  for  by  another  physician  who  had  died. 

She  was  admitted  to  the  hospital  at  4:15  a.m. 
July  10,  1968.  Vaginal  bleeding  occurred  at  home 
with  the  passing  of  some  clots.  She  was  examined 
and  found  not  to  be  in  labor.  The  cervix  was  not 
dilated  and  no  bleeding  was  observed.  Later  that 
day  she  again  had  some  vaginal  bleeding;  the  abdo- 
men remained  soft,  non-tender;  and  the  fetal  heart 
tones  were  good.  The  bleeding  continued;  the  amount 
wasn't  stated.  At  9 p.m.  a decision  was  made  to 
induce  labor.  She  received  “thytuitary  extract”  sub- 
cutaneously. Contractions  began  and  at  10:10  p.m. 
she  was  taken  to  the  delivery  room  three  fingers 
dilated  with  bulging  membranes.  The  membranes 
were  ruptured  artificially;  following  this  there  was 
a large  amount  of  bleeding.  A diagnosis  of  abruptio 
placentae  was  made.  Examination  revealed  the  fetal 
vertex  at  a high  station.  The  fetal  heart  was  quite 
slow  and  irregular.  It  was  decided  to  attempt  an 
internal  podalic  version  and  breech  extraction.  This 
was  accomplished  under  chloroform  anesthesia  with 
considerable  difficulty.  The  infant  was  delivered  at 
10:42  p.m.  weighing  eight  pounds,  ten  ounces.  Initial- 
ly it  was  slow  to  breathe.  However,  it  did  well  follow- 
ing resuscitation.  An  Erb’s  palsy  of  the  right  arm  was 
present  and  the  baby  was  transferred  to  another 
hospital  for  treatment. 

Blood  lost  during  delivery  was  great.  Blood  pres- 
sure dropped  precipitously  after  the  delivery  and  an 
intravenous  drip  with  oxytocin  was  started;  oxygen 
was  administered.  The  patient  did  poorly.  A cut- 
down  was  performed,  but  functioned  poorly  due 
to  vascular  collapse.  She  received  Wyamine,  Cora- 
mine  and  continuous  oxygen  by  positive  pressure. 
However,  blood  pressure  remained  low,  less  than 
forty  mm.  of  mercury,  and  in  spite  of  attempts  to 
administer  fluids,  blood  and  pressor  substances,  she 
expired  at  1:20  a.m.  July  11,  1968. 

There  was  no  autopsy.  The  cause  of  death  was 
listed  as  pulmonary  embolus. 

Comment 

The  Committee  considered  this  case  an  obstetrical 
preventable  maternal  mortality  with  preventable  fac- 
tors on  the  part  of  the  physician.  The  first  pre- 
ventable factor  discussed  by  the  Committee  was 
the  poor  judgement  in  attempting  internal  podalic 


version  in  this  situation,  with  a high  fetal  vertex,  a 
large  infant,  and  an  incompletely  dilated  cervix. 
Another  factor  was  inadequate  fluid  and  blood 
replacement  at  the  time  of  the  delivery,  to  prevent 
the  subsequent  shock  that  occurred.  The  blood  loss 
was  described  as  “great.”  Although  the  cause  of 
death  is  listed  as  pulmonary  embolus,  it  was  felt 
by  the  Committee  that  this  was  a case  of  exsangui- 
nation  from  a vaginal  laceration  or  uterine  rupture. 
This  again  shows  the  value  of  autopsy,  for  we  can’t 
be  certain  without  one.  However,  this  patient  should 
have  been  properly  examined  both  vaginally  and 
abdominally  to  determine  if  blood  were  present  in 
the  peritoneal  cavity. 

Internal  podalic  version  has  been  relegated  to  the 
rare  case  in  obstetrics  today.  Perhaps  the  only  indica- 
tions for  internal  podalic  version  are  in  the  second 
twin  when  the  cervix  is  completely  dilated,  or  pos- 
sibly with  a small  premature  or  immature  infant 
that  has  little  chance  of  survival.  Not  only  is  the 
potential  harm  to  an  infant  great,  but  a high  inci- 
dence of  maternal  damage  occurs.  Difficult  and 
traumatic  manipulation  under  anesthesia  are  neces- 
sary to  perform  a version  on  a large  infant.  This 
results  in  a high  incidence  of  cervical,  uterine  and 
vaginal  lacerations.  The  Committee  therefore  felt 
that  Cesarean  Section  was  the  method  that  should 
have  been  used  to  deliver  this  infant  when  abruptio 
placentae  was  diagnosed  and  the  decision  for  de- 
livery made.  This  would  have  been  far  safer  for  both 
mother  and  infant. 

Postpartum  hemorrhage  remains  a leading  cause 
of  obstetrical  morbidity  and  mortality.  This  case 
again  emphasizes  what  numerous  studies  have  shown. 
There  is  ample  time  to  rescue  the  patient  undergoing 
profuse  bleeding.  This  patient  was  delivered  at  10:42 
p.m.  and  did  not  die  until  1:20  a.m.  Over  two  hours 
of  time  were  available  to  institute  proper  therapy. 
Beechami  showed  in  his  study  of  52  deaths  occurring 
from  post  partum  hemorrhage  in  Philadelphia  that 
the  average  interval  between  delivery  and  death  was 
5 hours  and  20  minutes.  Only  six  patients  died  with- 
in two  hours  of  delivery  and  no  one  died  within 
one  and  one-half  hours  of  delivery.  In  these  cases, 
as  in  the  present  case,  there  was  time  for  proper 
diagnosis  and  intensive  treatment.  Frequently,  as 
probably  occurred  in  this  case,  the  blood  loss  was 
not  appreciated;  but  when  hypotension  occurs  post- 
partum blood  loss,  whether  internal  or  external, 
must  be  properly  diagnosed,  ruled  in  or  out,  and 
appropriate  measures  undertaken. 

References 

1.  Beecham.  C.  T.:  Postpartum  Hemorrhage  as  a Cause  of 
Death;  Am.  J.  OBGYN.  32:2S8,  1939. 
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When  irritable  colon  feels  like  this 


The  blowfish,  a small  speci' 
ol  fish,  reacts  to  stress  la- 
Iright  by  puffinK  itsell  upw 
air.  After  about  a dozen 
noisy  gulirs  the  belly  is  batt^ 
shaped  and  hard.  When 
replaced  in  the  waterthe  a 
(luickly  expelled,  and 
the  fish  sinks  to  the  bottom 


•in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 


□ belladonna  alkaloids— for  the  hyper- 
active bowel  □ simethicone  — for  ac- 
companying distension  and  pain  due  to 
gas  □phenobarbital— for  associated 
anxiety  and  tension 

Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 


belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 
nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  1 Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED^ 

antispasmodic/sedative/antiflatulent 
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Mrs.  Charles  E.  Hornaday,  Owensboro, 
was  installed  as  president  of  the  Woman’s 
Auxiliary  to  KM  A during  the  Annual 
Meeting,  September  22  - 24.  She  will  he 
writing  the  “A  Link  in  the  Chain”  page 
for  the  Journal  during  the  1970-71 
oi  ganizational  year. 


Mrs.  Hornaday 
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auxiliary  program  is  not  planned  simply  by  intuition.  A national  auxiliary 
I program  development  committee,  created  in  1966,  works  closely  with  AMA. 

It  studies  current,  past,  and  proposed  auxiliary  activities,  evaluating  them  as  to 
timeliness,  need,  and  continuing  concerns  of  AMA,  and  demonstrated  interest  of 
state  auxiliaries.  It  recommends  to  the  Board  of  Directors  the  course  our  national 
auxiliary  should  follow,  what  phases  of  our  work  should  be  emphasized,  what 
programs  may  have  outlived  their  usefulness  and  should  be  phased  out,  and  what 
activities  might  be  added.  The  committee  seeks  to  draw  needed  information  from 
knowledgeable  people,  both  in  and  out  of  the  auxiliary. 

The  plan  results  in  broad  guidelines  being  set  up  which  individual  states  are 
invited  to  follow;  however,  each  state  is  encouraged  to  interpret  auxiliary  work  in 
terms  of  local  needs. 

In  Kentucky  we  have  tried  to  formulate  a program  with  built-in  flexibility.  We 
encourage  suggestions  and  criticism.  The  three  immediate  past  presidents  of  KMA 
are  our  advisors. 

KMA  is  the  reason  for  our  existence.  It  is  our  pleasure  to  work  with  you. 

Mrs.  Charles  E.  Hornaday,  President 
Woman’s  Auxiliary  to  KMA 
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works  on  the  appetite 
not  on  the ‘nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  In  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Wormng:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
potients  with  severe  hypertension  or  severe  cordiovasculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnoncy  unless  potential  benefits  outweigh  potentlol  risks. 
Advorto  Rooctions:  Rorely  severe  enough  to  require  discontlnuotion  of  theropy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
In  relatively  low  incidence.  As  Is  characteristic  of  sympathomimetic  agents,  It  may 
occasionally  couse  CNS  effects  such  as  Insomnia,  nervousness,  dizziness,  anxiety, 


end  jitteriness.  In  controst,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  os  tochycardlo,  precordlal  pain, 
arrhythmia,  palpitotion,  and  increosed  blood  pressure.  One  published  report 
described  T-wove  chonges  In  the  ECG  of  a healthy  young  mole  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  on  Isoloted  experience,  which  has  not  been 
reported  by  others.  A/fergic  phenomena  reported  Include  such  conditions  as  rash, 
urticoria,  ecchymosis,  and  erythema.  Gostrointestinof  effects  such  as  dlarrheo, 
constipation,  nausea.  Vomiting,  ond  abdominol  discomfort  hove  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reoctions  hove  been  reported  by  physicians.  These  Include  complaints  such  os  dry 
mouth,  heodache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreosed 
libido,  dysurio,  and  polyurio. 

Convenience  of  two  dosoge  forms:  TEPANIL  Ten-tab  tablets;  One  75  mg.  tablet 
doily,  swallowed  whole.  In  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  toblet  three 
times  daily,  one  hour  before  meals.  If  desired,  on  odditlonaf  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended.  t-oo«a  / t/7o  / u.s.  patent  no.  s.oof.sto 
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unwelcome  bedfellow  tor  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed foblet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicase  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upan  retiring.  Where  necessary, 
dosage  may  be  increased  ta  one  tablet  following  the  evening  meol 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 
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Medical  Progress 


Renal  Hypertension 

Robert  G.  Luke,  M.D.* 


In  every  patient  with  hypertension  the  prac- 
titioner is  faced  with  the  question,  “Is  this 
hypertension  renal  in  origin?”  Some,  indeed, 
believe  that  renal  mechanisms  underlie  hyper- 
tension in  all  patients;  and  there  are  subtle 
changes  in  renal  function  in  “essential  hyper- 
tension”; but  whether  these  constitute  cause  or 
effect  remains  to  be  established.  From  experi- 
mental work  two  mechanisms  of  renal  hyper- 
tension can  be  invoked:  (1)  production  by  the 
kidney  of  pressor  substances  such  as  renin 
(2)  failure  of  physiological  renal  mechanisms 
which  lower  systemic  blood  pressure  (a  renal 
medullary  vasodepressor  substance  is  under 
active  investigation).  Hypertension  may  also 
be  accentuated  in  some  patients  by  renal  re- 
tention of  sodium  and  water. 

From  the  practical  viewpoint  renal  hyper- 
tension can  be  divided  into:  (1)  hypertension 
secondary  to  bilateral  parenchymatous  renal 
disease,  such  as  chronic  glomerulonephritis, 
chronic  pyelonephritis  and  polycystic  kidneys 
and  (2)  renovascular  hypertension,  which  can 
be  defined  as  hypertension  caused  by  occlusive 
disease  of  the  renal  arterial  vasculature,  which 
is  potentially  curable  by  either  reconstructive 
vascular  surgery  or  by  nephrectomy.  It  is  of 
major  importance  to  the  patient  that  these  be 
clearly  differentiated. 

Renal  Hypertension  Secondary  to  Bilateral 
Parenchymatous  Renal  Disease 

Although  surgery  cannot  cure  this  type  of 
renal  hypertension,  the  underlying  diagnosis 
should  be  established.  This  type  of  hypertension 
is  common  in  young  patients;  indeed,  certainly 
in  the  white  population,  it  may  be  the  most 


^Associate  Professor;  Director,  Renal  Division,  De- 
partment of  Medicine,  College  of  Medicine,  Univer- 
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common  cause  of  hypertension  seen  in  the 
young.  Even  slight  hypertension  may  be  the 
presenting  feature  which  leads  to  the  diagnosis 
of  underlying  chronic  renal  disease.  There  may 
be  a family  history  of  polycystic  kidneys  or  a 
past  history  of  acute  glomerulonephritis,  or  of 
symptoms  suggestive  of  urinary  tract  infection. 
Frequently,  however,  there  is  no  helpful  his- 
tory. Polycystic  kidneys  may  be  palpable,  al- 
though, in  the  early  stages  of  the  disease,  diag- 
nosis may  depend  on  an  intravenous  pyelo- 
gram.  Urinalysis  is  of  great  importance:  chronic 
glomerulonephritis  is  always  associated  with 
significant  proteinuria  and  usually  with  red  cells 
and  granular  casts;  whereas  patients  with 
chronic  pyelonephritis  may  have  no,  or  mini- 
mal, proteinuria,  with  pyuria  and  white  cell 
casts.  With  polycystic  kidneys  the  only  ab- 
normality in  the  urine  may  be  microscopic 
hematuria;  proteinuria  may  or  may  not  be 
present.  There  are  now  new  methods  of  treat- 
ment of  chronic  glomerulonephritis  and,  unless 
the  disease  is  end-stage  with  very  severe  im- 
pairment of  renal  function,  renal  biopsy  is 
usually  indicated  to  determine  prognosis  and 
treatment.  Patients  with  urinary  tract  infection 
need  a full  urological  assessment  to  exclude 
congenital  or  obstructive  disease  of  the  pelvis, 
ureter,  bladder,  or  urethra.  While  there  is  no 
specific  treatment  for  polycystic  kidney  disease 
these  patients  should  be  followed  carefully  for 
superimposed  urinary  tract  infection  and  for 
hypertension  and  other  complications  of  chron- 
ic renal  disease,  so  that  effective  and  early 
treatment  can  be  instituted. 

Successful  treatment  of  the  underlying  bi- 
lateral renal  disease  may  be  associated  with 
amelioration  or  cure  of  the  hypertension.  For 
example,  patients  with  glomerulonephritis  sec- 
ondary to  systemic  lupus  erythematosis  often 
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respond  to  prednisone  and  or  azathioprine  with 
improvement  in  renal  function  and  subsequent 
improvement  in  hypertension.  This  is  also  true 
of  some  patients  with  polyarteritis  nodosa,  but 
scleroderma  and  the  associated  hypertension  is 
usually  resistant  to  treatment. 

Even  when  there  is  no  specific  treatment 
available  for  the  underlying  renal  disease,  hy- 
pertension complicating  bilateral  renal  disease 
should  be  detected  early  and  treated.  Such 
hypertension  more  commonly  goes  cn  into  a 
malignant  phase  than  does  essential  hyper- 
tension; further  a “vicious  circle”  hypertension 
is  soon  set  up  whereby  hypertension  damages 
the  renal  vasculature,  producing  further  renal 
ischemia,  which  in  turn  produces  more  severe 
hypertension.  Thiazide  diuretics  are  reasonably 
effective  when  renal  function  is  not  too  im- 
paired, but  when  the  serum  creatinine  rises 
above  4 to  5 mg/ 100  ml  they  are  often  less 
effective.  Restriction  of  dietary  salt  is  usually 
indicated.  If  the  hypertension  is  associated  with 
sodium  and  water  retention  with  edema,  more 
powerful  diuretics,  such  as  furosemide,  have 
to  be  employed  to  obtain  natriuresis  when 
glomerular  filtration  rate  is  markedly  depressed 
(<20  ml/min,  BUN  > 50  mg/100  ml).  In 
my  experience,  methyldopa  is  the  best  drug 
for  treatment  of  this  type  of  renal  hypertension. 
If  the  BUN  is  above  about  60  mg/ 100  ml,  the 
initial  dosage  employed  should  be  less  than  is 
usual  (starting  with  125  mg  twice  daily),  as 
methyldopa  is  more  potent  in  some  patients 
with  renal  failure  than  in  patients  with  normal 
renal  function.  Hydralazine  can  also  be  used 
but,  in  the  long  term,  it  is  more  often  associ- 
ated with  side  effects,  such  as  nausea  and 
vomiting. 

It  is  sometimes  difficult  to  differentiate 
primary  renal  disease  with  secondary  hyper- 
tension from  essential  hypertension  with  renal 
impairment  due  to  nephrosclerosis.  If  the  pa- 
tient is  relatively  young,  and  has  only  moderate 
hypertension  which  has  been  present  for  no 
more  than  a few  years,  significant  proteinuria 
usually  implies  primary  renal  disease.  However, 
if  the  patient  has  long  standing  hypertension, 
especially  in  the  older  age  groups,  nephro- 
sclerosis is  likely.  Malignant  hypertension,  re- 
gardless of  cause,  is  commonly  associated  with 
renal  impairment  and  proteinuria,  which  is 
sometimes  quite  severe,  even  in  the  absence  of 
primary  renal  disease. 
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Malignant  hypertension  should  always  be 
treated  vigorously,  even  when  renal  function  is 
severely  impaired.  Every  effort  should  be  made 
to  keep  the  diastolic  blood  pressure  in  the  90 
to  100  mm  Hg  range.  When  malignant  hyper- 
tension is  associated  with  acute  severe  impair- 
ment of  renal  function,  peritoneal  or  hemo- 
dialysis can  justifiably  be  employed  for  a few 
weeks,  to  determine  if  reduction  of  blood  pres- 
sure can  allow  healing  of  hypertensive  vascular 
renal  lesions,  and  so  permit  some  improvement 
in  renal  function.  When  renal  function  is  ir- 
reversibly compromised  the  patient  should  be 
considered,  where  appropriate,  for  chronic 
dialysis  and/or  renal  transplantation;  malignant 
hypertension  is  not  a contraindication,  by 
itself,  to  either  of  these  methods  of  treatment. 
Regular  dialysis  treatment,  together  with  rigid 
salt  and  water  restriction,  controls  malignant 
hypertension  in  about  80%  of  patients;  in  the 
remaining  20%  bilateral  nephrectomy  may  be 
required  in  order  to  obtain  control  of  the 
blood  pressure.  Plasma  renin  levels  are  usual- 
ly exceptionally  high  in  this  latter  group. 

Renovascular  Hypertension 

There  are  three  clinical  types  of  renovascular 
hypertension:  (1)  renal  artery  stenosis,  which 
is  associated  with  an  80%  cure  or  improvement 
rate  when  patients  are  properly  selected;  (2) 
unilateral  pyelonephritis,  which  is  associated 
with  an  approximately  50%  benefit;  (3)  and 
a miscellaneous  group  including  hydronephro- 
sis, renal  tuberculosis,  and  renal  carcinoma,  in 
which  the  main  reason  for  surgery  is  usually  a 
urological  one,  and  in  20%  of  whom  an  inci- 
dental effect  on  hypertension  is  obtained.  At 
present  renovascular  hypertension  is  easily  the 
most  common  cause  of  hypertension  amenable 
to  surgical  treatment.  Nevertheless  it  occurs  in 
probably  no  more  than  5%  of  the  general 
hypertensive  population. 

Renal  Artery  Stenosis 

There  is  now  over  a decade  of  experience  in 
the  diagnosis  and  treatment  of  renal  artery 
stenosis.  An  incidental,  merely  anatomical, 
stenosis  which  is  common  in  the  older  age 
groups,  even  in  the  normotensive  population, 
must  be  differentiated  from  a functionally  ac- 
tive stenosis  which  is  compromising  renal  blood 
flow  and  “turning  on”  renovascular  mechan- 
isms. The  anatomical  appearance  of  the  steno- 
sis on  renal  angiography  cannot  be  depended 
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upon  alone  as  an  indication  for  surgery.  Distal 
to  a functionally  active  stenosis  there  is  reduc- 
tion in  glomerular  filtration  rate,  an  increased 
percentage  tubular  reabsorption  of  sodium 
and  water,  and  hence  diminished  urine  flow, 
diminished  urine  sodium  and  increased  urine 
creatinine  or  inulin  as  compared  to  the  normal 
side.  These  functional  changes  produce  char- 
acteristic alterations  in  the  hypertensive  IVP 
with  early  minute  sequence  films,  in  the  iso- 
tope renogram  and  scan,  in  divided  renal 
function  tests,  and  are  associated  with  increased 
renal  vein  renin  concentrations  on  the  affected 
side. 

There  is  no  typical  clinical  syndrome  asso- 
ciated with  hypertension  due  to  renal  artery 
stenosis;  the  hypertension  may  range  from  the 
most  mild  to  the  most  severe  in  any  age  group. 
Even  a strong  family  history  of  essential  hyper- 
tension does  not  rule  out  significant  renal 
artery  stenosis.  The  only  worthwhile  clinical 
clue  is  a bruit  over  the  renal  arteries;  this  may 
also  arise  in  other  atherosclerotic  abdominal 
vessels.  Proteinuria  is  absent  in  renovascular 
hypertension  unless  the  hypertension  produced 
is  of  the  malignant  type.  Thus,  the  practitioner 
is  dependent  largely  on  screening  tests  for  the 
diagnosis  of  this  important  cause  of  remediable 
hypertension.  Renal  angiography  is  clearly  not 
suitable  as  a screening  test;  and  peripheral 
cenous  renins,  so  far,  have  also  not  proven 
satisfactory.  We  are  thus  still  dependent  for 
screening  on  a well  performed  hypertensive 
IVP,  supplemented,  if  possible,  by  an  isotope 
renogram  and  scan.  Taken  together,  these  pro- 
cedures can  reasonably  rule  out  main  stem 
renal  artery  stenosis.  When  only  a segmental 
branch  of  the  renal  artery,  or  an  aberrant  renal 
vessel,  are  stenosed,  these  tests  may  be  falsely 
negative;  fortunately,  however,  this  is  a rela- 
tively rare  cause  of  renovascular  hypertension. 
Thus,  unless  the  patient  is  in  a relatively  young 
age  group  with  severe  hypertension,  or  there 
is  some  clinical  indicator  such  as  a renal 
bruit,  the  practitioner  does  not  normally  have 
to  proceed  to  renal  angiography  to  reasonably 
exclude  renovascular  hypertension.  However, 
his  level  of  clinical  suspicion  should  be  high; 
selective  renal  angiography  is  a reasonably  safe 
procedure  in  experienced  hands.  In  many 
centers  divided  renal  function  tests  are  now 
only  carried  out  when  the  results  of  other  tests 
are  equivocal,  or  where  it  is  essential  to  know 


the  comparative  excretary  function  of  the  two 
kidneys.  Increasing  emphasis  is  being  placed 
on  studies  of  renal  venous  renin  activity,  which 
are  obtained  by  catheterizing  both  renal  veins. 
Information  is  still  accumulating  on  these  tests, 
but  it  appears  that  a ratio  of  about  2 to  1 for 
the  renal  venous  renin  activity  (between  the 
renal  artery  stenosis  kidney  and  the  normal 
kidney)  is  associated  with  an  excellent  prospect 
of  surgical  cure  of  hypertension. 

Before  embarking  on  expensive  and  poten- 
tially hazardous  tests  such  as  aortography,  dif- 
ferential renal  function  tests,  and  renal  venous 
renin  estimations,  three  issues  should  be  clari- 
fied. First  the  patient  should  have  significant 
hypertension  which  is  a threat  to  that  patient’s 
subsequent  health;  secondly,  the  patient  should 
be  fit  for  surgery  and,  in  particular,  not  have 
evidence  of  major  ischemic  vascular  disease 
elsewhere,  especially  in  the  heart  or  brain;  and 
thirdly,  renal  function  should  be  adequate  to 
permit  nephrectomy,  should  that  procedure  be 
required,  if  reconstructive  vascular  surgery  is 
not  possible.  As  a general  rule,  if  the  BUN 
is  above  30  mg/ 100  ml  or  the  creatinine  clear- 
ance is  less  than  about  50  ml/min,  a search 
for  a renovascular  basis  for  hypertension  is  not 
justified,  except  in  acute,  malignant  phase, 
hypertension  when  some  of  the  renal  impair- 
ment may  be  reversible  if  the  hypertension  can 
be  controlled. 

An  important  advance  in  the  therapy  of 
renal  artery  stenosis  has  been  the  realization 
that  these  patients  respond  as  well,  or  as  badly, 
to  drug  therapy  as  do  patients  with  essential 
hypertension.  Particularly  in  the  older  patient 
with  an  atherosclerotic  renal  artery  stenosis, 
drug  therapy  offers  a real  alternative  to  sur- 
gery. Reconstructive  vascular  surgery  is  asso- 
ciated with  a significant  operative  risk  in  such 
a patient.  If  the  patient  does  poorly  on  drugs, 
surgery  seems  more  justifiable.  Surgery  normal- 
ly appears  the  treatment  of  choice  in  the 
younger  patient  with  renal  artery  stenosis  due 
to  fibrous  dysplasia  of  the  renal  artery.  Recon- 
structive vascular  surgery  of  the  kidney  de- 
mands an  experienced  surgeon;  the  best  com- 
bination may  well  be  a urologist  and  a vascular 
surgeon.  It  is  normally  preferable  to  nephrec- 
tomy if  the  patient  is  fit  for  the  procedure, 
unless  the  kidney  is  extremely  small  or  the 
disease  process  involves  the  distal  branches  of 
the  renal  vessel. 
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Unilateral  Pyelonephritis 

The  patient  with  unilateral  pyelonephritis 
may  or  may  not  give  a history  suggestive  of 
previous  urinary  tract  infection.  The  main  dif- 
ficulty in  assessing  such  patients  is  the  proof 
that  the  disease  is  in  fact  unilateral;  compensa- 
tory hypertrophy  in  the  opposite  kidney  with 
a normal  pelvi-calyceal  system  is  encouraging 
evidence  of  the  integrity  of  that  kidney.  Be- 
cause it  is  more  difficult  to  forecast  benefit 
from  surgery  in  unilateral  pyelonephritis,  as 
compared  to  properly  selected  cases  of  renal 
artery  stenosis,  I believe  that  one  should  rarely 
remove  a pyelonephritic  kidney  which  is  con- 
tributing more  than  25%  of  total  renal  func- 
tion. The  more  severely  the  kidney  is  damaged 
the  more  justifiable  is  nephrectomy.  Slightly 
damaged  pyelonephritic  kidneys  should  not  be 
removed  to  treat  hypertension  without  the  most 
compelling  of  clinical  indications.  Removal  of 
a nonfunctioning  kidney  may  still  be  associated 


with  benefit  since  such  kidneys  can  still  func- 
tion as  an  “endocrine  organ”  because  of  cap- 
sular blood  flow. 

In  conclusion,  it  is  evident  that  exciting  and 
major  advances  have  occurred  in  the  field  of 
renal  hypertension  over  the  past  decade.  Al- 
though the  pathogenesis  of  renovascular  hyper- 
tension is  not  yet  definitely  established,  we  can 
detect  patients  with  this  syndrome  with  reason- 
able safety  and  certainty  and  can  treat  them 
effectively.  We  also  have  much  more  to  offer 
the  patient  with  underlying  bilateral  renal  dis- 
ease: drug  therapy  in  the  treatment  of  hyper- 
tension is  more  tolerable  and  effective,  and,  in 
some  patients  at  least,  we  can  treat  the  under- 
lying disease  process  in  the  kidney.  Finally, 
where  hypertension  accompanies  terminal  rental 
disease  we  now  have  the  capacity,  in  a still 
admittedly  distressingly  small  percentage  of 
patients,  to  offer  full  rehabilitation  with  dialy- 
sis therapy,  nephrectomy,  and  renal  trans- 
plantation. 
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Therapy  in  Wilms'  Tumor  of  Childhood 

Phillip  Holland,  M.D.*  and  Arthur  Hellebusch,  M.D.** 

Lexington,  Kentucky 


T he  clinical  manijestatious  and  treatment 
of  seven  children  with  resectable  Wilms* 
tumor  is  reported.  The  absence  of  disease 
recurrence  to  date  suggests  that  with  cur- 
rent therapy  involving  the  use  of  Dactin- 
omycin,  optimism  is  justified  in  this  form 
of  childhood  malignancy. 

IN  the  recent  past,  seven  children  with 
Wilms’  tumor  have  been  treated  at  the  Uni- 
versity of  Kentucky  Medical  Center.  Re- 
sults have  been  encouraging  in  that  all  seven 
children  are  without  evidence  of  recurrent 
disease  to  date.  This  report  describes  the 
clinical  manifestations  and  management  of 
these  children  and  reviews  the  results  of  cur- 
rent therapy  in  larger  patient  series. 

Patient  Material 

Three  case  histories  are  presented  in  detail 
and  pertinent  data  of  the  seven  patients  is  sum- 
marized in  Table  1. 

Case  1:  J.S.,  a three-year-old  white  male, 
was  first  seen  at  the  University  of  Kentucky 
Medical  Center  (UKMC)  on  October  7,  1966, 
following  minor  abdominal  trauma  due  to  an 
accidental  fall.  A large  left  flank  mass  and  a 
small  right  lower  quadrant  abdominal  mass 
were  palpable  at  the  time  of  admission.  The 
physical  examination  was  otherwise  within 
normal  limits.  On  intravenous  pyelogram,  no 
dye  excretion  was  noted  in  the  left  kidney,  and 
blunting  of  the  right  caliceal  system  was 
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present.  The  child  was  taken  to  the  operating 
room  with  a provisional  diagnosis  of  bilateral 
Wilms’  tumor.  A left  nephrectomy  and  par- 
tial right  nephrectomy  were  performed  follow- 
ing frozen  section  diagnosis  of  Wilms’  tumor. 
Excision  of  a large  mesenteric  node  was  read 
as  negative  for  Wilms’  tumor.  At  the  time  of 
surgery  and  in  a four-week  postoperative  peri- 
od he  received  Dactinomycin  (Actinomycin  D) 
in  a total  of  100  micrograms  per  kilogram 
body  weight.  Postoperatively,  he  received 
radiotherapy  in  a dose  of  2,500  rads  over  a 
six-week  period.  He  has  had  multiple  out- 
patient evaluations,  including  repeat  intraven- 
ous pyelogram,  creatinine  clearances  and  chest 
films,  and  was  last  seen  on  May  20,  1970, 
three  years  and  seven  months  after  nephrecto- 
my. No  evidence  of  disease  recurrence  has 
been  documented. 

Case  2:  J.L.,  a three-month-old  white  male, 
was  admitted  to  the  UKMC  on  November  13, 
1967,  following  detection  of  an  abdominal 
mass  by  his  family  physician.  A large  smooth, 
right  flank  mass  which  was  dull  to  percussion 
imd  did  not  transilluminate  was  palpable. 
Otherwise,  physical  examination  was  within 
normal  limits.  A right  intrarenal  mass  was  ob- 
served on  intravenous  pyelogram.  On  Novem- 
ber 14,  1967,  the  child  underwent  exploratory 
laporotomy,  and  a right  nephrectomy  was  per- 
formed following  frozen  section  diagnosis  of 
Wilms’  tumor.  Dactinomycin  was  administered 
during  the  surgical  procedure  and  in  the  post- 
operative period  in  a total  dose  of  75  micro- 
grams per  kilogram.  The  patient  received  post- 
operative radiotherapy  in  a dose  of  1800  rads 
to  the  right  renal  area.  He  has  had  multiple 
out-patient  evaluations  and  was  last  seen  May 
20,  1970,  two  years  and  six  months  after 
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nephrectomy.  No  evidence  of  disease  recur- 
rence has  been  documented. 

Case  3;  D.J.,  a five-and-one-half-year  old 
white  male,  was  referred  to  the  UKMC  on 
September  29,  1969,  following  a one-day  bout 
of  hematuria  and  palpation  of  a right-sided 
abdominal  mass,  by  his  family  physician.  A 
large,  firm,  smooth,  non-tender  mass  was 
palpable  in  the  right  side  of  the  abdomen.  On 
intravenous  pyelogram  the  right  kidney  was 
poorly  visualized,  although  it  appeared  to  be 
markedly  enlarged,  the  calices  were  distorted 
and  the  lower  pole  of  the  calyx  was  dilated 
and  blunted.  Exploratory  laporotomy  was  per- 
formed and,  following  frozen  section  diag- 
nosis of  Wilms’  tumor,  right  nephrectomy  was 
performed.  Dactinomycin  was  given  at  the 
time  of  surgery  and  in  the  immediate  postop- 
erative period  in  a total  dose  of  75  micro- 
grams per  kilogram.  Radiotherapy  was  given 
postoperatively  in  a dose  of  2,500  rads  to  the 
right  renal  area  over  a three-week  period. 
Since  that  time  he  has  received  two  subse- 
quent five-day  intravenous  courses  of  Dactin- 
omycin, in  a total  dose  of  75  micrograms  per 
kilogram,  and  was  last  seen  on  April  26,  1970, 
seven  months  after  diagnosis.  No  evidence  of 
disease  recurrence  has  occurred  to  date. 

Discussion 

Wilms’  tumor  is  one  of  the  most  common 
abdominal  neoplasms  in  infants  and  children. 
Abdominal  or  flank  pain  may  be  a presenting 
symptom.  A palpable  abdominal  mass  is  the 
most  frequent  clinical  finding  and  was  present 
in  all  of  the  patients  in  this  report.  Hematuria 
is  uncommonly  reported  in  Wilms’  tumor, 


however,  two  of  our  seven  patients  presented 
with  gross  hematuria.  Early  diagnosis  of  Wilms’ 
tumor  is  essential  to  successful  treatment  and, 
for  this  reason,  careful  abdominal  palpation, 
particularly  in  healthy-appearing  infants  and 
children,  should  be  performed  during  routine 
physical  examination. 

The  presence  of  bilaterial  Wilms’  tumor  in 
children  has  been  reported  as  high  as  10.3  per 
cent.^  One  of  seven  patients  in  this  series  had 
bilateral  involvement.  A transabdominal  ap- 
proach through  a transverse  surgical  incision 
with  extension  in  the  direction  of  the  tumor 
not  only  allows  direct  visualization  of  the  neo- 
plasm’s vascular  supply  but  abdominal  explo- 
ration and  examination  of  the  contralateral 
kidney.  The  frequency  of  bilateral  disease 
must  be  kept  in  mind  since  extirpation  of  the 
lesion  in  one  kidney  with  contralateral  ne- 
phrectomy may  be  possible,  as  in  Case  1. 
This  patient  is  free  of  disease  three  years  and 
seven  months  after  surgery,  radiotherapy  and 
a single  course  of  Dactinomycin. 

It  is  difficult  to  obtain  an  accurate  com- 
parison of  the  overall  success  of  various  thera- 
peutic measures  for  Wilms’  tumor.  The  long 
term  survival  is  influenced  by  age,  presence 
of  metastasis,  as  well  as  the  therapeutic  re- 
gime employed.  The  basic  approach  to  treat- 
ment for  several  years  has  been  nephrectomy 
followed  by  radiotherapy.  Documentation  of 
the  potentiating  effect  of  radiotherapy  by 
Dactinomycin  in  human  malignancy^  prompt- 
ed the  incorporation  of  therapy  with  this  drug 
at  the  time  of  surgery  and  during  the  period 
of  postoperative  radiation  therapy  in  patients 
with  Wilms’  tumor.  Improved  prognosis  with 


TABLE  1 


Clinical  and  Therapeutic  Data  on  Wilms’  Tumor  In  Childhood. 


Patient 

1 

2 

3 

4 

5 

6 

7 

Age 

3yr  9mo 

3mo 

Syr  8mo 

1 3 mo 

9yr  10  mo 

6yr  7mo 

6yr  2mo 

Sex 

Male 

Male 

Male 

Male 

Female 

Female 

Female 

Palpable  Mass 

+ 

+ 

+ 

-I- 

+ 

+ 

+ 

Hematuria 

0 

0 

+ 

0 

0 

0 

+ 

Location: 

Right  Kidney 

+ 

+ 

+ 

+ 

+ 

+ 

Left  Kidney 

+ 

+ 

Chest  Film 

Normal 

Normal 

Normal 

Normal 

Normal 

Normal 

Normal 

Elevated  BUN 

+ 

0 

0 

0 

0 

0 

0 

Nephrectomy 

Left, 

Right 

Right 

Right 

Left 

Right 

Right 

Partial  right 

Date 

10/8/66 

1 1 /14/67 

9/29/69 

6/27/68 

1 1 /27/64 

1/7/70 

3/19/70 

Postoperative  Irradiation 

+ 

+' 

+ 

+ 

+ 

+ 

+ 

Dactinomycin  Therapy 

Single  Course 

+ 

+ 

+ 

+ 

Maintenance 

+ 

+ 

+ 

Evidence  Recurrence 

0 

0 

0 

0 

0 

0 

0 
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this  regime  has  been  reported.^’^  Recently,  two 
randomized  concurrent  series  of  patients  with 
resectable  Wilms’  tumor  were  selected  by  the 
Children’s  Cancer  Study  Group  A and 
treated  in  the  following  manner:  Group  I: 
nephrectomy,  postoperative  radiotherapy  and 
a single  course  of  Dactinomycin.  Group  II: 
nephrectomy,  postoperative  radiotherapy  and 
maintenance  Dactinomycin  therapy  given  in- 
termittently for  15  months.®  Forty-eight  per 
cent  (11  of  23)  of  the  patients  in  Group  I 
had  no  evidence  of  disease  recurrence  and 
86  per  cent  (19  of  22)  patients  in  Group  II 
had  no  evidence  of  recurrence  at  the  time  of 
publication.  The  statistically  significant  differ- 
ence between  these  two  modalities  of  drug 
therapy  and  the  striking  superiority  of  inter- 
mittent maintenance  therapy  in  preventing 
recurrence  of  disease  in  this  report  warrant 
further  evaluation  of  five-day  intravenous 
courses  of  Dactinomycin  given  just  after  sur- 


gery, at  six  weeks  and  three  months  postop- 
erative and  every  three  months  thereafter  for 
15  months.  Maintenance  Dactinomycin  giv- 
en intermittently  was  used  in  Cases  3,  6 and  7 
and  no  recurrence  of  disease  has  been  docu- 
mented to  date.  The  individual  follow-up 
period  in  these  three  patient  is  relatively  short 
and  does  not  prove  as  yet  that  cure  has  been 
obtained.  Based  on  the  present  overall  results, 
however,  optimism  appears  justified. 
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Nerve  Pinch  Injuries  In  Football 

Thomas  M.  Marshall,  M.D.* 

Louist'ille,  Kentucky 


A so-called  *^nerve  pinch”  injury  is  a 
lateral  flexion  neck  injury  stretching 
ligaments  and  lower  cervical  nerve  roots 
with  associated  limitation  of  lateral  mo- 
tion on  the  side  of  the  injury.  Long  term 
neurological  changes  can  restdt.  Re- 
injury is  common  unless  collar  or  high 
shoulder  pad  protection  is  used. 

IT  HAS  been  estimated  that  neck  injuries 
occur  in  more  than  five  per  cent  of  the 
football  players  during  a single  season. 
This  incidence  is  probably  much  higher,  as  the 
pain  and  symptoms  produced  in  many  cases 
are  only  fleeting  and  athletes  don’t  bother  to 
report  it.  A fatal  outcome  may  result  from 
hyperextension  of  the  neck  when  the  face  bar 
of  the  helmet  is  used  as  a lever  to  force  the 
head  backward.  During  the  1969  season,  ac- 
cording to  the  38th  annual  Football  Survey  of 
Football  Fatalities  in  the  United  States,  there 
were  19  direct  fatalities  caused  by  head  and 
neck  injuries.^ 

A much  less  lethal  and  more  common  in- 
jury is  a lateral  flexion  injury  of  the  neck. 
This  is  an  injury  produced  by  a blow  on  the 
side  of  the  head  forcing  it  to  the  other  side. 
There  is  immediate  pain  from  the  base  of  the 
neck  to  the  hand  with  tingling  sensations 
in  the  arm  and  inability  to  move  the  arm. 
In  a short  time  these  sensations  disappear  to 
leave  a dull  ache  in  the  neck  and  shoulder. 
Many  players  shrug  off  the  pain,  grit  their 
teeth  and  throw  a bone-crushing  block  into  a 
defender  on  the  next  play.  By  the  time  the  in- 
jury is  detected  the  damage  may  be  considera- 
ble and  it  becomes  apparent  that  the  symp- 
toms were  not  minor  or  transient.  Blocking 
backs  and  interior  linemen  are  most  com- 
monly afflicted  after  completing  a block.  A 


^Clinical  Assistant  Professor  of  Neurosurgery,  Uni- 
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player  of  average  build  and  flexibility  is  more 
likely  to  suffer  a lateral  flexion  injury  than 
either  short  thick-necked  or  limber  long- 
necked individuals. 2 This  is  the  injury  com- 
monly called  a “nerve  pinch”  injury. 

The  term  “nerve  pinch”  is  a misnomer.  The 
mechanism  of  injury  is  a stretching  of  the 
cervical  nerves  and  lateral  cervical  ligaments 
when  the  shoulder  is  forced  downward  and 
the  head  is  driven  to  the  opposite  side.  The 
severity  depends  upon  the  degree  of  stretch- 
ing of  the  nerves  and  ligaments.  The  neck 
and  shoulder  ache  is  usual,  and  neurological 
changes  in  the  arm  are  common.  Diminu- 
tion of  the  biceps  and  triceps  reflexes  and 
patches  of  numbness  in  the  arm  may  last 
for  several  months.  Occasionally  muscle  weak- 
ness of  the  arm,  forearm  and  hand  may  per- 
sist for  more  than  a year.  Associated  with 
these  neurological  findings  is  a consistent  limi- 
tation of  lateral  flexion  of  the  neck  toward  the 
affected  side  due  to  swelling  and  fibrosis  im- 
pairing the  facet  function  and  compressing 
nerve  roots.  There  is  no  limitation  of  flexion, 
extension  or  rotation. 

Even  if  the  physician  is  reasonably  sure  of 
the  diagnosis,  a thorough  check  of  the  cervical 
spine  in  an  attempt  to  correlate  pain,  neuro- 
logical impairment  and  site  of  injury  is  recom- 
mended. The  work-up  should  include  spine 
films  and  laminography,  if  necessary,  to  rule 
out  a fracture.  Myelography  may  be  indicated 
to  exclude  a protruded  disc  or  nerve  root 
avulsion  in  those  cases  with  unusually  pro- 
longed symptoms.  Electromyography  is  useful 
to  detect  possible  muscle  degeneration.  Of 
course  the  finding  of  a congenital  abnormality 
in  the  neck  should  be  reason  to  prevent  the 
player  from  continuing  in  football.^ 

A player  who  has  sustained  a lateral  flexion 
injury  should  be  prescribed  exercises  to 
strengthen  the  neck,  shoulders  and  upper 
back.  Re-injury  is  common  and  can  occur 
with  flexion  to  either  side  or  even  with  straight 
compression  forces  as  the  foraminal  spaces  are 
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narrowed.  The  nerve  roots  are  then  more 
vulnerable  to  any  movement  which  will 
stretch  or  compress  them. 

A Thomas  collar  of  felt  or  stockinette,  open 
in  the  front,  should  be  worn  by  a player  re- 
turning to  the  game  after  a mild  lateral  flexion 
injury.  High  shoulder  pads  with  an  attached 
soft  Thomas  collar  will  help  prevent  recur- 
rence. Pads  should  be  carefully  and  individual- 
ly selected  for  each  player.  They  should  be 
high  enough  to  limit  the  range  of  lateral 
flexion,  and  if  they  are  not  high  enough  a 
collar  should  be  added.  This  type  of  equipment 
will  also  help  prevent  injuries  resulting  from 
sudden  anterior  or  posterior  flexion  of  the  neck. 

Treatment  of  the  neck  in  the  early  period 
following  the  injury  consists  of  heat  and  anal- 
gesics and  a felt  or  stockinette  collar  most  of 


the  time.  Traction  sometimes  helps.  If  weak- 
ness of  the  arm  persists,  contact  sports  should 
be  avoided.  Exercises  to  strengthen  the  neck, 
shoulder,  arm  and  upper  back  should  be  pre- 
scribed later.  The  investigators  carrying  out 
the  Survey  of  Football  Fatalities  urged  proper 
conditioning  exercises  to  strengthen  the  neck 
and  called  for  strict  enforcement  of  rules  pro- 
hibiting the  practice  of  “spearing.”  What  is 
needed  most  is  the  willingness  on  the  part  of 
the  player  to  complain  about  his  injury,  as 
courage  and  competitiveness  often  makes  a 
physician’s  job  more  difficult. 
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Simultaneous  Occurrence  Of  Streptococcal 
Pharyngitis  And  Infectious  Mononucleosis 

B.  Cecil  Gibson,  B.S.  and  F.  Raphael  Caffrey,  M.D. 

Lexington,  Kentucky 


In  a si gnij leant  number  of  patients  with 
infectious  mononucleosis,  throat  cultures 
revealed  the  presence  of  hemolytic  strep- 
tococcus. The  clinician  should  consider 
the  possibility  of  such  combined  infection 
u'hen  evaluating  the  patient  with  infec- 
tious mononucleosis. 

Although  infectious  mononucleosis  is 
frequently  accompanied  by  a sore 
throat,  only  occasionally  is  there  men- 
tion of  the  possibility  of  the  simultaneous  oc- 
currence of  infectious  mononucleosis  and 
streptococcal  pharyngitis. 

Evans,  in  a complete  study  of  more  than 
500  University  of  Wisconsin  students,  noted 
that  10  per  cent  of  147  patients  with  infec- 
tious mononucleosis  also  had  streptococcal  sore 
throat.  He  felt  that  the  streptococci  were  sec- 
ondary invaders  of  the  damaged  tissue.^ 
During  an  eighteen  month  period,  we  be- 
came aware  of  an  occasional  simultaneous  as- 
sociation of  infectious  mononucleosis  and  strep- 
tococcal pharyngitis.  We  believe  this  associ- 
ation may  be  of  some  clinical  importance  and 
are  therefore  reporting  our  findings. 

Methods  and  Materials 

Classically,  in  the  Paul-Bunnell  test  for 
heterophile  antibodies  in  infectious  mononu- 
cleosis the  antibody  is  demonstrated  by  titrat- 
ing patients  serum  mixed  with  sheep  cells  and 
examining  for  agglutination.  Differential  ab- 
sorption studies  using  beef  erythrocytes  and 
guinea  pig  kidney  complete  this  time  consum- 
ing procedure.  This  laboratory  test  has  re- 
cently been  modified  to  provide  the  same  data 
by  the  use  of  a rapid  differential  slide  test.* 
Sheep  erythrocyte  antigen,  beef  antigen  and 


*Monoslicon.  Organon  Inc.,  West  Orange,  New  Jersey. 


guinea  pig  antigen  make  it  possible  to  per- 
form the  differential  procedure.^  This  rapid 
screening  procedure  to  check  for  the  presence 
of  infectious  mononucleosis  antibodies  was 
done  on  patients  referred  to  this  laboratory. 

Sheep  blood  agar  plates  were  streaked  with 
material  from  the  patients’  throats.  Separation 
of  Streptococcus  pyogenes  (Lancefield  Group 
A)  from  other  Lancefield  types  was  done  by 
using  Bacitracin  disks'^  as  well  as  the  standard 
fluorescent  antibody  technique.^ 

Results 

During  an  18  month  period  from  January 
1969  to  June  1970  Streptococcus  Pyogenes 
(Lancefield  Group  A)  was  isolated  from  49 
patients  studied  by  this  laboratory.  Coinci- 
dentally 13  of  these  same  patients  were  also 
screened  for  heterophile  antibodies.  Of  these 
13,  six  had  a positive  test. 

Discussion 

Davidsohn  estimates  some  60  per  cent  of 
the  infectious  mononucleosis  patients  have 
pharyngitis.^  Considering  this  information 
along  with  our  data,  we  believe  that  all  pa- 
tients suspected  or  proven  to  have  infectious 
mononucleosis  should  also  have  a throat  cul- 
ture in  order  to  rule  out  complicating  strepto- 
coccal pharyngitis.  The  small  study  reported 
here  indicates  that  almost  half  of  the  patients 
with  infectious  mononucleosis  on  whom  throat 
cultures  were  done,  also  had  Streptcoccus  py- 
ogenes (Lancefield  Group  A). 

Conclusion 

Although  both  a serological  test  for  infec- 
tious mononucleosis  and  a throat  culture  were 
ordered  in  only  a small  percentage  of  the  pa- 
tients, the  apparently  high  incidence  of  strep- 
tococcal pharyngitis  in  infectious  mononucle- 
osis patients  noted  in  this  study,  would  seem 
to  warrant  further  consideration  by  the  physi- 
cian. 

(Continued  on  Page  692) 
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Retroperitoneal  Liposarcoma 

A.  J.  Fernandez,  M.D.*  and  Harold  Redd,  M.D.** 

Hazard,  Kentucky 


Retroperitoneal  liposarcoma  is  such  a rare 
disease  that  few  pathologists  have  had 
access  to  enough  cases  to  form  signifi- 
cant conclusions,  but  any  case  with  a 
complete  follow-up  is  worth  mentioning. 

Although  definite  advances  have  been 
made,  despite  the  rareness  of  the  di- 
sease, from  the  clinico-pathological 
point  of  view,  very  little  has  been  gained  from 
the  therapeutic  approach,  and  complete  sur- 
gical removal,  whenever  possible,  continues 
to  be  the  only  hope  for  cure  of  this  type  of 
neoplasm. 

Although  liposarcomas  in  general  are  con- 
sidered the  most  common  malignancies  of  soft 
tissue,  very  few  pathologists  have  the  oppor- 
tunity to  study  many  cases. 

Because  of  the  infrequent  occurrence  of 
liposarcomas,  new  observations  are  always 
worth  mentioning,  ie,  facets  of  clinical  be- 
havior and  treatment,  in  order  to  compare  our 
results  with  those  who  are  more  familiar  with 
these  cases.  In  our  review  of  the  literature,  we 
found  that  Pack  and  Pierson®  have  reported 
the  largest  number  of  malignancies  of  fatty 
tissue  (105  cases),  followed  by  Enzinger  and 
Winslow^  (103  cases),  and  Stout®  (41  cases). 
These  authors  give  an  extensive  study  of  this 
rare  tumor  from  the  clinico-pathological  point 
of  view  and  Stout  has  outlined  the  classifica- 
tion. 

This  paper  deals  with  a retroperitoneal 
liposarcoma,  the  second  most  frequent  loca- 
tion for  a malignancy  of  fatty  tissue.  Because 
the  initial  symptoms  are  referred  to  neighbor- 
ing organs  and  the  abdominal  mass  is  not 
palpable  until  the  tumor  has  enlarged  con- 
siderably, this  type  of  malignancy  in  that  par- 
ticular location  is  probably  one  of  the  least 
responsive  to  treatment. 

Late  diagnosis  is  the  rule  and  most  of  the 
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time  it  is  established  at  the  operating  table. 
This  was  true  of  the  patient  here  reported, 
and  despite  the  operative  procedure,  the  tumor 
recurred  in  a very  short  period  of  time. 

Case  Report 

This  case  report  involves  a 62-year-old 
white  male  admitted  3-17-68  complaining  of 
nausea,  vomiting  and  abdominal  pain  of  one- 
week  duration.  The  symptoms  were  intermit- 
tent and  were  also  associated  with  indiges- 
tion, distension  and  constipation.  The  abdomi- 
nal pain  was  described  as  cramps  in  the  mid 
abdomen.  Three  months  before  admission  he 
passed  some  blood  in  his  stool  during  an  epi- 
sode of  abdominal  cramps,  anorexia  and  dis- 
tension. Since  this  episode  he  had  lost  10-15 
pounds  in  weight.  His  past  history  was  not 
remarkable  except  that  he  was  a coal  miner, 
had  chronic  bronchitis  and  some  prostatic 
trouble. 

Physical  examination  revealed  a thin,  pale 
white  male  in  no  acute  distress.  His  tempera- 
ture was  99.6,  pulse  96  and  B/P  120/60. 
The  positive  physical  findings  revealed  an 
emphysematous  chest  and  a firm,  rounded, 
somewhat  fixed  mass  in  the  right  side  of  the 
abdomen.  It  was  slightly  tender  and  no  guard- 
ing, rebound  or  tenderness  was  elicited.  The 
mass  was  not  palpable  per  rectum. 

Lab.  data  included:  C.B.C.  10.4  gr.,  Hg. 
Hematocrit  32.,  W.B.C.  9,000,  62  Segs.,  2 
Stabs,  23  Lymphs,  7 monos  and  6 eosinophils. 
Urinalysis  shows  s.g.  1.012,  neg.  alb.  and 
sugar,  2 to  3 W.B.C.  VDRL — non-reactive. 
Gastric  analysis  showed  total  acidity  77,  free 
HCL  46.  Blood  chemistry  showed  BUN  14 
mg%  and  Glucose  113  mg.  Bone  marrow  was 
hyperplastic.  Blood  in  the  stool  was  reported 
as  negative.  Bence  Jones  Protein  was  neg. 
Prothrombin  time  was  18  seconds  and  EKG 
was  normal. 

X-ray  data:  X-ray  of  the  sinuses  showed  a 
right  antral  mucocele.  I.V.P.  was  reported  as 
normal  on  the  right;  there  was  fair  visualiza- 
tion on  the  left.  Barium  enema  was  normal. 
Chest  x-ray  showed  emphysema  and  minimal 
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arteriosclerosis  of  the  aorta.  G.  I.  series 
showed  no  upper  G.  I.  Tract  pathology. 
Rectosigmoidoscopy  study  done  the  day  after 
admission  was  normal.  On  4-1-68  the  patient 
was  subjected  to  an  exploratory  laporatomy 
and  the  surgeon  found  a somewhat  rounded, 
firm,  multilobular,  apparently  encapsulated, 
pale  yellow  retroperitoneal  neoplasm  measur- 
ing 19  x 17  x 7 cm.  A portion  of  the  terminal 
ileum  and  mesentery  were  spread  over  the 
tumor.  Through  blunt  and  sharp  dissection 
the  impression  was  that  a complete  removal 
of  the  tumor  was  accomplished.  The  kidneys 
appeared  normal  to  palpation,  and  careful  ex- 
ploration failed  to  demonstrate  any  other 
pathology  present  in  the  abdominal  cavity. 
The  patient’s  immediate  postoperative  condi- 
tion was  satisfactory. 

Microscopically  the  tumor  was  composed  of 
a highly  vascular  meshwork  of  pleomorphic 
cells  and  frequent  bizarre  mono  and  multi- 
nucleated  giant  cells  with  a myxoid  back- 
ground. The  pathologic  diagnosis  was  poorly 
differentiated  myxoid  lyposarcoma  (Fig.  1). 


Fig.  No.  1 (10X1  shows  a highly  vascularized  meshwork 

of  pleomorphic  cells  with  a myxoid  background. 

Except  for  clear  discharge  from  the  drain 
that  was  placed  in  the  retroperitoneal  area, 
the  postoperative  period  continued  unevent- 
fully and  the  patient  was  dismissed  on  4-12- 
68. 

On  10-13-68,  six  months  later,  the  patient 
was  readmitted  because  of  marked  vomiting, 
nausea  and  cramps.  Two  weeks  before  he 
complained  of  progressive  nausea,  vomiting 
and  increasing  abdominal  pain.  At  this  time, 
on  physical  examination  of  the  abdomen  a 
rather  large  periumbilical  mass  was  palpable. 
Chest  x-ray  was  negative  and  abdomen  x-ray 


Fig.  No.  1 (43X)  Higher  magnificalion,  note  bizaree 

mononuclear  lipoblast. 


decubitus  and  upright  views  showed  a mid- 
line soft  tissue  mass,  somewhat  ill-defined  as 
to  its  borders  which  tended  to  displace  the 
colon  much  in  the  same  manner  as  an  en- 
larged uterus  would  displace  it.  (Fig.  2)  Prior 
to  the  second  admission,  a consultation  with 
the  University  of  Kentucky  College  of  Medi- 
cine, departments  of  radiology  and  surgery 
was  done.-^  The  consensus  of  opinion  was  that 
cobalt  therapy  or  radiation  had  no  effect  on 
this  type  of  tumor  and  chemotherapy  had 
nothing  to  offer. 

With  the  diagnosis  of  recurrent  retroperi- 
toneal liposarcoma  with  intestinal  obstruc- 
tion, patient  was  operated  on  again,  10-17-68. 
At  this  time  the  surgeon  reported  recurrence 
of  the  retroperitoneal  neoplasm  with  same 
gross  characteristic.  However,  the  lower  por- 
tion extended  down  along  the  right  lumbar 
gutter  into  the  pelvis.  The  tumor  was  found 
to  be  adherent  to  the  inferior  vena  cava  and 
the  external  iliac  artery,  as  well  as  the  right 
ureter,  which  was  freed  and  retracted  laterally 
out  of  the  way  of  the  dissection.  Most  of  the 
tumor  was  removed  and  adhesions  of  the 


Fig.  No.  2 Large  soft  tissue  mass  in  the  midline,  dis- 
placing the  colon. 
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small  bowel  were  lysed.  No  other  foci  of  tumor 
were  identified,  neither  serosal  nor  visceral. 
The  patient’s  postoperative  period  was  unre- 
markable. 

His  third  admission  was  on  3-18-69,  with 
identical  clinical  symptomatology  of  previous 
admissions  and  a recurrent  hard  mass  at  the 
area  of  the  umbilicus.  In  a palliative  attempt 
to  relieve  the  patient’s  symptoms  a third  surgi- 
cal intervention  yielded  tumor  recurrence. 
This  time,  resection  of  terminal  ileum  was 
necessary  and  again  no  sign  of  metastatic 
spread  could  be  elicited.  This  patient  had 
uneventful  postoperative  recoveries  and,  ap- 
parently improved,  was  dismissed  5-2-69. 

From  then  on  the  patient  underwent  a 
downhill  course.  With  symptoms  of  chronic 
intestinal  obstruction,  and  later  a recurrent 
mass  in  the  mid  abdomen,  his  general  condi- 
tion deteriorated  rapidly.  The  final  chest  x- 
ray  on  3-5-69  was  reported  as  essentially  nor- 
mal and  abdomen  decubitus  and  upright 
views  revealed  extensive  recurrent  tumor  in 
the  right  side  of  the  abdomen  with  some  as- 
sociated ascites. 

The  patient’s  demise  occurred  on  9-16-69 
and  autopsy  was  refused. 

Discussion 

It  is  generally  agreed  that  the  retroperito- 
neal space  is  the  second  most  frequent  location 
of  liposarcomas.  The  largest  number  originate 
in  the  lower  extremities,  where  an  amputa- 
tion offers  the  patient  considerable  hope  of 
permanent  cure.  This  is  not  the  case  in  the 
retroperitoneum,  where  the  tumor  goes  unde- 
tected for  a longer  period  of  time,  and,  con- 
sequently, when  treatment  is  administered  to 
the  patient,  the  disease  has  reached  an  ad- 
vanced stage.  The  size  of  the  neoplasm,  ad- 
hesions and  infiltration  to  neighboring  organs 
makes  it  almost  impossible  to  achieve  com- 
plete removal  at  the  time  of  the  operation. 

According  to  Stout’s  classification  proposed 
in  1944,®  our  case  corresponds  to  a poorly 
differentiated  myxoid  liposarcoma.  The  pre- 
senting symptoms  were  those  of  the  gastro- 
intestinal tract,  pain  and  abdominal  mass.  Af- 
ter surgery  recurrent  abdominal  mass  with 
subacute  intestinal  obstruction  was  apparent- 
ly due  to  direct  tumor  extension.  After  the 
initial  surgical  procedure,  survival  time  was  17 


months.  Four  months  elapsed  from  first  symp- 
toms to  surgical  exploration.  The  diagnosis 
was  not  suspected  and  it  was  established  at 
the  time  of  surgery. 

Neither  clinical  nor  radiological  evidences 
of  metastases  could  be  demonstrated.  Despite 
initial  and  subsequent  interventions  it  is  gen- 
erally believed  that  these  neoplasms  should 
be  handled  with  extreme  caution  because  of 
the  possibility  of  metastatic  spread  by  slight 
trauma. 

After  first  removal  of  the  tumor,  the  period 
of  quiescence  described  by  Ackerman  and 
Wheeler^  was  very  short,  lasting  only  six 
months.  From  the  histologic  point  of  view, 
the  cellular  reaction  composed  of  lymphocytes 
and  plasmacytes  in  peritumoral  or  perivascular 
distribution  and  interpreted  as  host  resistance 
associated  with  long  survival  was  lacking.  On 
the  contrary,  in  multiple  sections  observed, 
areas  of  fibroblastic  pattern  in  the  recurrence 
as  described  by  Holtz^  heralded  a much  more 
rapid  course  (Fig.  3).  The  last  specimen 


Fig.  No.  3 (10X  and  43X)  Low  and  higher  magnification 
of  fibroblastic  areas  observed  in  the  second  surgical 
specimen. 
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examined  showed  extensive  areas  of  necrosis 
and  heavy  inflammatory  infiltration  (Fig.  4). 
Death  was  attributed  to  secondary  sepsis. 


Fig.  No.  4 (43X)  Corresponds  to  the  tumor  recurrence 
before  the  patient's  death  and  shows  necrosis  and  in- 
flammatory infiltrate. 


Definite  advancement  has  been  achieved  in 
the  clinical  and  pathological  aspects  of  this 
disease.  Unfortunately,  little  progress  has  been 
made  in  reference  to  treatment.  Wide  surgical 
excision,  whenever  possible,  is  the  treatment 
of  choice.  The  use  of  radiotherapy  is  con- 
troversial. Some  advocate  extreme  radiosen- 
sitivity with  cases  of  permanent  cures  and 
long  survival;  others  deny  any  beneficial  ef- 
fect, as  Moreland  and  McNamara®  who 
treated  some  of  his  nine  cases  with  x-ray  with- 
out satisfactory  results.  In  Phelan  and  Perez- 
Mesa'  surgery  was  the  only  treatment  re- 
ceived in  a series  of  15  of  their  patients  and 
results  were  similar  to  our  observation;  short 
quiescent  postoperative  periods  and  short  sur- 
vivals. Apparently  some  tumors  with  a richly 
vascularized  stroma  respond  to  radiologic 
treatment  better  than  those  with  a more  fi- 
broblastic component.  We  do  not  pretend,  with 
a single  observation,  to  establish  criteria  for 
treatment  of  liposarcomas.  However,  in  view 
of  different  results  obtained  by  other  au- 
thors, we  feel  inclined  to  its  use  in  future 
cases  and  give  to  the  patient  at  least  the  bene- 
fit of  the  doubt. 


Summary 

Retroperitoneal  liposarcoma  is  a very  rare 


neoplasm.  We  have  presented  a case  in  a 62- 
year-old  Caucasian  male  who  survived  2 1 
months  from  initial  symptoms  and  17  months 
from  the  time  of  the  initial  operation.  Its 
clinical  behavior  conformed  to  that  reported 
by  those  who  have  had  the  opportunity  to  ob- 
serve numerous  cases. 

There  were  neither  clinical  nor  radiological 
evidences  of  metastases  in  the  17  months 
period  of  observation,  despite  three  surgical 
procedures.  From  the  histologic  point  of  view 
there  was  no  initial  cellular  response  (host 
resistance),  and  fibroblastic  areas  were  pres- 
ent in  the  recurrences  (accelerated  course). 
Inflammation  of  the  recurrence  occurred  as  a 
terminal  event. 

Radiotherapy  and  anti-cancer  drugs  were 
not  recommended  in  our  case.  However,  other 
authors  have  pointed  out  radiosensitivity,  and 
have  reported  permanent  cures. 

From  our  review  of  the  literature,  we 
conclude  that  radiotherapy  response  is  un- 
predictable. Considering  the  rapid  course  of 
the  process  in  our  patient  with  a short  quies- 
cent postoperative  period  of  time,  as  well  as 
the  same  results  reported  by  others  in  patients 
subjected  to  surgical  treatment  only,  we  will 
be  inclined  in  future  observations  to  suggest 
x-ray  treatment  regardless  of  surgery  per- 
formed. 
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cholera  In  The  New  Worldt 

Abhaham  JVI.  Gordon,  M.D. 


* Cholera  Pandemic,  caused  by  Vibrio  cholera 
biotype  El  Tor,  has  spread  from  its  endemic 
-^focus  ....  Southeast  and  South  Asia  have 
been  affected  and  even  now  the  Middle  East 
is  threatened  ....  there  is  great  concern  about  fur- 
ther extension.”  These  chilling  words  appeared  in  the 
July,  1968  issue  of  the  Annals  oj  Internal  Medicine, 
describing  a Cholera  Pandemic  that  began  in  I960 
and  for  eight  years  has  now  devastated  certain  areas 
of  the  Far  East.  Cholera  to  this  day  remains  a clear 
and  present  danger  in  some  parts  of  the  world. 

Cholera  has  existed  in  India  since  earliest  times. 
Known  to  the  natives  as  Morshi,  Mondeshin  and 
Visuchika,  Europeans  call  the  disease  Cholera;  some 
prefer  Asiatic  Cholera,  while  others  call  it  Indian 
Cholera. 

Vague  references  to  Cholera  are  found  among  the 
Greeks  of  the  5th  Century  B.C.,  such  as  Thucydides, 
Book  11.  Hippocrates  used  a word  which  translated 
means  “a  flow  of  bile"  and  it  is  believed  by  some  to 
be  Indian  Cholera.  Since  bile  is  absent  from  the  rice 
water  stools  of  Cholera  victims,  it  would  seem 
doubtful  that  Hippocrates  was  describing  this  disease. 
Yet  military  adventures  during  the  Graeco-Roman 
period  penetrated  deep  into  the  Asian  Continent. 
Cholera  may  have  been  brought  to  the  Mediterranean 
World  by  returning  veterans  or  captured  slaves,  trans- 
ported from  their  home  in  Asia.  The  ancient  world 
was  convulsed  from  time  to  time  by  severe  epidemics 
and  Cholera  may  have  occurred  among  other  pesti- 
lences at  that  time.  The  Old  Testament  describes 
several  instances  of  epidemic  disease. 

In  Second  Kings  (19:35)  it  is  written,  “And  it 
came  to  pass  that  night  that  the  angel  of  the  Lord 
went  forth,  and  smote  the  camp  of  the  Assyrians  a 
hundred  fourscore  and  five  thousand;  and  when  the 
men  arose  early  in  the  morning,  behold  they  were  all 
dead  corpses.” 

Zechariah,  Prophet  of  Israel,  (14:12-14)  speaks 
of  a plague: 

“Their  flesh  shall  consume  away  while  they  stand 
upon  their  feet 

And  their  eyes  shall  consume  away  in  their 
sockets 

And  their  tongue  shall  consume  away  in  their 
mouth.” 

Epidemic  Cholera  is  conceivable  in  both  of  these 
•Lecture  presented  in  Siena,  Italy,  September,  1968. 


epidemics  as  recorded  in  the  Old  Testament.  Cholera 
victims  succumb  quickly,  usually  in  six  to  48  hours 
after  the  onset  of  symptoms. 

Traffic  and  trade  grew  astronomically  between 
East  and  West  by  the  late  18th  Century  and  this 
greatly  expanded  commerce  brought  Cholera  to  re- 
mote areas,  previously  untouched  by  the  disease. 
Terror  and  death  became  commonplace  to  millions 
during  the  19th  Century.  No  continent  was  spared, 
not  even  the  thinly  populated  continents  of  the  New 
World. 

The  First  Pandemic,  1817-1823 

Appearing  in  the  district  of  Behar,  Cholera  became 
widespread  in  India  by  the  spring  of  1817.  Patna, 
Dacca  and  Calcutta  were  invaded  that  summer.  In 
the  winter  the  disease  appeared  to  subside  only  to 
reappear  the  following  March.  By  the  end  of  1818 
all  of  India  was  infected.  The  following  year  Ceylon, 
Burma,  Sumatra  and  Singapore  were  stricken.  East 
Africa  and  the  Philippines  did  not  escape.  In  1820 
the  Chinese  Empire  was  invaded.  Japan  was  soon  to 
follow.  By  1821  Muscat,  Syria,  Palestine  and  South 
Russia  were  stricken  with  Cholera.  In  1823  the  dis- 
ease disappeared.  Europe  had  been  spared.  America 
had  been  left  untouched. 

The  Second  Pandemic,  1826-1837 

Appearing  first  in  Bengal,  Cholera  spread  along 
the  Ganges  and  soon  all  of  India  was  covered.  By 
1828  Teheran  was  infected.  In  due  course  Cholera 
appeared  in  those  Russian  provinces  bordering  Persia. 
In  the  year  1831  all  major  Russian  cities  were 
stricken.  Moving  westward,  Germany,  Austria  and 
Great  Britain  were  soon  infected.  At  this  same  time, 
pilgrims  returning  home  from  Mecca  carried  the 
disease  to  Turkey,  Egypt,  Morroco  and  Algeria. 

In  1932  Cholera  appeared  in  the  New  World.  Irish 
immigrants  arriving  in  Canada  spread  the  disease 
along  the  St.  Lawrence.  New  York  City,  invaded 
from  the  north  by  Cholera,  was  at  the  same  time 
admitting  immigrants  from  European  ports  with  the 
disease.  Cholera  Hospitals  appeared  in  all  major 
coastal  American  cities.  Mortality  among  physicians 
was  high.  In  the  population  at  large  the  mortality 
varied  from  one-twentieth  to  one-third,  depending 
on  the  severity  of  the  infection  in  different  geographic 
areas.  In  New  York  City,  with  its  population  of 
200,000  in  1832,  more  than  70,000  fled  carrying 
Cholera  into  the  interior.  The  poor  and  desolate  were 
severely  stricken.  Many  distinguished  persons  also 
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lost  their  lives.  During  the  summer  of  1832  New 
York  was  a deserted  city. 

Treatment  was  rudimentary:  one  dram  of  bicarbo- 
nate of  soda  mixed  with  two  drams  of  sodium 
chloride  and  given  parenterally  in  six  pints  of  water. 
Favorable  results  were  reported  after  20-30  ounces 
of  this  infusion  was  given. 

Pennsylvania,  Maryland,  Virginia  and  Kentucky 
were  soon  struck  down  by  the  pestilence.  In  October 
of  1832  New  Orleans  was  invaded  followed  by  its 
rapid  spread  into  the  Mississippi  River  Valley. 
Ameliorating  during  the  winter,  the  spring  of  1833 
produced  a more  vigorous  attack.  Halifax  and  Nova 
Scotia  fell  in  1834.  In  1835  the  disease  reappreared 
in  New  Orleans.  In  that  same  year  Mexico  was  in- 
vaded at  Vera  Cruz  and  Tampico.  Cuba  soon  fol- 
lowed as  did  many  of  the  port  cities  on  the  north- 
eastern coast  of  South  America.  In  1837  Central 
America  was  infected.  Finally  after  1 1 long  years 
of  devastation  Cholera  disappeared  leaving  death, 
terror  and  fear  in  its  wake. 

The  Third  Pandemic,  1846-1863 

In  1840  Cholera  had  become  widely  disseminated 
in  India.  The  disease  quickly  spread  to  the  Philippines 
and  China  and  by  1846  was  again  in  Persia.  By  1848 
Cholera  was  in  England.  All  of  Europe  had  by  this 
time  become  infected. 

In  1848  Cholera  appeared  in  New  Orleans  and 
simultaneously  in  New  York  City.  Within  months 
all  of  the  United  States  east  of  the  Rocky  Moun- 
tains was  infected.  In  April,  1848  Cholera  was  again 
in  Canada,  brought  by  immigrant  ships  from  Euro- 
pean ports.  In  the  western  United  States  all  the  great 
river  valleys  of  California  including  the  San  Jose, 
San  Joaquin  and  Sacramento  were  infected. 

In  1849  the  sickness  again  appeared  in  Mexico, 
fit  St  from  Texas  through  the  border  towm  of  Mata- 
moras  and  also  from  the  seaports  on  the  east  coast. 
From  Panama  Cholera  came  to  Acapulco  and 
Mazatlon.  In  that  same  year  all  major  Mexican  cities 
were  infected.  In  Central  America  only  Panama  suf- 
fered with  the  pestilence  as  the  other  small  states  in 
this  area  escaped.  In  the  West  Indies  Cholera  was 
severe.  In  1850  Cuba  and  Jamaica  reported  Cholera 
and  there  the  disease  raged  continuously  for  four 
years.  The  mortality  rate  was  astonishing  with  tens 
of  thousands  of  deaths.  In  1851  it  was  Santo 
Domingo,  followed  by  the  Bahamas,  Puerto  Rico  and 
many  of  the  adjacent  islands.  In  1855  Venezuela  be- 
came infected  and  Brazil  soon  followed.  The  disease 
lingered  in  many  places  only  to  disappear  after  15 
years,  having  brought  death  to  millions.  In  two  years 
Cholera  would  again  journey  from  India  to  the  West. 

The  Fourth  Pandemic,  1865-1875 

Beginning  in  the  lower  basin  of  the  Ganges, 
Cholera  spread  over  all  of  India.  The  disease  ap- 
peared in  Mecca  among  the  faithful,  having  been 
brought  to  this  city  by  Indian  pilgrims.  The  out- 
break signalled  panic  to  the  Moslems  and  general 
flight  resulted.  Cholera  soon  appeared  in  Suez 
brought  by  a vessel  carrying  pilgrims  from  Jeddah. 
All  of  Egypt  was  soon  invaded.  Other  pilgrims  re- 
turning to  their  homes  in  North  Africa  carried 


Cholera  to  their  cities  and  villages.  From  these  places 
southern  Europe  received  the  pestilence  and  the  in- 
fection spread. 

In  the  Western  Hemisphere  Guadeloupe  was  the 
first  to  report  Cholera.  Martinique,  San  Domingo, 
Cuba  and  St.  Thomas  soon  followed.  In  1966  Cholera 
appeared  in  New  York,  New  Orleans  and  Nova 
Scotia.  Philadelphia  and  Baltimore  were  soon  in- 
vaded. From  New  Orleans  again  the  disease  spread 
quickly  into  the  interior.  Central  America  received 
the  disease  from  infected  vessels  that  had  made  port 
in  New  Orleans.  For  the  first  time  Cholera  appeared 
in  the  West  Coast  of  South  America  in  1866.  It  con- 
tinued to  ebb  and  flow,  disappearing  and  reappear- 
ing in  infected  areas  until  1875.  Since  1875  the 
United  States  has  been  free  of  epidemic  Cholera. 

Cholera  Since  1875 

In  1879  the  so-called  Fifth  Pandemic  appeared  in 
India  and  in  four  years  reached  Europe.  It  was 
during  this  pandemic  that  Koch,  working  in  Egypt 
discovered  the  Vibrio  comma  and  later  travelling 
to  India  confirmed  the  etiology  of  the  disease. 

In  1891  another  serious  outbreak  of  Cholera  oc- 
curred in  India  and  appeared  in  Europe  the  following 
year.  One  million  deaths  occurred  in  Russia  alone, 
including  Peter  Iljitsch  Tschaikowsky,  the  noted  com- 
poser, who  died  of  Cholera  on  November  6,  1893,  at 
St.  Petersburg.  It  was  during  this  epidemic  that 
Cholera  appeared  in  Hamburg  and  from  the  careful 
studies  made  in  the  Hamburg  epidemic  the  transmis- 
sion of  Cholera  was  finally  understood. 

The  so-called  Sixth  Pandemic  appeared  in  1902 
and  spread  over  India,  China  and  the  Philippines. 
It  again  appeared  in  Russia  with  many  deaths.  In 
the  more  advanced  countries  of  the  world  the  lesson 
of  Hamburg  had  not  been  lost  and  Chlorea  did  not 
spread  as  in  former  times. 

In  1913  Cholera  was  present  among  troops  en- 
gaged in  the  Balkan  War.  During  the  First  World 
War  small  outbreaks  of  Cholera  occurred  in  the 
troops  of  Germany,  Austria  and  Italy.  Among  Rus- 
sian Prisoners  of  War  the  disease  was  found  in  18 
men  held  in  Berlin.  Since  1923  no  cases  of  Cholera 
have  appeared  in  Western  Europe.  Russia  and 
especially  the  Ukraine  have  had  repeated  outbreaks. 

Conclusion 

My  interest  in  Cholera  dates  back  to  1941.  In  New 
Orleans  I encountered  my  first  (and  last)  patient 
with  the  disease.  Unfortunately  the  Second  World 
War  intervened  and  this  interesting  case  report  went 
unpublished.  Briefly,  the  patient  was  a longshoreman, 
employed  that  day  in  unloading  a cargo  of  lumber 
brought  from  the  Philippines.  At  lunch  time  he 
shared  his  food  with  a member  of  the  ships’  crew. 
He  was  taken  ill  with  diarrhea.  Rice  w'ater  stools 
appeared  followed  by  rice  water  vomitus.  Continuous 
bowel  motion  and  loss  of  body  fluids  produced  seri- 
ous dehydration.  Venous  blood  obtained  by  puncture 
was  highly  viscous.  So-called  “washer  woman”  skin 
changes  were  seen.  The  patient  was  cyanotic  and 
shortly  after  admission  went  into  shock.  Intravenous 
fluids  failed  to  revive  our  patient  and  death  occurred 
(Continued  on  Page  692) 
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calcium  glycerophosphate,  calcium  lactate 


To  bring  effective  calcium  therapy  to  the 
patient,  Calphosan  may  be  administered  intra- 
muscularly . . . without  pain,  inflammatory  reactions, 
induration  or  sloughing.  Injections  twice  weekly 
for  a series  of  5 to  10  injections  are  recommended. 

Average  dose  per  injection:  One  or  two  10  ml. 
injections  of  Calphosan  each  week  for  the 
first  four  or  five  weeks,  and  on  a when-needed 
basis  thereafter. 

Calphosan  is  a specially  processed  solution  of 
calcium  glycerophosphate  and  calcium  lactate, 
containing  1%  of  each,  in  a physiological  solution  of 
sodium  chloride.  Each  10  ml.  contains  50  mg.  of 
calcium  glycerophosphate,  50  mg.  calcium  lactate, 
with  0.25%  phenol  as  preservative.  Available  in 
10  ml.  ampules  in  boxes  of  10s  and  100s; 

60  ml.  multiple-dose  vials.  Also  available  as 
Calphosan  with  B-12.  U.  S.  Patent  No.  2657172. 

Contraindication:  Hypercalcemia;  neoplastic 
diseases;  and  fully  digitalized  patients.  Do  not  use 
intramuscularly  in  infants  and  young  children. 
Before  starting  therapy,  consult  complete 
product  literature. 

Write  for  free  copy  of  “Calcium:  The  Ubiquitous 
and  Essential  Element”  and  for  samples. 
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Tenafly,  New  Jersey  07670 


His  makeup  is  unique  by  tradition. 

His  ulcer  treatment  is  unique 
by  tradition,  too. 


In  the  world  of 
entertainment,  a clown’s 
makeup  remains  the 
exclusive  property  of  its 
originator.  Time  has 
established  that  tradition. 
In  the  treatment  of  ulcers 
and  other  gastrointestinal 
complaints,  time  has 
established  Pro-Banthine 
as  a tradition  too. 


Few  drugs  can  boast  a 
longer  successful  run. 
Introduced  17  years  ago, 
this  drug  is  a veteran 
gastrointestinal  performer. 

Pro-Banthine  stars  in  the 
treatment  of  peptic  ulcer, 
functional  gastrointestinal 
disturbances,  ulcerative 
colitis,  hypertrophic  gastritis, 
pylorospasm,  acute  and 
chronic  pancreatitis, 
diverticulitis,  biliary 
dyskinesia,  hyperhidrosis, 
ileostomies,  and  colonic. 


ureteral  or  urinary  bladder 
spasm.  Its  fame  as  an 
anticholinergic  is  worldwide. 

When  you  want  a 
performer  you  can  count  on 
. . . remember  Pro-Banthine. 
Tradition  does. 


Research  in  the  service  of  medicine. 
G.  D.  Searle  &Co.,  Chicago,  III.  60680 
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Pro*Banthine 

(propantheline  bromide) 

the  traditional  ulcer  treatment 


Pro-BanthTne  15  mg. 
propantheline  bromide 


Pro-BanthTne  15  mg. 
propantheline  bromide 
with 

Dartai  5 mg. 
thiopropazate 
dihydrochloride 


Pro-BanthTne  15  mg. 
propantheline  bromide 
with 

Phenobarbital  15  mg. 
warning: 

may  be  habit  forming 


Pro-BanthTne  P.A.  30  mg. 
propantheline  bromide 
in  time-release  form 


Pro-BanthTne  IVi  mg. 
propantheline  bromide 
Half  Strength 


Pro'Banthine 

(propantheline  bromide) 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  mydri- 
asis, hesitancy  of  urination  and  gastric  fullness. 
Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many 
as  two  tablets  four  to  six  times  daily  may  be 
required.  Pro-Banthine  is  supplied  as  tablets 
of  15  mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum-type  vials 
of  30  mg.  The  parenteral  dose  should  be  ad- 
justed to  the  patient’s  requirement  and  may 
be  up  to  30  mg.  or  more  every  six  hours,  intra- 
muscularly or  intravenously. 
Pro-Banthine®  15  mg. 

(propantheline  bromide) 
with 

Dartal®  5 mg. 

(thiopropazate  dihydrochloride  ) 

Indications:  Peptic  ulcer,  spastic  constipation, 
nonspecific  gastritis,  functional  gastrointesti- 
nal disorders,  pylorospasm,  hyperhidrosis, 
irritable  bowel  syndrome,  mucous  or  ulcerative 
colitis,  functional  diarrhea. 

Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Warnings:  Pro-Banthine  with  Dartal  should 
not  be  administered  to  patients  who  are  under 
the  influence  of  barbiturates,  alcohol  or  nar- 
cotics. The  drug  should  be  administered 
cautiously  to  epileptic  patients  or  those  in 
depressed  states,  patients  with  liver  disease 
and  to  pregnant  women.  Hypersensitivity  to 
Dartal  may  occur  rarely  in  patients  with 
known  sensitivity  to  similar  drugs. 

Side  Effects:  Dryness  of  the  mouth,  mydria- 
sis, hesitancy  of  urination;  less  commonly 
extrapyramidal  (restlessness,  dystonia  and 
signs  of  pseudoparkinsonism  such  as  muscular 
rigidity,  fixed  facies,  tremor,  ataxia,  festinant 
gait  and  drooling),  parasympatholytic 
(blurred  vision,  xerostomia,  hypotension,  na- 
sal congestion  and  constipation)  and  curare- 
like (loss  of  control  of  voluntary  muscles, 
particularly  the  muscles  of  respiration)  reac- 
tions. Rarely,  leukopenia  or  allergic  purpura. 
A generalized  erythematous  skin  reaction  may 
occur.  Side  effects  characteristic  of  pheno- 
thiazines  such  as  grand  mal  convulsions,  altered 
cerebrospinal  proteins,  cerebral  edema,  poten- 
tiation of  the  effects  of  atropine,  heat  or  phos- 
phorus insecticides,  autonomic  reactions, 
endocrine  disturbances,  reversed  epinephrine 
effect,  hyperpyrexia  or  pigmentary  retinopa- 
thy may  theoretically  occur  but  have  not  been 
reported  with  Dartal.  Severe  hypotension  fol- 
lowing recommended  doses  occurs  more 
commonly  in  patients  who  are  also  afflicted 
by  other  medical  disorders  such  as  mitral 
insufficiency  or  pheochromocytoma,  and  par- 
ticular attention  should  be  paid  to  such  a 
possibility  although  this  has  not  been  observed 
with  Dartal. 

Adult  Dosage:  One  tablet  three  times  a day. 

Pro-Banthlne®  1 5 mg. 

(propantheline  bromide) 
with 

Phenobarbital  15  mg. 

Warning;  May  be  habit-forming. 

For  Indicationst  Contraindications,  Precau- 
tions, Side  Effects  and  Dosage  see  Pro-Ban- 
thlne.  In  addition,  phenobarbital  should  be 
administered  with  caution  to  patients  with 
liver  disease,  mental  disturbances  or  a signifi- 
cant degree  of  hypoxia. 

Pro-Banthlne  P.A.® 

prolonged  acting  brand  of  propantheline  bromide 
For  Indications,  Contraindications,  Precau- 
tions and  Side  Effects  see  Pro-Banthlne. 
Dosage  Form:  Capsule-shaped,  compression- 
coated,  peach  tablets  of  30  mg.  for  oral  use. 
Dosage:  The  recommended  initial  dosage  is 
one  tablet  in  the  morning  and  one  at  night. 
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Forces  Of  Change 


All  about  us  we  see  changes  taking  place 
in  our  environment  and  in  our  country. 
Some  of  these  changes  are  expected  and 
some  are  quite  surprising.  One  of  the  more 
surprising  changes  for  the  writer  was  an  article 
which  appeared  in  the  American  Legion 
magazine,  August,  1970. 

The  American  Legion  has  generally  been 
a right-wing  conservative  organization,  yet 
the  article  “Better  Medical  Care  at  Less  Cost 
is  Possible,”  by  Roul  Tunley,  suggests  some 
far  reaching  socialistic  changes  for  the 
country. 

Mr.  Tunley  complains  that  the  public  has 
been  patient  with  the  doctor  bills  and  high 
cost  of  medical  care  too  long.  However,  he 
appears  to  have  found  the  secret  of  better 
medical  care  at  less  cost  in  the  proposed 
national  compulsory  health  insurance  with  pre- 
paid group  practice  medical  plans.  Mr. 
Tunley’s  description  of  the  prepaid  group 
practice  concept  is  very  simplified.  He  states, 
“The  basic  idea  is  simple.  You  pay  your 
medical  insurance  premiums  regularly  to  a 
medical  group — and  it  then  gives  you  what- 
ever care  you  need.  While  there  are  all  sorts 
of  details,  basically  that’s  it.” 

I have  often  heard  of  the  small  print  in 
sales  promotion  materials,  but  this  statement, 
“While  there  are  all  sorts  of  details,”  is  the 
greatest  joker  this  writer  has  ever  seen.  You 
can  bet  your  last  dollar  that  there  are  many 
details;  and  under  compulsory  health  insur- 
ance, there  will  not  only  be  a few  details. 


there  will  be  pages  and  pages  and  pages  of 
regulations  and  restrictions. 

Mr.  Tunley  goes  on  to  list  a number  of  the 
abuses  of  the  present  medical  systems  and  a 
few  of  the  blessings  of  prepaid  group  medical 
practice.  He  tends  to  soothe  the  medical  pro- 
fession by  stating  that  there  is  nothing  wrong 
with  the  doctors  and  that  we  have  enough 
doctors  at  present  to  give  medical  care  under 
the  group  practice  system. 

The  present  writer  is  astounded  that  the 
American  Legion  would  present  such  an  article 
in  its  magazine,  and  is  even  more  astounded 
if  the  Legion  believes  this  story.  It  is  the 
opinion  of  your  insurance  editor  that  if  the 
government  is  ever  able  to  force  the  medical 
profession  against  its  will  into  prepaid  group 
practice  plans  under  national  health  insurance, 
it  will  be  able  to  force  any  group,  profession, 
or  industry,  to  do  anything  the  socialistic 
planners  desire.  This  plan  is  not  just  a plan  to 
bring  better  medical  care  at  less  cost  to  the 
people;  it  is  the  plan  for  far-reaching  social- 
istic regimentation  which  will  do  away  with 
private  insurance  companies  and  private  prac- 
tice of  medicine.  It  is  the  beginning  of 
totalitarianism  in  the  government  and  an  end 
to  the  American  dream. 

Your  insurance  editor  does  not  propose  to 
know  what  is  best  for  the  country,  but  he  does 
not  believe  it  is  national  health  insurance  and 
socialistic  regimentation. 

Lewis  Dickinson,  M.D. 
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Fast...long-lasting 
relief  of  aches 
and  pains  4 

of  colds  and  flu 


with  the  unique 

timed-reiease 

aspirin 

Double  strength  Measurin  timed-release  aspirin 

offers  a new  kind  of  control  for  your  patients  with  cold 

and  flu  discomforts.  In  each  10-grain  tablet  are  over 

6,000  microscopic  reservoirs  that  release  aspirin  at  a 

controlled  rate— some  right  away  and  some  later 

on.  This  means  fast  relief  of  symptoms, 

followed  by  hours  of  comfort.  Throughout 

the  day,  Measurin  gives  your  patients 

freedom  from  a 4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Me/^urin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in 
24  hours.  For  maximum  nighttime  pain  relief, 

2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 


OCTOBER 

12  PANMED  television  series,  “Dental  Radiog- 
raphy,” KETV-TV  10:30  p.m.  EDT  (9:30  p.m. 
CDT) 

17  Annual  Meeting,  Kentucky  Chapter,  American 
College  of  Physicians. 

17-18  Postgraduate  course,  “Clinical  Demon- 
stration of  Common  Skin  Problems,”  Uni- 
versity of  Kentucky  Medical  Center,  $30  fee 

19  PANMED  television  series,  “Organizing  for 
Progress,”  KETV-TV  10:30  p.m,  EDT  (9:30 
p.m.  CDT) 

23-24  Postgraduate  course,  “Listening,  Deciding, 
Doing,”  University  of  Kentucky  Medical 
Center,  $60  fee 

23-24  Fall  Conference,  Kentucky  Thoracic  Society, 
Boone  Tavern  Hotel,  Berea 

24  “Practical  Cancer  Chemotherapy,”  American 
Cancer  Society,  Kentucky  Division,  Univer- 
sity of  Kentucky  Medical  Center,  Lexington 

26  PANMED  television  series,  “Oral  Cancer,” 
KETV-TV  10:30  p.m.  EDT  (9:30  p.m.  CDT) 


NOVEMBER 

2 PANMED  television  series,  “A  Bright  Fu- 
ture,” KETV-TV  10:30  p.m.  EST  (9:30  p.m. 
CST) 

5-6  Fourth  Annual  Newborn  Symposium,  Uni- 
versity of  Louisville  School  of  Medicine, 
Louisville, 

9 PANMED  television  series,  “Utilization  of 
Dental  Auxiliaries,”  KETV-TV  10:30  p.m. 
EST  (9:30  p.m.  CST) 

16  PANMED  television  series,  “Clinical  Pharm- 
acy,” KETV-TV  10:30  p.m.  EST  (9:30  p.m. 
CST) 

23  PANMED  television  series,  “The  Anemic 
Patient.”  KETV-TV  10:30  p.m.  EST  (9:30 
p.m.  CST) 

30  PANMED  television  series,  “The  Nurse  and 
the  Unwed  Mother,”  KETV-TV  10:30  p.m. 
EST  (9:30  p.m.  CST) 


DECEMBER 

7 PANMED  television  series,  “Diagnosis  and 
Treatment  of  Endodontic  Emergencies,” 
KETV-TV  10:30  p.m.  EST  (9:30  p.m.  CST) 
14  PANMED  television  series,  “Students  Look 
at  Drug  Abuse,”  KETV-TV  10:30  p.m.  EST 
(9:30  p.m.  CST) 

18-19  Postgraduate  course,  “Practical  Ophthalmol- 
ogy for  the  Primary  Physician,”  University  of 
Kentucky  Medical  Center,  Lexington 


IN  SURROUNDING  STATES 

OCTOBER 

12-16  Clinical  Congress  of  American  College  of  Sur- 
geons, the  Conrad  Hilton  Hotel,  Chicago,  111. 
14-16  Cleveland  Course  in  Pulmonary  Disease,  St. 

Luke’s  Hospital,  Cleveland. 

25-29  Fall  Scientific  Assembly,  American  College  of 
Chest  Physicians,  Century  Plaza  Hotel,  Los 
Angeles. 

NOVEMBER 

6- 8  Congress  of  County  Medical  Societies,  An- 

nual Convention,  Netherland  Hilton  Hotel, 
Cincinnati 

11-12  Postgraduate  course,  “Diagnostic  Procedures 
in  Gastroenterology,”  Cleveland  Clinic  Ed- 
ucational Foundation,  Cleveland 
16-19  Annual  Meeting,  Southern  Medical  Associa- 
tion, Dallas 

29-Dec.  2 Clinical  Convention,  American  Medical 
Association,  Boston 

DECEMBER 

9-10  Postgraduate  course,  “Current  Concepts  in 
Opthalmology,”  Cleveland  Clinic  Educational 
Foundation,  Cleveland 

JANUARY 

7- 9  National  Conference  on  Cancer  of  the  Colon 

and  Rectum,  Hotel  del  Coronado,  San  Diego, 
Calif. 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  fall  and  winter  meetings.  At  the  same  time 
they  are  choosing  the  topics  to  be  discussed,  ar- 
ranging for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities”  cal- 
endar in  The  Journal.  In  this  way  conflicts  in  dates 
can  to  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Ephraim  McDowell  Drive,  Louisville,  Ky. 
40205. 
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The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt^  predictable  antisecretory  action  of  the  bella- 
donna alkaloid^  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


^ O 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR) . The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-efifects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
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Roche 

announces 


Efudex* 

(fluorouradl) 

cream/solution 


for  the  treatment 
of  solar/actinic  keratoses... 

a topical  alternative 
to  conventional  therapy 


Fluorouracil— the  Roche  contribution 

In  1962,  Roche  Laboratories  introduced  Fluorouracil 
Roche®  (5-fluorouracil).  Early  clinical  work  with  this 
drug  suggested  that  it  possessed  a selective  cytotoxic 
activity  when  applied  topically  to  certain  kinds  of 
lesions.  Based  on  this  work  and  years  of  clinical  trials, 
a standardized  form  of  topical  fluorouracil  can  now  be 
recommended  for  treatment  of  multiple  solar  or  actinic 
keratoses. 


Efudex®(fluorouracil)—  a new 
alternative  to  conventional  therapy 

Efudex  presents  the  physician  with  a topical  alternative 
to  surgery  in  the  treatment  of  solar  or  actinic  keratoses. 

It  is  effective,  comparatively  inexpensive  and  especially 
well-suited  for  treatment  of  multiple  lesions.  Important, 
too,  is  the  highly  desirable  cosmetic  result.  Clinical 
experience  demonstrates  that  treatment  with  Efudex 
results  in  an  extremely  low  incidence  of  scarring.* 

Highly  effective  on  first  and 
later  applications 

In  clinical  trials,  depending  on  the  dosage  form  and 
strength  used,  complete  involution  occurred  in  77  to  88 
per  cent  of  lesions  following  treatment.  The  rate  of 
recurrence  was  low,  ranging  from  1.7  to  5.6  per  cent 
up  to  a year  after  completion  of  therapy.  When  lesions 
did  recur  or  new  ones  appeared,  repeated  courses  of 
Efudex  therapy  proved  effective.* 


1/22/68— Treatment  with  5%  5-FU 
cream  commences.  Patient  K.L.  showing 
widespread  but  mild  solar  keratoses  (also 
known  as  actinic  keratoses). 
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2/2/68— After  11  days  of  treatment. 
Erythema  is  seen  at  site  of  keratoses.  In 
addition,  numerous  lesions  not  apparent 
prior  to  therapy  have  become  manifest 
, by  sharply  defined  reactions.  Intervening 
skin,  also  treated,  shows  no  response  to 
therapy. 


2/19/69  — One  year  after  cessation  of 
therapy.  Skin  appears  clear  with  no  evi- 
dence of  scarring.  Examination  reveals 
lack  of  recurrence  or  the  formation  of 
new  lesions. 


Predictable  sequence  of 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course  of  Efudex 
therapy.  The  response  is  usually  characteristic  and 
predictable.  After  three  or  four  days  of  treatment, 
erythema  begins  to  appear  in  the  area  of  the  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks 
of  discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  to  three 
months  before  gradually  receding. 

Selective— with  a high  degree 
of  safety 

Despite  the  temporary  unsightliness  and  discomfort  of 
the  inflammatory  episode,  Efudex  is,  in  general,  more 
readily  tolerated  than  surgery.  Clinical  work  shows  the 
intense  inflammatory  response  to  be  limited  to  the  area  of 
the  lesion.  Normal  skin  is  not  similarly  affected.  Another 
measure  of  Efudex  safety:  systemic  absorption  of  topical 
fluorouracil  was  insignificant,  indicating  a low  risk  of 
systemic  toxicity.* 

Two  strengths— two  convenient 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or  as  a 5% 
cream.  It  is  applied  twice  daily  by  the  patient  with 
a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  there  are  two 
important  considerations.  First,  please  consult  the 
complete  prescribing  information  for  precautions, 
warnings  and  adverse  reactions.  Second,  advise  the 
patient  that  treated  lesions  should  respond  with  the 
characteristic  but  transient  inflammation.  A positive 
sign  that  Efudex  is  working  for  them. 

♦Data  on  file,  Hoffmann -La  Roche  Inc.,  Nutley,  New  Jersey. 

2%  and  5%  Solutions,-  5%  Cream 
Applied  twice  daily— resolves 
solar  or  actinic  keratoses. 

new 


(fluorouracil) 

cream/solution 


For  full  prescribing  information,  please  see  the  following  page. 


Roche 

introduces 


(fluorouracil) 
cream/solution 
the  new  standardized  topical 
for  solar/actinic  keratoses 


Description:  Efudex  solutions  and  cream  are  topical  preparations 
containing  the  fluorinated  pyrimidine  5-fluorouracil,  an 
antineoplastic  antimetabolite. 

Efudex  Solution  consists  of  2%  or  5%  fluorouracil  on  a weight/ 
weight  basis,  compounded  with  propylene  glycol,  tris- 
(hydroxymethyl)  aminomethane,  hydroxypropyl  cellulose, 
parabens  (methyl  and  propyl)  and  disodium  edetate. 

Efudex  Cream  contains  5%  fluorouracil  in  a vanishing  cream 
base  consisting  of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl  and  propyl). 

Actions:  There  is  evidence  that  the  metabolism  of  fluorouracil  in 
the  anabolic  pathway  blocks  the  methylation  reaction  of 
deoxyuridylic  acid  to  thymidylic  acid.  In  this  fashion  fluorouracil 
interferes  with  the  synthesis  of  deoxyribonucleic  acid  (DNA) 
and  to  a lesser  extent  inhibits  the  formation  of  ribonucleic 
acid  (RNA).  Since  DNA  and  RNA  are  essential  for  cell 
division  and  growth,  the  effect  of  fluorouracil  may  be  to  create 
a thymine  deficiency  which  provokes  unbalanced  growth  and 
death  of  the  cell.  The  effects  of  DNA  and  RNA  deprivation  are 
most  marked  on  those  cells  which  grow  more  rapidly  and  which 
take  up  fluorouracil  at  a more  rapid  pace.  The  catabolic  metabolism 
of  fluorouracil  results  in  degradative  products  (e.g.,  CO2,  urea, 
a-fluoro-y3-alanine)  which  are  inactive. 

Studies  in  man  with  topical  application  of  “C-labeled  Efudex 
demonstrated  insignificant  absorption  as  measured  by  “C  content 
of  plasma,  urine  and  respiratory  CO2. 

Indications:  Efudex  is  recommended  for  the  topical  treatment  of 
multiple  actinic  or  solar  keratoses. 

Contraindications:  Efudex  is  contraindicated  in  patients  with 
known  hypersensitivity  to  any  of  its  components. 

Warnings:  If  an  occlusive  dressing  is  used,  there  may  be  an 
increase  in  the  incidence  of  inflammatory  reactions  in  the 
adjacent  normal  skin. 

Prolonged  exposure  to  ultraviolet  rays  should  be  avoided  while 
under  treatment  with  Efudex  because  the  intensity  of  the  reaction 
may  be  increased. 

Usage  in  Pregnancy:  Safety  for  use  in  pregnancy  has  not  been 
established. 

Precautions:  If  Efudex  is  applied  with  the  fingers,  the  hands  should 
be  washed  immediately  afterward.  Efudex  should  be  applied  with 
care  near  the  eyes,  nose  and  mouth.  To  rule  out  the  presence  of  a 
frank  neoplasm,  a biopsy  should  be  made  of  those  areas  failing  to 
respond  to  treatment  or  recurring  after  treatment. 

Adverse  Reactions:  The  most  frequently  encountered  local 


reactions  were  pain,  pruritus,  hyperpigmentation  and  burning 
the  site  of  application.  Other  local  reactions  included  dermatit 
scarring,  soreness  and  tenderness. 

Also  reported  were  insomnia,  stomatitis,  suppuration,  scalin 
swelling,  irritability,  medicinal  taste,  photosensitivity  and 
lacrimation. 

Laboratory  abnormalities  reported  were  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Efudex  should  be  applied  twice  da  > 
with  a nonmetal  applicator  or  suitable  glove  in  an  amount  of  t 
solution  or  cream  sufficient  to  cover  the  lesion.  When  Efudex  i 
applied  to  a lesion,  a response  occurs  with  the  following  seque  t: 
erythema,  usually  followed  by  vesiculation,  erosion,  ulceratior 
necrosis  and  epithelization.  The  lower  frequency  and  intensity 
activity  in  adjacent  normal  skin  indicate  a selective  cytotoxic 
property.  Medication  should  be  continued  until  the  inflammator 
reaction  reaches  the  erosion,  necrosis  and  ulceration  stage,  at 
which  time  use  of  the  drug  should  be  terminated.  The  usual 
duration  of  therapy  is  from  2 to  4 weeks.  Complete  healing  of  tf 
lesion  may  not  be  evident  for  1 to  2 months  following  cessation 
Efudex  therapy. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers— contair  >g 
2%  or  5%  fluorouracil  on  a weight/weight  basis,  compounded 
with  propylene  glycol,  tris(hydroxymethyl)aminomethane, 
hydroxypropyl  cellulose,  parabens  (methyl  and  propyl)  and 
disodium  edetate. 

Efudex  Cream,  25-Gm  tubes— containing  5%  fluorouracil  in 
vanishing  cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens  (meth> 
and  propyl). 

Clinical  Studies:  The  effectiveness  of  the  three  preparations  as 
determined  by  complete  involution  of  solar  keratoses  was; 

2%  Solution,  77%  of  282  lesions;  5%  Solution,  88%  of  202 
lesions;  and  5%  Cream,  85%  of  189  lesions.  In  those  lesions  wh(  1 
complete  involution  followed  treatment,  the  rate  of  possible 
recurrences  observed  clinically  at  periods  up  to  12  months  or  me 
was:  2%  Solution,  4.6%  of  218  lesions;  5%  Solution,  1.7%  of  17 
lesions;  and  5%  Cream,  5.6%  of  160  lesions.  Because  of  the  toxie 
potential  of  fluorouracil,  some  physicians  preferred  to  use  the  2' 
solution  when  large  areas  were  to  be  treated.  Approximately  30' 
of  the  lesions  required  treatment  for  two  weeks  or  less; 
approximately  78%  required  four  weeks  or  less  for  adequate  : 
treatment. 


Roche 

LABORATORIES 


Division  ol  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 
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EDITORIALS 


Men  Of  Letters 


WITH  this  issue  we  at  The  Journal 
present  what  we  hope  will  evolve  into 
a regular  and  continuing  feature — 
Letters  to  the  Editor. 

In  our  complicated  world  of  medicine  today, 
many  issues,  of  both  science  and  socio- 
economics, seem  to  cry  out  for  the  comments 
and  the  guidance  of  knowledgeable  physicians. 
It  will  be,  as  usual,  the  aim  of  this  Journal  to 
offer  information,  education,  and  stimulation  to 
all  of  the  widespread  doctors  in  Kentucky;  it 
will  be  of  value  though,  we  believe,  for  these 
pages  also  to  provide  ventilation — a forum  for 
the  interchange  of  ideas  among  these  same 
widespread  and  hard-working  men.  Only  once 
a year,  during  our  (recently  completed)  An- 
nual KMA  Meeting,  do  we  have  a reasonable 
chance  to  compare  with  our  professional 
brethren  throughout  Kentucky  our  interesting 
cases,  our  clinical  hunches,  our  views  of 
medical  education  and  medical  economics,  etc. 
With  the  institution  of  this  “Letters”  feature, 
you  will  have  constantly  available,  whatever 
your  points  of  view,  a sympathetic  ear  here  on 
the  Editorial  Board,  and,  within  reasonable 
limits,  we  will  publish  monthly  all  correspond- 
ence of  interest. 


From  time  to  time  we  will  present,  in  addi- 
tion to  our  usual  editorials  (which  we  hope 
will  touch  upon  topics  you  find  pert  and 
pertinent),  articles  by  men  who  in  their  fields 
of  special  interest  have  information  or  opinions 
which  seem  to  us  worthy  of  publication.  One 
such  article,  by  Doctor  Ed  Fadell,  inaugurates 
our  “Point  of  View”  column  in  this  issue.  Your 
comments  in  regard  to  his  article,  to  this 
editorial  policy,  to  any  aspect  of  any  scientific 
article  or  KMA  organizational  notes  contained 
in  this  Journal,  will  be  welcomed.  This  Journal 
exists  for  you,  its  members,  and  if  you  want 
an  idea  of  yours  to  be  heard,  we  want  to  help 
you  accomplish  just  that. 

Many  of  our  own  members,  we  know,  are 
concerned  about  the  place  of  a state  medical 
journal  in  today’s  medical  practice.  This  Edi- 
torial Board  feels  strongly  that  there  is  a very 
real  and  valuable  place  for  this  Journal,  in 
helping  to  draw  together  the  physicians  in  this 
state,  and  we  feel  that  all  of  us  in  KMA  can 
be  more  effective  if  information  and  intercom- 
munication are  fostered  through  these  pages. 
Write! 

Walter  I.  Hume  Jr.,  M.D. 


Today's  Physician's  Assistants 


OF  the  millions  of  words  that  have  recently 
appeared  on  “the  physician’s  assistant”, 
99  per  cent  have  concerned  the  new  as- 
sistant who  is  being  programmed  to  solve  all 
problems  in  the  future.  Only  the  briefest  nod 
has  been  accorded  the  assistants  who  now 
share  our  over-work  and  fatigue. 

Recently,  the  American  Society  of  Clinical 
Pathologists  forwarded  an  engraved  plaque 
attesting  that  the  physician  “and  Staff”  were 
active  participants  in  continuing  education  in 
clinical  pathology.  Gleaming  from  the  wall  of 
her  cubiele,  this  had  a most  heartening  ef- 
fect on  the  young  lady  who  runs  the  control 
specimens  and  calculates  and  plots  the  stand- 


ard deviations  that  constitute  the  tedium  of 
the  quality  control  program. 

Reviewing  the  office  roster  shows  a number 
of  other  assistants  who  deserve  some  morale- 
boosting  recognition.  Presumably  their  official 
Associations  could  devise  a system  of  recogni- 
tion for  our  RN’s  and  LPN’s.  Some  secretaries, 
and  some  of  the  typists  in  Medical  Records  at 
the  hospitals  deserve  a quality  control  award. 
This  would  recognize  those  with  least  mis- 
spellings and  over-strikes  as  they  decode  our 
mumbling  and  uneven  dictation  into  a sem- 
blance of  the  King’s  English. 

(Continued  on  PatiC  686) 
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BREAKUP— symbol  of  the  impact  of  emotional  stress* 
But  when  the  stress  exceeds  transient  rage  or 
depression — and  settles  into  a chronic  mixed  anxiety 
depression  state— combined  tranquilizer- 
antidepressant  therapy  could  be  indicated. 


FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 


TRANQUILIZER- 

ANTIDEPRESSANT 


Containing  perphenazine  and  amitriptyline  HCI 

For  prescribing  information,  including  indica- 
tions, contraindications,  warnings,  precautions, 
and  side  effects,  please  see  following  page. 
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FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 


TRANQUILIZER- 

ANTIDEPRESSANT 

Containing  perphenazine  and  amitriptyline  HCI 


TRIAVIL®2-10:  Each  tablet  contains  2 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®2-25:  Each  tablet  contains  2 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®4-10:  Each  tablet  contains  4 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®4-25:  Each  tablet  contains  4 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 


INDICATIONS:  Patients  with  moderate  to  severe  anxiety 
and/or  agitation  and  depressed  mood;  patients  with  de- 
pression in  whom  anxiety  and/or  agitation  are  severe; 
patients  with  depression  and  anxiety  in  association  with 
chronic  physical  disease;  schizophrenics  with  associated 
depressive  symptoms. 

CONTRAINDICATIONS:  Central  nervous  system  depression 
from  drugs  (barbiturates,  alcohol,  narcotics,  analgesics, 
antihistamines);  bone  marrow  depression;  pregnancy;  and 
in  patients  with  known  hypersensitivity  to  phenothiazines 
or  amitriptyline.  Do  not  give  in  combination  with  MAOl 
drugs  because  of  possible  potentiation  that  may  even  cause 
death.  Allow  at  least  two  weeks  between  therapies.  In  such 
patients  therapy  with  TRIAVIL  should  be  initiated  cau- 
tiously, with  gradual  increase  in  the  dosage  required  to 
obtain  a satisfactory  response.  Do  not  give  concomitantly 
with  guanethidine  or  similarly  acting  compounds  since  it 
may  block  the  antihypertensive  effect. 

WARNINGS:  Patients  should  be  warned  against  driving  a 
car  or  operating  machinery  or  apparatus  requiring  alert 
attention,  and  that  response  to  alcohol  may  be  increased. 
PRECAUTIONS:  Suicide  is  always  a possibility  in  mental 
depression  and  may  remain  until  significant  remission  oc- 
curs. Supervise  patients  closely  in  case  they  may  require 
hospitalization  or  concomitant  electroshock  therapy.  Un- 
toward reactions  have  been  reported  after  the  combined 
use  of  antidepressant  agents  having  various  modes  of 
activity.  Accordingly,  consider  possibility  of  potentiation 
in  combined  use  of  antidepressants.  Use  with  caution  in 
patients  with  glaucoma  and  those  with  problems  of  urinary 
retention.  Perphenazine  can  lower  the  convulsive  thresh- 
old in  susceptible  individuals.  It  should  be  given  with  cau- 
tion to  patients  with  convulsive  disorders.  Dosage  of  the 
anticonvulsive  agent  may  have  to  be  increased.  Not  rec- 
ommended for  use  in  children.  Mania  or  hypomania  may 
be  precipitated  in  manic-depressives  (perphenazine  in 
TRIAVIL  seems  to  reduce  likelihood  of  this  effect).  If  hypo- 
tension develops,  epinephrine  should  not  be  employed,  as 


its  action  is  blocked  and  partially  reversed  by  perphena- 
zine. Caution  patients  about  errors  of  judgment  due  to 
change  in  mood. 

ADVERSE  REACTIONS:  Similar  to  those  reported  with 
either  constituent  alone. 

Perphenazine:  Should  not  be  used  indiscriminately.  Use 
caution  in  patients  who  have  previously  exhibited  severe 
reactions  to  other  phenothiazines.  Likelihood  of  untoward 
actions  greater  with  high  doses.  Closely  supervise  with 
any  dosage.  Side  effects  may  be  any  of  those  reported 
with  phenothiazine  drugs:  extrapyramidal  symptoms 
(opisthotonos,  oculogyric  crisis,  hyperreflexia,  dystonia, 
akathisia,  dyskinesia,  parkinsonism)  usually  controlled  by 
the  concomitant  use  of  effective  antiparkinsonian  drugs 
and/or  by  reduction  in  dosage,  but  sometimes  persist 
after  discontinuation  of  the  phenothiazine;  skin  disorders 
(photosensitivity,  itching,  erythema,  urticaria,  eczema,  up 
to  exfoliative  dermatitis);  other  allergic  reactions  (asthma,  i 
laryngeal  edema,  angioneurotic  edema,  anaphylactoid  re-i 
actions);  peripheral  edema;  reversed  epinephrine  effect;  \ 
hyperglycemia;  endocrine  disturbances  (lactation,  galac- . 
torrhea,  disturbances  of  menstrual  cycle);  altered  cere-i 
brospinal  fluid  proteins;  paradoxical  excitement;  EKG ' 
abnormalities  (quinidine-like  effect);  reactivation  of  psy- : 
chotic  processes;  catatonic-like  states;  autonomic  reac- 
tions, such  as  dryness  of  the  mouth,  headache,  nausea,  I 
vomiting,  constipation,  obstipation,  urinary  frequency, 
blurred  vision,  nasal  congestion,  and  a change  in  the  pulse  I 
rate;  hypnotic  effects;  pigmentary  retinopathy;  corneal  > 
and  lenticular  pigmentation;  occasional  lassitude;  muscle  j 
weakness;  mild  insomnia.  Other  adverse  reactions  re- ! 
ported  with  various  phenothiazine  compounds,  but  not  j 
with  perphenazine,  include  blood  dyscrasias  (pancyto-j 
penia,  thrombocytopenic  purpura,  leukopenia,  agranulocy- 1 
tosis,  eosinophilia);  liver  damage  (jaundice,  biliary  stasis);  ■ 
grand  mal  convulsions;  cerebral  edema;  polyphagia;  pho- 
tophobia; skin  pigmentation;  and  failure  of  ejaculation. 
Significant  unexplained  rise  in  body  temperature  may  sug- 
gest intolerance  to  perphenazine,  in  which  case  discon- 
tinue. Antiemetic  effect  may  obscure  signs  of  toxicity  due 
to  overdosage  of  other  drugs  or  make  diagnosis  of  other 
disorders  such  as  brain  tumors  or  intestinal  obstruction 
difficult.  May  potentiate  the  action  of  central  nervous 
system  depressants  (opiates,  analgesics,  antihistamines, 
barbiturates,  alcohol)  and  atropine.  In  concurrent  ther- 
apy with  any  of  these,  TRIAVIL  should  be  given  in  reducec 
dosage.  May  also  potentiate  the  action  of  heat  and  phos- 1 
phorous  insecticides. 

Amitriptyline:  Careful  observation  of  all  patients  recom  . 
mended.  Side  effects  include  drowsiness  (may  occui 
within  the  first  few  days  of  therapy);  dizziness;  nausea 
excitement;  hypertension;  fainting;  fine  tremor;  jitteri 
ness;  weakness;  headache;  heartburn;  anorexia;  in 
creased  perspiration;  incoordination;  impotence 
increased  appetite  and  weight  gain;  allergic-type  reac 
tions  manifested  by  skin  rash,  swelling  of  face  and  tongue 
itching;  numbness  and  tingling  of  limbs,  including  pe 
ripheral  neuropathy;  activation  of  latent  schizophrenic 
(however,  the  perphenazine  content  may  prevent  this  re 
action  in  some  cases);  epileptiform  seizures;  temporar 
confusion,  disturbed  concentration,  or  transient  visua 
hallucinations  on  high  doses;  evidence  of  anticholinergif 
activity,  such  as  tachycardia,  dryness  of  mouth,  stomatitis 
blurring  of  vision,  reversible  dilatation  of  the  urinary  tract 
urinary  retention,  constipation,  paralytic  ileus;  agranu 
locytosis;  jaundice.  Elderly  patients  and  adolescents  cai 
often  be  managed  on  lower  dosage  levels. 

For  more  detailed  information,  consult  your  MSD  Represen 
tative  or  see  the  package  circular.  Merck  Sharp  & Dohme 
Division  of  Merck  & Co.,  Inc.,  IVest  Point,  Pa.  19486. 

MSD  MERCK  SHARP  & DOHME 
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Letters  To  The  Editor 


Dear  Editor: 

The  July,  1970,  issue  of  The  Journal  of  the  Ken- 
tucky Medical  Association  published  an  editorial  by 
Doctor  Sam  A.  Overstreet  entitled,  “Hospital  Beds — 
We  Need  ’Em.”  The  first  five  paragraphs  of  this 
editorial  dealt  with  the  utilization  of  existing  acute 
hospital  beds.  There  are  several  statements  and  con- 
clusions in  these  paragraphs  with  which  1 vigorously 
disagree. 

Dr.  Overstreet  quite  correctly  reported  the  findings 
of  the  one  day  hospital  survey  conducted  by  the 
Jefferson  County  Medical  Society,  under  the  excel- 
lent chairmanship  of  Doctor  Charles  Smith.  This 
survey  found  that  7.3  per  cent  of  all  patients  re- 
viewed on  that  day  were  not  in  need  of  any  type 
of  hospital  care.  In  addition,  there  were  15.5  per 
cent  that  could  be  receiving  their  hospital  care  in 
a so-called  minimal  or  self-care  unit  at  a greatly 
reduced  cost.  Doctor  Overstreet  then  stated,  “it  was 
concluded  from  this  survey  that  there  was  not  really 
a problem  of  gross  over-utilization  of  hospital  beds 
in  this  city.”  It  is  not  clear  to  me  whether  Doctor 
Overstreet  himself  concluded  that  there  was  no  over- 
utilization or  whether  this  was  the  conclusion  of  the 
Jefferson  County  Medical  Society’s  Survey  Commit- 
tee. To  say  that  22.8  per  cent  of  all  patients  hos- 
pitalized on  that  particular  day  either  did  not  need 
to  be  in  the  hospital  or  could  be  in  a less  costly 
type  of  facility  was  not  gross  over-utilization,  I feel 
is  a fallacious  conclusion. 

There  are  3,072  acute  hospital  beds  in  the  seven 
county  area  of  the  Falls  Region  Health  Council,  the 
great  majority  of  which  are  in  Jefferson  County, 
Twenty-two  and  eight-tenths  per  cent  represents 
roughly  600  acute  beds  that  were  improperly  utilized 
on  that  day. 

The  estimated  cost  of  building  an  acute  hospital 
bed  today  ranges  from  a low  figure  (Extendicare’s 
proposal  for  the  St.  Matthews  Hospital)  of  $26,000 
to  (Methodist  Evangelical  Hospital’s  projected  ad- 
dition) of  $64,000.  The  total  cost,  therefore,  of  600 
acute  beds  today  would  vary  from  15.7  to  38.4 
million  dollars.  In  addition,  the  cost  of  operating 
an  acute  bed  for  one  year  is  approximately  half  the 
construction  cost.  This  is  a very  significant  amount 
of  money.  Even  applying  this  formula  to  just  7.3 
per  cent  of  the  acute  beds  would  represent  a tre- 
mendous potential  saving. 

I believe,  and  I believe  the  Jefferson  County 
Medical  Society’s  survey  lends  support  to  the  con- 
cept that  we  must  strive  in  every  way  possible  to 
alter  our  delivery  of  medical  care  so  that  we  may 
provide  better  care  to  the  most  people  with  our 
available  financial  resources.  The  tenor  of  Doctor 
Overstreet’s  editorial  implies  to  me  that  we  do  not 
have  enough  hospital  beds.  He  states,  “it  is  not  likely 


that  in  any  case  a supply  of  beds  will  catch  up 
with,  not  to  mention  overtake,  the  demand  in  the 
near  future.”  Unless  the  medical  profession  ap- 
proaches this  problem  with  the  desire  to  innovate 
and  experiment  with  new  approaches  to  the  delivering 
of  medical  care.  Doctor  Overstreet’s  last  statement 
will  undoubtedly  be  true. 

Stuart  Graves,  Jr.,  M.D, 

EDITOR’S  NOTE:  The  following  letter  is  a reply 
to  Doctor  Graves  by  the  author  of  the  editorial. 
Doctor  Overstreet. 

Dear  Doctor  Graves: 

The  observations  recorded  in  this  article  were  en- 
tirely mine  and  not  the  conclusion  of  the  Jefferson 
County  Medical  Society  Survey  Committee.  How- 
ever, I did  submit  the  article  to  Doctor  Charles 
.Smith  for  review  and  approval  before  it  was  pub- 
lished. Doctor  Smith  made  no  objection  or  unfavor- 
able comment  to  me  before  or  since  it  was  sub- 
mitted for  publication. 

Your  observations  are  very  interesting  and  helpful 
and  I have  no  great  disagreement  with  the  conclusions 
that  you  reach.  To  acquire  a sufficient  number  of 
hospital  accommodations  for  the  type  of  use  re- 
quired, whether  acute  or  otherwise,  is  a problem 
to  which  there  is  no  immediate  answer.  I believe, 
however,  that  the  physicians  and  agencies  concerned 
with  the  solution  of  this  will  continue  to  work  to- 
gether more  effectively. 

Sam  A.  Overstreet,  M.D. 
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His  wife  has  a lot  of  different 
menopausal  symptoms,  but  only  a few 
really  irritate  him.  Her  hot  flashes,  her 
vertigo,  her  palpitations — that’s  her 
problem.  What  really  bothers  him  is 
her  nervousness,  her  irritability  and 
her  excessive  anxiety,  often  expressed 
by  endless  “book'shuffling,  chain- 
smoking, reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
vertigo,  palpitations  in  most 
menopausal  women.  Menrium 
provides  the  well-known  antianxiety 
action  of  chlordiazepoxide  (Librium®) 
and  water-soluble  esterified  estrogens. 
It  therefore  relieves  more  symptoms 
than  either  component  separately. 

It  takes  care  of  tne  vasomotor 
symptoms  as  well  as  the  emotional 
symptoms.  This  means  the  symptoms 
that  bother  his  wife  most.  And  the 
symptoms  that  irritate  him  most. 

So,  to  help  them  both  get  through 
her  menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HCl.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  he  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEC  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


5 mg  chlordiazepoxide 


10  mg  chlordiazepoxide 


4® 


0.2  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


Point  Of  View 


In  April  1970,  Spindletop  Research  pub- 
lished the  results  of  an  evaluation  of  the  per- 
formance of  the  Clinical  Laboratory  of  the 
University  of  Kentucky  Medical  Center  and 
made  this  evaluation  available  to  hospital  ad- 
ministrators throughout  the  State  of  Kentucky.^ 
The  evaluation  was  requested  by  the  Univer- 
sity Hospital  Administrator  and  the  Dean  of 
the  College  of  Medicine  because  it  was  felt 
that  “in  spite  of  the  provision  of  additional 
resources,  the  operational  performance  of  the 
laboratory  has  not  kept  pace  with  the  demand 
for  services.”  It  was  also  “believed  that  an 
analysis  by  an  independent  organization  would 
be  helpful  in  meeting  current  and  future 
problems.” 

The  evaluation  was  apparently  performed 
by  a Mr.  Brian  Kiernan,  and  the  report  was 
approved  by  Mr.  Theodore  R.  Broida,  presi- 
dent of  Spindletop  Research.  The  qualifica- 
tions of  these  two  individuals,  as  regards  their 
abilities  to  accurately  assess  the  performance 
-of  the  clinical  laboratory  on  a professional 
basis,  were  not  stated. 

The  main  conclusion  was  that  the  opera- 
tional performance  of  the  laboratory  had  not 
kept  pace  with  the  increased  demand  for  serv- 
ices. 

The  study  utilized  published  material  con- 
cerning laboratory  operation  as  well  as  “by  a 
visit  to  a private  laboratory  in  a large  metro- 
politan area.”  Evidently,  on  the  spot  com- 
parison of  the  hospital  laboratory  operation 
with  other  university  medical  centers  was  not 
made.  Adequate  knowledge  of  operations  in 
similar  university-associated  facilities  would 
seem  to  be  mandatory. 

Great  emphasis  was  placed  on  the  revenue 
generating  ability  of  the  laboratory.  Specifical- 
ly, items  related  to  surgical  pathology  and 
cytology  were  felt  to  have  poor  revenue-pro- 
ducing capability  and  hence,  should  be  trim- 
med in  staff  resources.  No  statement  was  made 


concerning  the  effect  this  would  have  on 
patient  care  within  the  hospital.  It  is  generally 
well  known  that  in  hospital  operations  the 
surgical  pathology  section  does  not  generate 
sufficient  revenue  to  cover  its  own  operating 
expenses,  and  must  be  in  turn  subsidized  from 
other  laboratory  procedures.  However,  it  is 
generally  well  recognized  that  the  service  af- 
forded to  the  patient  by  the  surgical  pathology 
section  constitutes  a critical  function. 

Further,  the  investigator  suggests  that  the 
less  frequently  ordered  laboratory  tests  are  far 
too  costly  and  generate  too  little  revenue  to 
justify  their  conduct  within  the  laboratory. 
He  suggests  that  these  should  be  perhaps  in 
part,  parcelled  out  to  local  hospitals.  No  com- 
ment is  made  concerning  the  capability  of  th^ 
local  hospitals  to  perform  the  more  esoteric 
tests  or  their  desirability  to  do  them.  If  low 
or  no  revenue-producing  esoteric  laboratory 
methodologies  are  to  be  deleted,  perhaps  the 
hospital  should  investigate  the  possibility  of 
deleting  more  complicated  surgical  and 
obstetrical  procedures,  in  that  these  also  tend 
to  yield  little  revenue. 

Criticism  is  made  of  the  large  number  of 
tests  per  admission  ordered.  Certainly,  such 
a criticism  cannot  be  directed  at  the  laboratory, 
but  rather  at  the  hospital  staff.  Further,  it  is 
stated  that  the  laboratory  should  have  “a 
manager”  without  qualifications  as  to  back- 
ground, salary,  or  specific  duties.  The  only 
statement  is  that  he  should  report  to  the  path- 
ologist. No  mention  is  made  of  the  role  of 
the  technologist  or  the  chief  medical  tech- 
nologist either  in  laboratory  management  or 
administration.  One  should  be  cognizant  of 
the  fact  that  the  various  medical  technology 
groups  are  demanding  more  and  more  man- 
agement and  administrative  say  in  conduct  of 
the  laboratory. 

The  utilization  of  the  computer  within  the 
laboratory  is  criticized.  It  was  felt  that  the 

{Continued  on  Page  692) 
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Physicians  can’t  operate  their  offices 
like  doctors  did  in  the  old  days. 

That's  when  the  patient  load  was 
lower  and  so  was  the  overhead,  in 
case  you  wanted  to  have  lab  tests 
performed  right  on  the  premises. 
There  were  a lot  more  qualified  tech- 
nicians for  hire,  too.  Or  if  you  didn’t 
want  the  bother  and  payroll  of  a big- 
ger staff,  you  sent  specimens  out  to 
a local  lab  or  a nearby  hospital.  Then 
you  waited  for  results  to  return  and 
added  the  charge  to  the  bill. 

Problem  is,  that  way  isn’t  econom- 
ically feasible  any  longer.  More  so- 
phisticated lab  tests  have  been  de- 
veloped to  aid  your  diagnosis.  Fewer 
skilled  personnel  are  available.  The 
complex  equipment  required  is  more 
expensive.  And  the  cost  of  space  is 
premium. 

Somebody  had  to  solve  this  king- 
sized  problem.  We  did. 


^ ^ Bio-Dynamics,  Inc. 

The  Simplifiers 


9115  Hague  Road 
Indianapolis,  Indiana  46250 


We  perfected  the  compact 
UNITEST  SYSTEM.  You  start  with  the 
heart  and  brains,  the  Unimeter.  It 
sells  for  below  $600.  Far  below,  in 
fact.  Then,  you  add-on  components 
you  don’t  already  own.  When  you’re 
done,  any  qualified  person  in  your 
office  can  run  14  tests  for  the  most 
commonly-needed  determinations. 
That  includes  Blood  Glucose,  He- 
moglobin, B.U.N.,  Uric  Acid  and 
Cholesterol. 


And  you  get  accurate  test  results 
faster,  often  before  the  patient  leaves. 

Yes,  the  compact  UNITEST 
SYSTEM  is  a lot  smaller  than  you’d 
expect  for  equipment  that  does  so 
much.  And  there  are  so  many  func- 
tions it  does  so  well,  you  really  owe 
it  to  yourself  to  get  more  information. 
Some  is  on  the  following  page.  The 
card  below  will  bring  you  all  of  it. 
Just  complete,  detach  and  mail. 


Gentlemen: 


I am  interested  in  receiving  more  information  about  use  of  the 
UNITEST  SYSTEM  in  my  office. 


Name 


Address 


State 


Phone  No. 


Printed  in  U.S.A.  8/70  6898 


What  the  doctors  in  this  country 
need  is  a simple,  accurate 
lab  system  for  under  $600. 


i i 


That’s  why  we  invented  the  UNITEST  SYSTEM. 


The  UNITEST  SYSTEM  provides 
these  important  features: 


The  Unimeter— The  Unimeter  250  is 
a precisely -calibrated,  solid  state 
colorimeter.  Rugged  in  design  and 
simple  to  operate,  it  has  only  three 
controls:  on-off  switch,  calibration 
control  dial  and  temperature  control 
button. 


The  Select-a-Fuge  24  — The  most 
advanced  centrifuge  in  its  category 
ever  developed  ...  a single  unit 
capable  of  performing  three  centrif- 
ugated preparations  where  at  least 
two  units  were  previously  required 
. . . and  in  the  shortest  possible  time 
for  each  specimen  involved.  The  Se- 
lect-a-Fuge  24  can  prepare  urine 
specimens  at  the  low  speed  of  4000 
rpm  ...  or  perform  uniformly  con- 


sistent serum,  plasma  and  hemato- 
crit results  at  10,000  rpm.  Other 
preparations  requiring  graduating  in- 
termediate speeds  may  also  be  con- 
ducted. Select-a-Fuge  24  does  all 
this  without  changing  equipment, 
without  adding  or  removing  parts. 


Built-in  Incubator  — The  Unimeter 
has  a convenient  built-in  incubator 
which  holds  twelve  tubes  at  a con- 
stant temperature  of  37°C.  There  is 
an  instant  push-button  temperature 
check. 


Interchangeable  Meter  Faces— The 

slip-in  meter  face  cards  with  color- 
coded  test  scales  allow  the  operator 
to  adapt  this  unit  to  a variety  of  tests 
and  to  incorporate  any  new  tests 
which  may  be  added  in  the  future. 


First  Class 
Permit  No.  4810 
Indianapolis,  Ind. 


BUSINESS  REPLY  MAIL 

No  postage  necessary  if  mailed  in  the  United  States 


Postage  will  be  paid  by 


Bio-Dynamics,  Inc. 

Box  50100 

Indianapolis,  Indiana  46250 


Push  Button  Pipetting— Automatic 
Pipette  controls  critical  measure- 
ments precisely  with  remarkable 
ease  and  speed.  Assures  depend- 
able results  between  operators,  re- 
gardless of  their  individual  skills. 


Unitube — The  optically  correct, 
glass  Unitube  contains  reagent  ma- 
terials. It  also  contains  the  reaction 
and  is  used  as  a cuvette,  when  the 
reaction  is  complete.  After  the  result 
is  recorded  the  Unitube  is  discarded. 
Unitube  caps  are  color-coded  for 
each  test. 


Unitest  Kits  — Each  kit  contains  i 
everything  necessary  to  perform  the 
tests.  Everything  is  pre-measured,  . 
color-coded,  sealed  against  con-|j 
tamination  and  disposable.  Simple,  ( 
step-by-step  illustrated  instructions 
are  enclosed  in  every  kit.  Kits  are 
available  in  a variety  of  sizes. 

For  full  details, 

mail  this  card  today!  , 


Bio-Dynamics,  Inc. 

The  Simplifiers 


ORGANIZATION  SECTION 


Joe  D.  Miller  Is  Appointed 
Vice-President  Of  The  AMA 

Joe  D.  Miller,  a native  Kentuckian,  was  appointed 
assistant  executive  vice-president  of  the  AMA  at  the 
Association’s  Board  Meeting  September  11-12.  He 
will  supervise  the  Divisions  of  Management  Services, 
Communications,  Public  Affairs  and  Medical  Practice 
in  his  new  position. 

Other  organizational  changes  saw  Richard  S. 
Wilbur,  M.D.,  former  assistant  executive  vice- 
president,  moved  to  the  new  position  of  deputy 
executive  vice-president.  Also  named  to  one  of  the 
two  new  assistant  vice-president  positions  was  Wil- 
liam R.  Barclay,  M.D. 

Mr.  Miller  has  worked  for  the  medical  profession 
since  1957,  when  he  first  joined  the  .WIA.  Born 
in  Smith  Grove,  he  is  a graduate  in  business  ad- 
ministration from  the  University  of  Kentucky. 

His  initial  professional  experience  in  the  field  of 
health  was  gained  in  Kentucky,  where  he  served  as 
executive  director  of  the  Kentucky  Tuberculosis 
Hospital  Commission  from  1949-1957. 

Mr.  Miller  joined  AMA  as  a research  associate 
specializing  in  matters  relating  to  hospitals,  nursing 
homes  and  other  types  of  medical  facilities.  He 
later  served  as  AMA  field  representative  and  then 
became  executive  director  of  the  American  Medical 
Political  Action  Committee  (AMPAC).  Mr.  Miller 
was  Director  of  The  AMA  Public  Affairs  Division 
preceding  his  new  appointment. 


Ky.  Thoracic  Society  Conference 
To  Feature  Dr.  Benjamin  Felson 

Benjamin  Felson,  M.D.,  professor  and  director, 
department  of  radiology,  University  of  Cincinnati,  is 
the  headline  speaker  for  the  fall  scientific  session  of 
the  Kentucky  Thoracic  Society  set  for  October  23 
and  24  at  Boone  Tavern  in  Berea. 

Dr.  Felson  will  discuss  “More  Fundamentals  of 
Chest  Roetgenology”  at  the  opening  dinner  meeting 
on  Friday,  October  23.  He  also  will  be  a participant 
on  a “Stump  the  Experts — Bring  your  Own  Case” 
panel  on  Saturday,  October  24.  Other  panelists  for 
that  session  are:  Ben  V.  Branscomb,  M.D.,  professor, 
department  of  medicine.  University  of  Alabama;  and 
Richard  B.  McElvein,  M.D.,  thoracic  surgeon,  Lex- 
ington. 

Other  sessions  are  planned  on  “Blastomycosis”  by 
Ernest  W.  Chick,  M.D.,  Lexington;  “Dyspneic  Miner 
and  the  Federal  Black  Lung  Act  of  1969”  by  Emery 
Lane,  M.D.,  Louisville;  “New  Anti-Tuberculosis 
Drugs”  by  N.  Alex  Saliba,  M.D.,  Louisville;  and 


“Never  Again  — A Pike  County  TB  Epidemic”  by 
William  P.  McElwain,  M.D.,  State  Health  Commis- 
sioner. 

All  physicians  are  invited  to  attend  and  further 
information  is  available  from  Kentucky  TB  and 
Respiratory  Disease  Association,  4100  Churchman 
Avenue,  Louisville,  Kentucky  40215. 

PANMED  Television  Programs 
Scheduled  For  Fall  Showing 

A series  of  11  continuing  medical  education  pro- 
grams are  being  presented  in  weekly  broadcasts  this 
fall  over  the  Kentucky  Educational  Television  Net- 
work, according  to  Thomas  L.  Heavern,  Jr.,  M.D., 
Highland  Heights,  KMA-ETV  committee  chairman. 

The  PANMED  series,  which  is  being  broadcast 
every  Monday  at  10:30  p.m.  EST,  is  sponsored  by 
the  Kentucky  Medical  Association,  the  Kentucky 
Chapter  of  the  American  Cancer  Society,  the  Uni- 
versity of  Kentucky  Medical  Center  and  the  Uni- 
versity of  Louisville  School  of  Medicine. 

The  first  program,  “Not  Child,  Not  Adult: 
Adolescent  Nursing”  was  shown  October  5.  Future 
programs  in  the  series  include  “Oral  Cancer,” 
October  26  and  “The  Anemic  Patient,”  November 
23. 

Check  your  local  newspaper  for  the  channel  num- 
ber of  the  KETV  station  nearest  you. 

Physician  Participation  Urged 
On  Drug  Education  Committees 

The  importance  of  physical  participation  on  the 
county  drug  education  committees  organized  by  the 
Department  of  Mental  Health  was  recently  dis- 
cussed by  the  members  of  the  KMA  Executive 
Committee.  Walter  L.  Cawood,  M.D.,  Ashland,  KM.\ 
president,  complimented  the  Woman’s  Auxiliary  for 
their  activity  in  this  field,  but  pointed  out  that  more 
physicians  should  be  working  on  the  drug  education 
committees. 

The  Department  of  Mental  Health  has  organized 
county  drug  education  committees  in  105  Kentucky 
counties.  Almost  100  interested  citizens  have  at- 
tended regional  training  sessions  to  learn  how  to 
help  meet  their  county’s  drug  education  needs. 

Drug  committees  will  soon  be  organized  in  the 
remaining  15  counties  and  intensive  follow-up  train- 
ing will  be  done  in  all  Kentucky  counties.  Dale  H. 
Farabee,  M.  D.,  Commissioner  of  Mental  Health, 
recently  announced. 

Interested  physicians  may  inquire  through  the 
KMA  Headquarters  Office  about  the  local  com- 
mittees. 
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Medical  technology 

is  demanding  enough— 

Here's  how  to  relieve 
the  demands  of  business: 


— and  enjoy  personal  satisfaction,  peace  of  mind 
and  freedom  of  time  greater  than  you  may  have 
imagined  possible. 

just  a few  years  ago,  a group  of  doctors  in 
Kentucky  resolved  to  make  their  practices  simpler 
and  more  profitable.  They  formed  a non-profit 
corporation,  the  Professional  Service  Corporation 
Association.  The  doctors  talked  with  many  profes- 
sional consultants.  Together  they  explored  every 
aspect  of  practice  — office  procedure,  billing,  ac- 
counting, salaries,  fringe  benefits,  insurance,  retire- 
ment, equipment  — even  auto  leasing  — literally 
every  business  demand.  Time  and  energy  were 
lavished  on  every  detail.  Each  was  honed,  polished 
and  perfected.  Now,  benefits  in  each  of  these 
areas  are  available  to  PSCA  members. 

Specific  business  guidelines  are  the  key 

You  may  unknowingly  be  using  business  techniques 
discarded  years  ago  by  professional  businessmen. 
You  may  be  needlessly  hampered  by  restrictions  — 
penalized  by  advice  from  persons  not  knowledg- 
able  in  medicine.  Today,  PSCA  guidelines  for  sys- 
tematic and  simplified  business  procedures  can  be 
applied  to  incorporated  practices.  Remarkable 
benefits  are  immediately  available. 

Get  every  benefit  you're  entitled  to 

Professional  Service  Corporation  Association  (PSCA) 
offers  members  complete  guidance  to  qualify  for 
every  benefit  legitimately  available.  You'll  find  this 


list  surprisingly  long.  Exceptional  financial  rewarcj 
are  possible.  Details  of  planned  incentives  an  i 
benefits  for  employees  are  covered.  Careful 
qualified  and  professional  services  are  made  avai: 
able  exclusively  to  PSCA  members. 

Direct  and  immediate  cash  savings  — three  an 
four  times  your  membership  fee  — may  be  realize? 
in  a single  business  transaction.  ' 

Here's  how  you  can  get  these  remarkable  benefi 

Regular  PSCA  membership  is  open  to  incorporate; 
professionals  exclusively,  junior  membership  1 
qualified  senior  students,  interns,  residents  an 
fellows.  Dues  for  Regular  membership  are  $1 
for  each  stockholder-employee  per  year.  $10  f( 
junior  members.  Complete  the  coupon  below  an 
send  it  with  your  check  today.  You'll  be  provisiot 
ally  enrolled  until  qualification  is  approved.  Ben( 
fits  of  membership  come  just  as  easily  as  th 
means  of  joining.  Full  information  covering  e 
details  will  start  you  enjoying  your  chosen  profe  j 
sion  as  never  before. 

r 

To  PSCA:  Enroll  me  os  o □ Regular  □ Junior  member  for 

I one  year.  My  practice  specialty  is 

Send  full  information  and  details  to: 

I NAME 

I TITLE 

I CORPORATE  NAME 


Professional  Service  Corporation  Association,  Inc. 

A non-profit  orgonizotion  formed  and  controlled  by  doctors 
1622  Commonwealth  Building,  Louisville,  Ky.  40202 

Phone:  502/583-8164 


ADDRESS- 
CITY 


-STATE- 


-ZIP- 


(Your  fee  is  refundable  if  you  do  not  qualify.) 


HIGHLAND  HOSPITAL 


Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an 
extensive  and  well  organized  activities  program,  including  occupational  therapy,  art  therapy, 
music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treat- 
ment program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs 
of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704-234-3201 
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Grone  with  the  wind 


The  gas/acid  group  of  disorders 

“The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas... neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with- 
in comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convetiience  of  a tablet,  select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid,  select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  A.:  Med.  Times p4-i^o  (Feb.)  1966. 


Announcing  the“Antgasid” 

Silain-Gef 

Tablets  : simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas... neutralizes  free  acid 


AH'I^OBINS 


A.H.  Robins  Company,  Richmond,  Virginia  23220 


Drip  stopped,  Congestion  cleared 


For  upper  respiratory  allergies  and  infections,  up  to 
12  hours  clear  breathing  on  one  tablet.  Dimetapp 
Extentabs®  does  an  outstanding  job  of  helping  to  clear 
up  the  stuffiness,  drip  and  congestion  of  colds  and  up- 
per respiratory  allergies  and  infections.  Each  Extentab 
keeps  working  up  to  12  hours.  And  for  most  patients 
drowsiness  or  overstimulation  is  unlikely. 
INDICATIONS:  Dimetapp  is  indicated  for  symptomatic 
relief  of  the  allergic  manifestations  of  respiratory  ill- 
nesses, such  as  the  common  cold  and  bronchial  asthma, 
seasonal  allergies,  rhinitis,  conjunctivitis,  and  otitis. 
CONTRAINDICATIONS:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 


PRECAUTIONS:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engaging  in 
operations  requiring  alertness.  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascular  diseases  or 
hypertension.  SIDE  EFFECTS:  Hypersensitivity  reac- 
tions including  skin  rashes,  urticaria,  hypotension  and 
thrombocytopenia,  have  been  reported  on  rare  occa- 
sions. Drowsiness,  lassitude,  nausea,  giddiness,  dry- 
ness of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered.  /l-H-DOBINS 
DOSAGE:1  Extentab  morning  and  eve-  l\ 

j ,-nn  A,  H.  Robios  Company 

ning.SUPPLIED;Bottlesof  too  and  500.  Richmond,  va.  23220 

Dimetapp 

Extentabs 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenyl- 
ephrine HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg. 


FALL 


DOCTOR! 

You  are  cordially  invited  to  attend 

KENTUCKY  THORACIC  SOCIETY’S 
CONFERENCE  ON  RESPIRATORY  DISEASES 

October  23-24 

Boone  Tavern  Hotel  — Berea,  Kentucky 


FRIDAY,  OCTOBER  23 


6:30  p.m.  Dinner 

Fundamentals  of  Chest  Roentgenology 

Ben  Felson,  M.D.,  Professor  and  Director 
Department  of  Radiology 
University  of  Cincinnati 


SATURDAY,  OCTOBER  24 


Abram  S.  Benenson,  M.D.,  Moderator 
University  of  Kentucky 


8:30-10:30  a.m.  Stump  The  Experts — Bring  Your  Own  Case 

Panel:  Ben  V.  Branscomb,  M.D.,  Professor 
Department  of  Medicine 
University  of  Alabama 
School  of  Medicine 
Ben  Felson,  M.D.,  Chairman 
Department  of  Radiology 
Cincinnati  General  Hospital 
Richard  B.  McElvein,  M.D. 

Thoracic  Surgeon 
Lexington 

10:30-11:00  a.m.  Coffee  Break 


1 1 :00-1  1 :20  a.m.  Blastomycosis 

Ernest  W.  Chick,  M.D. 

Professor  of  Community  Medicine 
University  of  Louisville 
School  of  Medicine 


1 1 :30-1 1 :50  a.m.  Dyspneic  Miner  and  The  Federal  Black 
Lung  Act  of  1969 

Emery  Lane,  M.D. 

Fellow  In  Pulmonary  Disease 
University  of  Louisville 
School  of  Medicine 


12:00-12:20  p.m.  New  Anti-Tuberculosis  Drugs 

N.  Alex  Saliba,  M.D. 

Medical  Director 
Hazelwood  TB  Hospital 

12:30-12:50  p.m.  Never  Again^— A Pike  County  Tuberculosis 
Epidemic 

Wiliam  P.  McElwain,  M.D. 

State  Health  Commissioner 


10  Minute  Discussion  periods  follow  each  presentation 


V 


Application  has  been  made  for  AAGP  Prescribed  credit 
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KMA  Telephone  Number  Changed 

The  telephone  number  of  the  Headquarters  Office 
of  the  Kentucky  Medical  Association  has  been 
changed.  Effective  September  27,  the  new  number 
is  452-6324.  Please  note  that  only  the  prefix  has 
been  changed  from  — 454  to  452.  The  headquarters 
staff  urges  you  to  make  this  change  in  your  records. 


Today’s  Physician’s  Assistants 

(Continued  from  Page  669) 

Blue  Shield  and  Blue  Cross  might  well  use 
their  computer  expertise  to  suitably  recognize 
the  insurance  clerks  who  submit  a minimum  of 
incorrect  or  rejected  claims. 

Above  and  beyond  all  others,  should  there 
not  be  a special  gold  star  for  those  eager 
beavers  who  have  mastered  Medicare  direc- 
tions, regulations  and  instructions  so  well  that 
an  occasional  patient  receives  prompt  and  ade- 
quate repayment  for  his  receipt,  on  the  first 
submission? 

George  F.  Brockman,  M.D. 


KAGP  Seminar  Planned 
October  21-22 

The  Kentucky  Academy  of  General  Practice  will 
hold  a seminar  at  Cumberland  Falls  State  Park 
October  21-22,  according  to  Donald  C.  Barton, 
M.  D.,  and  Frank  R.  Lemon,  M.  D.,  co-chairmen 
of  the  seminar. 

Topics  to  be  discussed  include  “Medical  and 
Surgical  Approaches  to  Certain  G.  I.  Diseases,” 
“Anemias,”  “The  Medical-Surgical  Approach  to  the 
Patient  with  Urinary  Signs  and  Symptoms”  and 
“Drug  Abuse.” 

This  program  is  acceptable  for  12  accredited 
hours  by  the  American  Academy  of  General  Prac- 
tice. All  physicians,  including  non-members  of  the 
Academy,  are  welcome  to  attend. 


Cancer  Course  Offered 

The  Kentucky  Division  of  the  American  Cancer 
Society  is  sponsoring  a course  entitled,  “Practical 
Cancer  Chemotherapy,”  on  Saturday,  October  24, 
1970.  The  course  will  be  held  at  the  University  of 
Kentucky  Medical  Center  in  the  Hospital  Auditorium. 


OPTICAL  ILLUSION?  ^ 
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Angles  make  the  letters  look  tipsy.  Squint  at  the  page  at  arm’s  length. 
Then  try  it  at  ten  feet.  Don’t  suffer  from  the  illusion  that  all  glasses  are 
properly  crafted. 

Rely  on  SOUTHERN  OPTICAL  accuracy 


6 convenient 
locations  in  LOUISVILLE 
plus  BOWLING  GREEN 

CHARGE  ACCOUNTS 
INVITED 


Optimt 


SOUTHERN  OPTICAL  BLOG 
^640  S 4th,  between  Broadway  & Chestnut 
MEDICAL  ARTS  BLDG  ! MEDICAL  TOWERS 
Eastern  Parkway  I floyd  & Gray 

ST  MATTHEWS 
CONTACT  LENSES.  640  S 4th 
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3n  iHemoriam 


PAUL  A.  KEENEY,  M.D. 

Louisville 
1903-  1 970 

Paul  A.  Keeney,  director  of  medical  education  at 
SS.  Mary  & Elizabeth  Hospital  since  1964,  died 
July  17  at  the  age  of  67.  Doctor  Keeney,  a native 
of  Wilkes-Barre,  Pa.,  was  a surgeon  and  chief  of 
public  health  and  welfare  in  Seoul,  Korea  during  a 
ten-year  career  with  the  U.S.  Army.  In  1956  he 
became  director  of  Williamson  Memorial  Medical 
Center  in  Pike  County,  Ky. 

ARCH  D.  KENNEDY 
Louisville 
1898  - 1970 

Arch  D.  Kennedy,  72,  a Louisville  internist  since 
1917,  died  August  5.  A native  of  Chattanooga, 
Doctor  Kennedy  graduated  from  the  University  of 
Tennessee  Medical  School  in  1926.  He  was  a life 
member  of  the  American  College  of  Physicians  and 
the  Southern  Medical  Association. 


KMA  Sets  Membership  Record 

A record  number  of  physicians  have  joined  the 
Kentucky  Medical  Association,  according  to  the 
membership  department.  The  membership  report 
notes  that  there  are,  as  of  September  1,  2432  active 
members  as  compared  to  2419  for  the  period  ending 
December  31,  1969. 

In  order  to  establish  accurate  membership  figures, 
county  medical  society  secretaries  are  urged  to  submit 
all  names  of  new  members  to  the  Headquarters 
Office  at  their  earliest  convenience. 


County  Societies  To  Meet 

The  Congress  of  County  Medical  Societies  will 
hold  its  Annual  Convention  November  6-8  in  Cin- 
cinnati, Ohio.  Wesley  W.  Hall,  M.D.,  president- 
elect of  the  American  Medical  Association,  and 
Robert  J.  Myers,  chief  actuary  of  the  Social  Security 
Administration  under  five  presidents,  will  be  the 
keynote  speakers. 

Further  information  can  be  obtained  from  M. 
Robert  Knapp,  M.D.,  1029  United  Towers,  Okla- 
homa City,  Oklahoma  73112. 


ROBERT  L.  RAINEY 
Louisville 
1931  - 1970 

Robert  L.  Rainey,  associate  professor  of  medicine 
and  chief  of  the  cardiology  section  at  the  University 
of  Louisville  School  of  Medicine  until  July  1,  died 
August  5.  He  was  born  in  Brownsville,  Tenn.  and 
came  to  Louisville  in  1967.  He  was  a member  of  the 
American  College  of  Physicians,  the  American 
Heart  Association,  the  Kentucky  Heart  Association 
and  the  Society  of  University  Professors. 


BOARD  CERTIFIED  PSYCHIATRIST. 

Average  daily  census  — 1204;  predominately 
psychiatric  VA  Hospital,  located  in  East  Central 
Indiana.  Special  programs  in  psychiatric  and 
geriatric  rehabilitation;  alcoholic  treatment  unit. 
Active  medical  service.  Family  rental  units  at 
reasonable  rates  usually  available  on  hospital 
grounds.  30  days  leave  annually;  retirement;  health, 
life  insurance  plans  without  physical  examination; 
and  other  benefits.  Will  pay  moving  expenses. 
Salary  $19,643-$29,752  depending  on  qualifications. 
License  any  State  required.  Equal  opportunity 
employer.  Contact  Chief  of  Staff,  VA  Hospital, 
Marion,  Indiana,  46952,  or  call  Area  317,  674-3321. 


tcky  Medical  Association  • October  1970 


Taste! 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  144  S-144  tab- 
lets in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 
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One  of  the  doctor’s  most  important  roles  is 
in  education. 

For  his  patients,  the  physician  provides 
the  facts,  supplies  the  rationale,  triggers  the 
action  for  life-saving  health  practices.  To  his 
students,  he  passes  on  his  knowledge  and  the 
benefits  of  his  clinical  experience.  With  his 
colleagues,  he  shares  new  information  and 
concepts. 

Assisting  the  doctor  in  his  teaching  role  is 


a major  function  of  our  professional  educa-  I 
tion  program.  Through  medical  conferences,  I 
films,  exhibits,  pamphlets,  monographs  and  1 
other  publications,  we  provide  him  with  the 
most  important  and  current  information  on  . 
cancer.  ] 

If,  as  Henry  Brooks  Adams  speculated,  “A  I 
teacher  affects  eternity;  he  can  never  tell 
where  his  influence  stops”,  the  outlook  is 
optimistic. 


i 


doc'tor  (dok'ter),  n.  (ME.  doctour,  fr. 
OF.  doctour.  fr.L.  doctor  teacher,  fr. 
docere  to  teach.)  1.  A teacher;  one 
skilled  in  a profession,  or  branch  of 
knowledge;  a learned  man. 


American  Cancer  Society 


“\WBfcomc  back,^n 


Or>o  /old/ef  c|.f.cl. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindicationa:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precatftions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia. or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  Infrequently.  Reports  include  allergic  mani- 
festations (ra^,  urticaria,  itching),  gastrointestlr^l  upset 
and  irKreeised  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but.  in  controlled  studies,  ft 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  Or>e  tablet  q.i.d. 

I THE  NdCnONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

I PHILADELPHIA.  PENNSYU/ANIA  19M4 

TtAOCMAKK:  SITASS  U S.  PATCNT  NO.  3.004.t93  t/70  0-C09A  161 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


A 

BUILDING  BLOCK 
TO  RECOVERY 


Ai  adjunctive  therapy 

DOUBLE  STRENGTH 

Orenzyme 

Bitabs  One  tablet  q.i.d. 

Trypvn  100  000N.F  Urals.  Chymolrypsin  8.000  N.F.  Units; 
niurasNnt  m tlyptit  Klmly  to  40  tn*.  »t  N.F.  trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


The  caus^  of  voghitis 
oremuhiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination. 

AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
1 5.0%,  allontoin  2.0% 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm. 


Contraindications:  Known  sensitivity  to  sulfonomides. 

Precautions/ Adverse  Reactions:  The  usual  precautions  for  topical 
and  systemic  sulfonamides  should  be  observed  because  of  the  pos- 
sibility of  absorption.  Burning,  increased  lecal  discamfort,  skin 
rash,  urticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  Intravagl- 
nally  once  or  twice  daily. 

Supplied:  Cream  - Four-ounce  tube  with  or  without  applicator. 
Suppositories  — Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV.007A  ‘//TO  Y.149 

^ THE  NATIONAL  DRUG  COMPANY 

K]  DIVISION  OF  KICHARDSON  MERRtLL  INC 

lU  PHILADELPHIA,  PENNSYLVANIA  19144 
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The  treatment  is  singular 


NEWS  ITEMS 


Charles  D.  Leonard,  M.D.  has  recently  joined  the 
faculty  of  the  University  of  Kentucky  Medical  Cen- 
ter. A 1963  graduate  of  Washington  University, 
Doctor  Leonard  completed  his  residency  in  1968  at 
the  University  of  Washington,  Seattle. 

M.  Allen  Dawson,  M.D.  is  practicing  in  Lexington. 
Associated  with  Doctors  Lee  Shine  and  William  T. 
Maxson,  Doctor  Dawson  has  a specialty  in  internal 
medicine  and  gastroenterology.  He  graduated  from 
and  completed  his  residency  at  the  University  of 
Kentucky. 

Marlow  R.  Harston,  M.D.,  a psychiatrist,  is  now 
director  of  the  Community  Mental  Health  Center  in 
Paducah.  Doctor  Harston  was  formerly  director  of 
the  Bute  Mental  Hygiene  Clinic  and  the  Mental 
Health  Center,  Utah  City.  He  graduated  from 
Northwestern  University  in  1946. 

Edward  N.  Humston,  M.D.  has  recently  moved  to 
Harrodsburg  and  is  associated  with  G.  T.  Ballard, 
M.D.  After  graduating  from  the  University  of 
Louisville  and  serving  his  internship  at  St.  Joseph 
Infirmary  in  Louisville,  Doctor  Humston  engaged 
in  general  practice  in  Arkansas  City,  Kansas,  from 
1964  to  1970. 

Russell  R.  Rice,  M.D.  has  begun  practice  with 
Doctors  Gillim,  Potts  and  Ware.  He  graduated  from 
George  Washington  University  in  1964  and  took  his 
residency  at  the  Chicago  Lying-In  Hospital  from 
1967  to  1970. 

Frank  G.  Simon,  M.D.  is  now  practicing  with  Frank 
A.  Simon,  M.D.  in  Louisville.  Doctor  Simon  grad- 
uated from  Tufts  Medical  School  in  1967  and 
completed  his  residency  at  the  University  Medical 
Center,  Boston,  in  1970.  His  specialty  is  allergy 
and  clinical  immunology. 

Kenneth  R.  Rosenberg.  M.D.  has  joined  Medical 
Anesthesia  Associates  in  Louisville.  A University  of 
Louisville  graduate.  Doctor  Rosenberg  took  his 
residency  at  Louisville  General  Hospital  in  1968 
and  served  with  the  U.S.  Navy  for  two  years. 

Parviz  Partovi,  M.  D.  is  now  practicing  in  associ- 
ation with  Doctors  G.  L.  Simpson  and  G.  H.  Rod- 
man,  Greenville.  A 1961  graduate  of  the  University 
of  Tehran,  Iran,  Doctor  Partovi  completed  his 
residency  at  University  of  Louisville  hospitals  in 
1967.  He  served  two  years  in  the  Iranian  Imperial 
Air  Force  before  returning  to  Kentucky. 


FOUND,  a man’s  ring  in  Convention  Center, 
KMA  Annual  Meeting.  Owner  please  call  KMA 
Headquarters. 


Kenneth  F.  VonRoenn,  M.  D.,  a psychiatrist,  is  now 
practicing  in  Louisville.  A 1965  graduate  of  the 
University  of  Louisville  Medical  School,  Doctor 
VonRoenn  took  his  internship  at  St.  Joseph  In- 
firmary, Louisville  and  completed  his  residency  in 
psychiatry  at  the  New  York  Hospital. 

Richard  W.  Dowdell,  M.  D.  is  now  practicing  with 
Doctors  J.  Wolford  and  R.  Dame,  Louisville.  An 
internist.  Doctor  Dowdell  graduated  from  the  Uni- 
versity of  Louisville  School  of  Medicine  in  1963. 
Before  returning  to  Louisville  to  practice.  Doctor 
Dowdell  served  in  the  United  States  Air  Force  from 
1967-69. 

Harold  Lee  Reams,  M.D.,  is  associated  with  Walter 
D.  Harris,  M.D.,  Lexington.  After  graduating  from 
Vanderbilt  in  1962  and  serving  his  internship  at 
Vanderbilt  Hospital,  Doctor  Reams  completed  his 
residency  in  otolaryngology  at  Barnes  Hospital,  St. 
Louis,  Mo. 

James  G.  Gay,  M.D.,  is  practicing  at  the  Lexington 
Clinic.  A cardiologist.  Doctor  Gay  attended  the 
University  of  Virginia  Medical  School,  interned  at 
the  University  of  Virginia  Hospital  and  took  his 
residency  at  the  University  of  Virginia  Hospital  and 
the  University  of  Kentucky  Medical  Center. 

Rodgers  Q.  Bailey,  M.D.,  Louisville,  is  practicing 
in  association  with  John  M.  Baird,  M.D.,  and  Charles 
W.  Sisk,  M.D.  Doctor  Bailey  graduated  from  the 
University  of  Kentucky  in  1969  and  interned  at  the 
Memorial  Medical  Center,  Savannah,  Georgia. 

W.  Neil  Padgett,  Jr.,  M.D.,  has  recently  located  in 
Owensboro.  He  graduated  from  the  Medical  College 
of  South  Carolina  in  1963;  he  also  interned  and 
served  his  residency  there.  Doctor  Padgett,  whose 
specialty  is  obstetrics  and  gynecology,  has  recently 
completed  2 years  with  the  U.S.  Navy. 

Joseph  T.  Fuqua,  M.D.,  a specialist  in  internal  medi- 
cine, graduated  from  Vanderbilt  University  in  1964. 
He  interned  at  Vanderbilt,  served  2 years  with  the 
U.S.  Navy,  completed  his  residency  at  Washington 
University  and  is  now  practicing  in  Hopkinsville. 


WANTED 

GENERAL  PRACTITIONER  TO 
JOIN  ACTIVE  GROUP  IN  LARGE 
NON-OB,  NON-PEDIATRIC  PRAC- 
TICE WITH  LARGE  INDUSTRIAL 
COMPONENT.  WELL  ESTAB- 
LISHED. NEW  BUILDING— X-RAY 
— LABORATORY  FACILITIES  — 
CINCINNATI  AREA.  FUTURE  BO- 
NANZA FOR  RIGHT  PERSON 
WILLING  TO  WORK. 

WRITE  BOX  33 
Cincinnati,  Ohio  45232 
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Point  of  View 

(Continued  from  Page  676) 

operation  of  such  a computer  is  too  expensive. 
Surprisingly,  however,  IBM  has  recently  pub- 
lished brochures  lauding  the  University  of 
Kentucky  Medical  Center  as  having  an  ideal 
type  of  laboratory  computerization. 

The  study  makes  no  mention  of  the  teaching 
and  consultative  function  of  the  university 
laboratory.  One  is  left  with  the  feeling  that 
such  a role  or  request  would  be  an  imposition. 

An  evident  lack  of  understanding  of  per- 
sonnel policy  and  relationship  between  various 
personnel  categories  seems  to  exist  on  the  part 
of  the  investigator.  His  suggestion  that  the 
B.S.  medical  technologist,  the  technical/ 
scientific  personnel  (presumably  including 
Doctors  of  Philosophy),  and  aides  with  per- 
haps a high  school  diploma  should  be  lumped 
into  one  category  so  as  to  improve  laboratory 
flexibility  could  have  only  one  result — CHAOS 
ON  THE  CAMPUS 

Edward  J.  Fadell,  M.D. 
Director  of  Laboratories 
Methodist  Evangelical  Hospital 
Louisville,  Kentucky 

Reference 

Report  307C.  Spindletop  Research,  April  1970. 


Cholera  In  The  New  World 

(Continued  from  Page  658) 

shortly  after  admission.  Rigor  mortis  appeared  early. 
Autopsy  was  permitted  and  an  El  Tor  vibrio  was 
isolated  on  culture. 

In  1941  George  McCoy,  M.D.,  served  as  professor 
of  public  health  at  the  Louisiana  State  University 
Medical  School.  He  had  recently  retired  from  the 
U.S.  Public  Health  Service.  In  1902  Doctor  McCoy 
had  been  stationed  in  the  Philippine  Islands  and  had 
worked  with  Cholera  during  the  severe  epidemic  of 
that  year.  He  inspired  an  interest  in  the  history  of 
Cholera  that  has  continued  with  me  to  this  day.  It 
was  the  same  Doctor  McCoy  who  with  Chapin  iso- 
lated Pasturella  tularensis  in  1912,  while  studying  an 
epizootic  among  rodents  in  Tulare  County,  Cali- 
fornia. 

Cholera  exists  today  as  it  always  has  in  south- 
eastern Asia.  The  disease  could  be  eradicated.  Religi- 
ous and  cultural  barriers  stand  in  the  way.  Fortu- 
nately the  great  epidemics  of  the  19th  Century  that 
struck  Europe  and  America  are  not  likely  to  return. 

Finally,  may  I say  that  I’m  fully  aware  how  much 
has  been  left  unsaid.  If  I have  leaped  from  one 


mountain  top  to  another  I ask  your  indulgence.  I 
have  presented  only  a bare  outline  of  Cholera  in  the 
New  World. 
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SHORT  TERM  INTENSIVE  PSYCHIATRIC 
TREATMENT  in  a 

COMMUNITY  GENERAL  HOSPITAL 
BRISTOL,  TENNESSEE-VIRGINIA 

INDOKLON,  E.S.T.,  PSYCHOTHERAPY,  O.T., 

R.T.  UTILIZED 

Patients  seen  in  private  consultation  before 
admission,  and  only  on  doctor’s  referral. 
(Facilities  not  appropriate  for  drug,  alcoholic 
or  chronic  custodial  care  cases.) 

E.  L.  HAAS,  M.D. 

28  MIDWAY  STREET,  BRISTOL,  TENNESSEE. 
PHONE  1615)  968-3186 
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WHO  KNOWS  BEHER  THAN  YOU ! 


But  are  you  and  your  employees  covered 
by  the  Special  BLUE  CROSS®  and 
BLUE  SHIELD®'  Group  Program  for 
Kentucky  Physicians  and  their  employees? 
If  not,  contact  us  at  the  address  below. 


If  you  have  the  Special  BLUE  CROSS®  and 
BLUE  SHIELD®'  Group  Program  for  your 
employees,  January,  1971  is  the  next  reopening 
date  when  your  employees  not  covered  by 
your  Group  Plan,  may  join. 


For  More  Information  Contact:  ENROLLMENT  DEPARTMENT 

BLUE  CROSS' and  BLUE  SHIELD* 

BLUE  CROSS  HOSPITAL  PLAN,  INC.  KENTUCKY  PHYSICIANS  MUTUAL,  INC. 


3101  Bardstown  Road  Louisville,  Ky.  40205  (502)452-1511 

S’ American  Hospital  Association  <£>' National  Association  of  Blue  Shield  Plans 
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KENTUCKY  MEDICAL  ASSOCIATION 

BOARD  OF  TRUSTEES—  1970-1971 

Officers 

President JOHN  C.  QUERTERMOUS 

205  S.  8th  St.,  Murray  (502)  753-5161  1971 

Pres.-Elect  JOHN  S.  HARTER 

1226  Medical  Arts  Bldg.,  Louisville  (501)  451-0313  1972 

Immediate  Past  Pres WALTER  L.  CAWOOD 

1200  Bath  Ave.,  Ashland  (606)  325-1665  1971 

Vice-Pres RICHARD  F.  GRISE 

1549  Ashley  Circle,  Bov/ling  Green  (502)  842-1669  1971 

Secretary S.  RANDOLPH  SCHEEN 

1249  Medical  Arts  Bldg.,  Louisville  (502)  451-1661  1972 

Treasurer KEITH  P.  SMITH 

Medical  Arts  Building,  Corbin  (606)  528-3211  1972 

Speaker,  House  of  Delegates  ..RICHARD  F.  GREATHOUSE 

5 Triangle  Cen.,  Louisville  (502)  458-3219  1971 

Vice-Speaker CARL  COOPER,  JR.,  Bedford  (502)  255-3282  1971 

Chairman,  Board  of  Trustees  . ..LEE  C.  HESS 

7211  U.  S.  42,  Florence  (606)  371-1153  1971 

Vice-Chairman  ROBERT  N.  McLEOD,  JR. 

500  Bourne  Ave.,  Somerset  (606)  678-8155  1971 


Delegates  to  the  A.M.A. 

J.  THOS.  GIANNINI,  464  Medical  Towers  South,  Louisville  (502)  583-2766  .Jan.  1971 -Dec.  1972 
CHAS.  G.  BRYANT,  (Alt.)  1169  Eastern  Pkwy.,  Louisville  (502)  452-1558  ..Jan.  1971-Dec.  1972 
GEORGE  F.  BROCKMAN,  2 East  Main  Cross,  Greenville  (502)  338-3660  ...Jan.  1970-Dec.  1971 

DARYL  P.  HARVEY,  (Alt.)  Glasgow  (502)  651-2133  Jan.  1970-Dec.  1971 

CHAS.  C.  RUTLEDGE,  Hazard  Clinic,  Hazard  (606)  436-3121  Jan.  1970-Dec.  1971 

DAVID  B.  STEVENS,  (Alt.)  304  S.  Limestone.  LexinQton  (606)  254-8008  Jan.  1970-Dec.  1971 

Trustees 

1st  District C.  C.  LOWRY,  104  N.  Fifth  St.,  Murray  (502)  753-1340  1971 


2nd  District CHARLES  C.  KISSINGER,  700  North  Elm  St.,  Henderson  (502)  826-6271  . .1973 

3rd  District THORNTON  E.  BRYAN,  JR.,  Cadiz  Clinic,  Cadiz  (502)  522-6673  1971 

4th  District W.  BRUCE  HAMILTON,  4th  & Buckman,  Shepherdsville  (502)  543-6362  ..1971 

5th  District JOHN  S.  LLEWELLYN,  510  Heyburn  Bldg.,  Louisville  (502)  584-2173  1972 

6th  District PAUL  J.  PARKS,  1109  State  St.,  Bowling  Green  (502)  842-0111  1972 

7th  District THOMAS  P.  LEONARD,  SR.,  200  Steele  St.,  Frankfort  (502)  227-4718  ...1973 

8th  District LEE  C.  HESS,  721 1 U.S.  42,  Florence  (606)  371-1153  1972 

9th  District J.  CAMPBELL  CANTRILL,  St.  Luke  PI.,  Georgetown  (606)  252-4406  1973 

10th  District DAVID  A.  HULL,  2368  Nicholasville  Rd.,  Lexington  (606)  277-571  1 1973 

nth  District DOUGLAS  H.  JENKINS,  527  W.  Main,  Richmond  (606)  623-3751  1972 

12th  District ROBERT  N.  McLEOD,  JR.,  500  Bourne  Ave.,  Somerset  (606)  678-8155  ...1971 

13th  District J.  WESLEY  JOHNSON,  Mayo  Arcade,  Ashland  (606)  325-1151  1973 

14th  District BALLARD  W.  CASSADY,  Pikeville  (606)  437-6698  1971 

15th  District E.  C.  SEELEY,  Medical  Arts  Bldg.,  London  (606)  864-2357  1972 

BUYERS  GUIDE 

OCTOBER  BUYERS  GUIDE  FOR  JOURNAL  OF  KMA  1970 
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Becton,  Dickinson  and  Company  631  >632 
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Hoos,  E.  L.,  M.  D 692 
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Highland  Hospital  661 

Hynson,  Westcott  & Dunning,  Inc 627 

Kentucky  Thoracic  Society  665 

Lederle  Laborotories  629,  695 

Lilly,  Eli  B Company  644 


Medical  Protective  Co 661 

Merck  Sharp  B Dohme  ...670-672 

Merrell,  Wm.  S.  Company  626 

National  Drug  Company  637-636,  669-690 

Poythress,  Wm.  P.  Company  665 

Professional  Service  Corp.  Assn.,  Inc 660 

Robins,  A.  H.,  Company  662-664 

Roche  Laboratories  674-675,  696 

Searle,  G.  D.,  Company  660-661 

Smith  Kline  B French  Laboratories  643 

Southern  Optical  Company  666 

Stuart  Pharmaceuticals,  Div.  of  Atlas  Chemical 

Industries,  Inc 634-635 

Veterans  Administrotion  667 
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Achrocidin®  Tablets  and  Syrup 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications;  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexiiL, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  X/c/ney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— mucaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
B/ood— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hllUIH*  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psyclioneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  b>’  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depres.sion, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 

LABOH.VrOHIKS 
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Someone 

acutely  ill 
needs  this 

hed.  ‘ 


Ifs  available  because  of  Medicenter. 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acute 
care  facilities.  A professional  medical  staff  supervises 
all  recuperative  care  under  the  direct  orders  of  each  pa-  j 
tient’s  personal  physician.  Room  rates  are  nominal  — j 
about  one-half  the  cost  of  general  hospitals.  And  there’s  [i 
a growing  list  of  insurance  companies  that  already  provide 
coverage  for  Medicenter  recuperation.  ^ 

The  Medicenter  is  a vital  addition  to  our  community’s 
health  care  system.  Get  to  know  the  Medicenter  soon.  Your 
visit  or  inquiry  is  welcome  anytime. 


MEDiCENTER 

nice  Place  to  §et  Well 


Medicenter  of  America  / Hopkinsville  • Louisville,  Kentucky 


¥ABLETS  & 


■ to  help  restore 
and  stabilize 
the  intestinal  flora 


GRANULES 


Introduced  to  help  reestablish  the  normal  physiology  of  the 
intestinal  tract  in  gastrointestinal  disturbances^,  particularly 
diarrheas  (including  those  resulting  from  antibiotic  therapy), 
Lactinex  is  also  useful  for  reestablishing  the  flora  following  bowel 
surgery,  infant  colic,  mucous  colitis,  foul-smelling  stools,  pruritus 
ani,  flatulence  and  hives.2.3.4,5,6 


■ for  fever  blisters 
and  canker  sores  of 
herpetic  origin 


Lactinex  contains  a viable  mixed  culture  of  both  Lactobacillus 
acidophilus  and  L.  bulgaricus  with  the  naturally  occurring 
metabolic  products  produced  by  these  organisms. 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on  request. 


I 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

Baltimore,  Maryland  21201 

- 
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Corticosteroid  therapy 
week  after  week. 

then  antibiotic 
therapy  last  week. 

and  monilial 
overgrowth  this  week. 


For  many  patients  on  long-term  corticosteroid 
therapy,  the  addition  of  oral  antibiotic  therapy 
may  trigger  monilial  overgrowth  in  the  intestine. 
When  you  anticipate  such  a problem,  take 
action  with  DECLOSTATIN  300.  It  combines  the 
broad-spectrum  potency  of  demethylchlortetra- 
cycline  with  the  antifungal  effectiveness  of 
nystatin  — it  helps  avoid  monilial  take-over. 
Experience  has  shown  DECLOSTATIN  to  be 
highly  useful  for  many  women  patients;  indi- 
vidual culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

it  doesn’t  let  monilia  begin 
where  bacteria  end. 

DeclostatirfSOO 


Demethylchlortetracycline  HCI  300  mg  and  Nystatin 
500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN®  Demethylchlortetracycline,  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 

cycline  or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects.' Gastrointestinal  system  — anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  am.  Skin- 
maculopapular  and  erythematous  rashes;  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity;  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney  — rise  in  BUN,  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
-urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth-dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b.i.d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 
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Some  Observations  On  Health  Insurance 


IT  WOULD  be  of  little  service  if  I were  to  use  this  page  for  the  next  year  bemoaning 
"what  might  have  been.”  What  might  have  been  is  simply  that  the  physician  and  his 
patient  could  have  been  left  alone  by  all  outside  parties;  and  the  physician  would  practice 
medicine  as  he  saw  fit.  What  will  be  within  a short  time  is  some  form  of  National  Health 
Insurance.  Happily,  the  Nixon  administration  feels  that  “universal  financing  is  not  the 
same  as  universal  access”  to  health  care.  This  coincides  with  our  thinking  and  is  very 
reassuring. 

We  must  gird  ourselves  for  the  changes  that  will  accompany  the  inception  of  NHI 
and  must  assist  in  making  health  care  as  accessable  as  possible.  Accessability  in  this  case 
may  be  defined  as  easy  physical  and  financial  availability  of  top  notch  medical  care  to 
all  classes  of  people. 

To  private,  and  especially  my  contemporary  private,  solo  proctitioners  the  coming  of 
NHI  will  be  an  unhappy  event,  for  we  justly  feel  we  have  made  an  outstanding  con- 
tribution— but  this  is  our  country  and  its  people  are  our  friends  and  patients  and  we  must 
be  part  of  the  evolution  whatever  it  may  be.  Hopefully,  we  will  be  leaders  in  defining  the  I 
ultimate  structure  of  NHI.  ■ 

More  and  more  county,  community,  and  private  hospitals  are  unwilling  to  absorb  the  ( 
financial  burden  of  the  “charity”  patient  so,  even  though  the  doctor  is  quite  willing  ^ 
to  continue  the  time  honored  system  of  reducing  or  forgiving  his  fees  for  the  poor,  the 
doctor’s  share  of  the  medical  dollar  is  too  small  to  have  a significant  impact  on  the 
total  picture.  The  doctor  will  not  be  left  out  of  the  new  medical  “system,”  so  it  is  apparent 
that  the  epoch  of  the  “charity”  patient  is  over. 

It  is  a fact  that  many  people  can’t  afford  the  hospital  and  drug  costs  of  medical  care 
or  even  the  insurance  to  provide  it.  Very  few  people  are  able  to  finance  a catastrophic 
illness.  But  it  is  also  a fact  that  people  who  can  afford  liability  and  collision  insurance  on 
their  automobiles,  for  very  little  more,  can  also  pay  the  premiums  on  very  fine  sickness 
insurance,  and  not  have  to  worry  about  the  financial  effects  of  illness.  This  group  con- 
stitutes the  vast  majority  of  the  American  people. 

I tend  to  believe  that  some  guidelines  or  regulations  concerning  quality  of  sickness  in- 
surance to  determine  “optimal  adequate  coverage”  are  in  order,  because  there  is  no  doubt 
that  some  policies  are  better  than  others  and  few  people  know  what  their  insurance  covers 
until  too  late. 

I am  not  sure  that  competition  in  the  health  insurance  business  has  reacted  to  the  ' 
benefit  of  the  consumer  in  every  instance.  * 

The  physician  has  found,  to  his  sorrow,  that  competition,  without  regulation,  has  left 
many  of  his  colleagues  without  malpractice  insurance  (cite  Hawaii’s  recent  dilemma)  and  the 
medical  profession  is  asking  for  drastic  changes  in  the  system.  , 


Now  you  can  lower  the  risk  of 
insulin  error  when  your  patient  is 
home . . . and  alone 


RED  CAP  u40 


B-D 

SINGLE-USE  8401 

PLASTIPAK 

INSULIN  SYRINGE/NEEDLE  UNIT 

as  specific  as  insulin  itself 


8406 

GREEN  CAP  u80 


Postage 
will  be  paid 
by 

Addressee 


No 

postage  stamp 
necessary 
if  mailed  in  the 
United  States 


BUSINESS  REPLY  MAIL 

First  Class  Permit  No.  134,  Fairview,  N.J. 


Becton-Dickinson  and  Company 
Consumer  Products  Division 
P.O.  Box  183 

Fairview,  New  Jersey  07022 


Clip  coupon  on  dotted  line  . . . (ill  out  other  tide 
send  for  physician’s  free  samples 


color-coded  caps  and  numbers- 
red  for  U40,  green  for  U80 


easy-to-hold,  easy-to-handle- 
even  for  child  diabetics  with 
small  hands  or  adults  with  stiff 
fingers 


pocket-or-purse  portable- 
sturdy  from  tip  to  top 


single-scale 

PLASTIPAK 
insulin  syringe 
needle  units 
eliminate 
the  hazard 
of  reading 
the  wrong 
scale 


low  cost-barely  pennies  higher 
than  old-fashioned  disposable 
needles  without  syringe  . . . 
about  as  low  as  a cup  of  coffee 


to^ 


iO— 

WITS 


20^ 


80- 

ini  TS 


THE  LEADING  MANUFACTUR 
OF  INSULIN  SYRINGE! 


I 


B-D 


BECTON,  DICKINSON  AND  COMPAN] 
RUTHERFORD,  NEW  JERSEY  0707 


1 


presterilized— consistently 
dependable,  and  sterility  is 
assured  until  cap  is  opened 


the  sharpest  needle  your  patient 
can  buy— far  sharper  than  any 
reusable  needle 


integral  cannula  reduces  air 
bubbles 


the  first 
insulin  syringe 
so  low  in  cost 
your  patient 
can  use 
a new  one 
every  time 


its  single-scale— U40  or  U80— 
minimizes  the  risk  of  measure- 
ment errors.  Your  patient  can’t 
read  the  wrong  scale. 


big  numbers,  wide  spaces  for 
easy  reading 


BECTON  HI 
DICKINSON 

Consumer  Products  Division 
Becton,  Dickinson  and  Company 
Rutherford,  New  Jersey  07070 

J-D  and  PLASTIPAK  are  trademarks. 


U40 


U80 


Supplied:  in  packages  of  10— 
PLASTIPAK  syringe  U-40  (red)  or 
PLASTIPAK  syringe  U-80  (green) 
Prescription  required  in  most  states. 


Printed  t 


THE  INSURANCE  PAGE 


Medical  Records 


e have  said  much  about  peer  review  in 
the  past  and  we  continue  to  hear  that 
peer  review  is  a vital  part  of  medicine 
in  the  future.  There  can  be  no  review  of  any 
kind  without  adequate  medical  records. 

Almost  all  of  the  writer’s  generation,  after 
completing  an  internship,  noted  that  the  low 
man  on  the  totem  pole  did  most  of  the  writing; 
and  in  hospitals  that  were  fortunate  enough 
to  have  interns,  the  attending  physician  did 
very  little  writing.  This  observation  seems  to 
inspire  them  to  resolve  not  to  make  any 
records  when  they  enter  private  practice. 

The  busy  doctor  does  not  have  time  to  write 
voluminous  history  and  physical  examination, 
and  some  doctors,  no  matter  how  busy,  seem 
to  resent  the  fact  that  they  write  any  records 
at  all  and  object  very  strongly  to  review  of 
their  records  by  anyone,  peers  or  otherwise. 
With  third  party  payment,  review  of  records 
is  inevitable.  Since  most  of  the  population  is 
now  covered  by  some  type  of  third  party  pay- 
ment, doctors  should  assume  that  their  records 
will  be  reviewed. 

Physicians  need  further  training  in  writing 
down  the  essential  facts  in  each  case.  The 
key  word  is  documentation.  That  is,  the 
physician  needs  to  learn  to  write  down  the 
pertinent  facts  which  prove  the  diagnosis  and 
shows  what  questions  were  asked  and  what 
examination  was  done.  Not  only  positive 
findings  must  be  recorded,  but  pertinent  nega- 
tive findings  must  be  recorded  to  prove  the 
exclusion  of  certain  other  conditions  which 
must  be  considered  in  the  differential.  When 
doctors  learn  to  keep  accurate  and  adequate 
records,  they  need  not  fear  interrogation  in 
court  or  review  by  anyone. 


Since  the  advent  of  Medicare  and  Medicaid, 
doctors  have  been  subject  to  criticism  in  the 
press.  We  read  about  doctors  who  see  more 
than  one  hundred  patients  daily,  and  it  is  ap- 
parent that  the  doctor  has  little  time  to  make 
records.  Such  a doctor  is  in  need  of  the  new 
doctor’s  assistant  we  read  about.  It  is  apparent 
that  one  doctor  seeing  more  than  one  hundred 
patients  a day  must  have  several  assistants. 
The  writer  sees  nothing  wrong  in  a physician 
having  several  assistants,  and  training  them 
to  write  histories  and  physicals  and  records 
of  treatment  as  he  dictates  it.  The  physician 
may  assign  each  patient  to  an  assistant  very 
much  the  way  that  physicians  assign  patients 
to  medical  students.  Assistants  are  capable  of 
obtaining  much  time  consuming  information 
and  data  and  presenting  it  for  the  physician. 
They  are  capable  of  writing  down  on  the  chart 
what  prescriptions  were  given  and  instructions 
given  to  the  patient.  In  this  manner  the 
physician  who  sees  more  than  one  hundred 
patients  daily  has  incurred  much  more  ex- 
pense th-^n  the  physician  who  sees  fewer 
patients.  However,  he  must  earn  his  fee  by 
producing  records  which  show  what  has  been 
done. 

However  records  are  made,  whether  they 
be  hand  written,  dictated,  typewritten,  or 
written  by  a medical  assistant,  all  of  us  need 
to  make  adequate  records.  It  is  inexcusable  in 
this  day  for  a physician  not  to  make  records 
of  each  patient  contact.  One  suspects  that 
many  who  protest  so  loudly  about  not  having 
adequate  time  to  make  records  may  be  among 
those  who  do  not  have  adequate  time  to  make 
examinations. 

Lewis  Dickinson,  M.D. 
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When  irritable  colon  feels  like  this 


. . in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED® 
provides  more  complete  relief : 


□ belladonna  alkaloids— for  the  hyper- 
active bowel  □ simethicone  — for  ac- 
companying distension  and  pain  due  to 
gas  nphenobarbital  — for  associated 
anxiety  and  tension 

Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 


belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 
nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  | Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/sedative/antiflatulent 
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Greetings  From  The  Commissioner 


William  P.  McElwain,  M.D.,  M.P.H. 

Commissioner  of  Health 
Commonwealth  of  Kentucky 


The  opportunity  to  serve  as  the  Commis- 
sioner of  Health  is  a distinct  personal 
honor.  Doctors  J.  N.  McCormack,  Arthur 
McCormack,  P.  E.  Blackerby,  Bruce  Under- 
wood and  Russell  E.  Teague  have  all  occupied 
the  office  with  great  distinction  to  themselves 
and  the  Commonwealth  of  Kentucky.  It  is  our 
hope  that  such  distinction  will  continue. 

The  challenges  and  frustrations  of  the  posi- 
tion are  surpassed  only  by  the  opportunity  it 
affords. 

Everyone  talks  and  writes  about  the  crisis 
in  American  medicine.  The  practice  of  Public 
Health  is  in  a plastic  state  with  traditional 
practice  being  outmoded  and  the  new  practice 
not  clearly  delineated.  Environmental  concern 
is  at  a level  previously  unknown  in  this  coun- 
try. Medical  administration  is  unequalled  in  its 
complexity  and  importance. 

In  addition,  the  State  Department  of  Health 
is  the  interface  between  the  Federal  government 
with  its  great  variety  of  funding  mechanisms 
and  the  communities  with  their  many  needs 
for  service.  It  is  the  interface  between  the  huge 
program  of  medical  care  for  the  indigent  and 
the  professional  groups  providing  that  service. 
The  Department  must  integrate  the  concern  of 
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the  average  citizen,  the  conservationist  and  the 
industrialist  in  the  maintenance  of  our  environ- 
ment. 

The  sum  of  these  elements  is  a fascinating 
challenge  that  we  intend  to  pursue  with  great 
vigor  and  every  expectation  of  a reasonable 
measure  of  success. 

The  readers  of  this  Journal  are  familiar  with 
the  great  contribution  the  Kentucky  Medical 
Association  has  made  in  the  past  to  the  devel- 
opment of  the  health  of  the  citizens  of  this 
Commonwealth.  The  many  expressions  of  sup- 
port and  offers  of  assistance  that  have  come 
from  the  members  and  officers  of  the  Associa- 
tion assures  the  continuation  of  that  contribu- 
tion and  so  makes  what  could  be  an  impossible 
task  one  that  will  only  be  somewhat  difficult. 

I beg  your  interest  and  solicit  your  under- 
standing and  support  as  we  begin  to  tackle 
the  job  before  us.  The  health  care  system  of 
our  state  and  country  is  too  important  for  it 
not  to  have  the  involvement  and  effort  of  every 
physician  in  the  state. 

Our  office  will  always  be  open  to  you. 

With  your  help  there  will  be  no  question 
about  Kentucky’s  ability  to  successfully  meet 
the  challenge  before  us. 
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^ ''ij»®diuficHve  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  toblet  q.i.d. 


Inn»m  too  000  N.F  UrnlvChrmotrrpxn:  8.000  N.F.Unrti; 

tquivilmt  in  ITTP*IC  xli>it]r  to40  m(.  ot  N.F.  trypun 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtair>ed  in: 

□ Accidental  Trautrta  a Postoperative  Tissue  Reactions. 
Other  conventional  nrteasures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patientswith  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia. or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestir^l  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies.  It 
has  been  seen  with  equal  incidence  In  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

I TW  NATIONAL  DRUG  COMPANY 

1 DIVISION  OF  RICHARDSON  MERRELL  INC. 

I PHILADELPHIA.  PENNSVIVANIA  19U4 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F  trypsin 


Otto  cf.  i.d. 


The  cau^  of  vaginitis 
are  multiple 


■ indications:  Known  sensitivity  to  suifonomides. 
itions/ Adverse  Reactions:  The  usuoi  precautions  for  topicoi 
stemic  suifonomides  shouid  be  observed  because  of  the  pos- 
of  absorption.  Burning,  increased  iocai  discomfort,  skin 
jrticorio  or  other  manifestations  of  suifonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  appiicatorful  or  one  suppository  intravagi- 
naiiy  once  or  twice  daiiy. 

Supplied:  Cream  - Four-ounce  tube  with  or  without  appiicator. 
Suppositories  - Box  of  12  with  appiicotor. 

TRADEMARK:  AVC  AV-OOTA  7/70  Y-149 

THE  NATIONAL  DRUG  COMPANY 

DlVISiON  OF  RiCHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — compreh 
therapy  that  combats  all  three  major  \ 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.03  Gm.,  allantoin  0.14  Gm.) 


A/C 

The  treatment  is  singular 
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From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


This  twenty-three  year  old  married  white 
gravida  1,  para  O,  had  an  expected  delivery 
date  of  March  23,  1967.  She  was  seen  initially 
on  August  11,  1966,  weight  170  pounds;  normal 
weight  was  165.  Her  father  was  diabetic.  Physical 
examination  revealed  no  abnormalities,  except  for  a 
slight  narrowing  of  the  transverse  diameter  of  the 
mid  pelvis.  Blood  type  was  A Rh  positive,  non- 
reactive VDRL,  hematocrit  39%,  WBC  9,500,  Hb 
13.1,  urinalysis  negative. 

The  prenatal  course  was  uneventful  except  for 
slight  fluid  retention  during  the  last  month  of 
pregnancy  which  was  treated  with  diuretics.  Her 
blood  pressure  remained  within  a normal  range 
except  for  an  elevation  in  the  last  week  to  130/80. 

Labor  began  spontaneously  on  April  1,  1967.  She 
was  admitted  to  the  hospital  having  contractions 
every  five  minutes,  of  fair  quality.  Examination  re- 
vealed the  blood  pressure  to  be  142/80;  her  physician 
felt  the  elevation  of  the  systolic  reading  was  due 
to  apprehension.  The  cervix  was  one  finger  dilated, 
fetal  vertex  at  minus  one  station,  membranes  intact. 
She  was  given  the  usual  enema,  prep  and  75mg.  of 
Atarax  and  Aquamephyton.  Labor  proceeded  slowly 
and  the  contractions  were  described  as  of  poor 
quality.  She  received  oral  clear  liquids. 

Approximately  twelve  hours  following  admission 
to  the  hospital  at  12:10  a.m.,  the  contractions  were 
described  as  lasting  45  - 50  seconds,  occurring  every 
two  to  six  minutes.  She  was  five  centimeters  dilated, 
the  presenting  part  minus  one  to  zero  station.  She 
was  sedated  with  Nisentil,  Scopalamine,  and  Lorfan 
and  received  1000  cc  D5W  intravenously.  The  mem- 
branes were  still  intact;  fetal  heart  tones  were  normal, 
as  well  as  blood  pressure.  Eighteen  hours  from  time 
of  admission  vaginal  examination  revealed  the  cervix 
to  be  six  - seven  centimeters  dilated,  presenting  part 
at  station  zero.  The  membranes  were  artificially 
ruptured  and  the  quality  of  the  contractions  im- 
proved. The  blood  pressure  and  fetal  heart  remained 
normal.  She  was  placed  in  the  Sims’  position  in  order 
to  help  rotate  the  head  of  the  infant  from  occiput 
transverse  to  anterior.  This  was  not  successful. 

Complete  cervical  dilatation  occurred  approxi- 
mately twenty-eight  hours  following  admission;  how- 
ever, the  fetal  vertex  remained  a persistent  trans- 
verse. She  received  a general  anesthetic  of  Nitrous 
Oxide,  Oxygen  and  Cyclopropane;  manual  rotation 
of  the  fetal  head  was  performed  and  an  eight  pound, 
two  ounce  girl  was  delivered.  There  was  an  extension 
of  the  episiotomy;  however,  the  bleeding  was  de- 
scribed as  minimal.  The  placenta  was  expelled  in- 
tact and  intramuscular  oxytocin  was  given.  The 


episiotomy  was  repaired  in  the  usual  manner.  Blood 
pressure  remained  normal  and  after  she  awakened 
she  was  moved  to  the  floor.  At  11:00  a.m.  her 
blood  pressure  was  100/70,  pulse  88,  respiration  18. 

At  approximately  11:30  a.m.  she  complained  of 
having  shortness  of  breath  and  acute  substernal  pain. 
Her  blood  pressure  was  160/110.  At  11:40  the 
patient  was  unconscious  and  an  emergency  call  was 
issued.  A cutdown  was  performed  to  establish  an  IV 
and  an  endotracheal  tube  was  inserted.  Artificial 
respiration,  plus  cardiac  massage,  as  well  as  cardiac 
shock  by  a cardologist,  was  carried  out.  All  means 
of  resuscitation  failed  and  she  was  pronounced  dead 
at  12:15  p.m.,  approximately  35  minutes  following 
the  acute  episode.  There  was  no  autopsy;  the  cause 
of  death  was  listed  as  a massive  pulmonary  embolus, 
probably  originating  in  the  pelvis. 

Comments 

This  case  again  emphasizes  the  importance  of  hav- 
ing an  autopsy.  While  the  clinical  situation  certainly 
seemed  that  this  woman  died  of  a massive  pulmonary 
embolus,  we  cannot  be  certain  of  this.  The  Com- 
mittee classified  this  death  as  obstetrical,  probably 
non-preventable  on  the  basis  of  the  information 
supplied.  It  is  also  possible  that  the  cause  of  death 
could  have  been  a concealed  post-partum  hemorrhage, 
although  this  is  unlikely  in  the  short  period  of  time 
that  the  acute  episode  occurred.  Since  there  was  a 
family  history  of  diabetes,  it  is  possible  that  coronary 
occlusion  could  have  been  the  cause  of  her  death. 
Coronary  artery  disease  is  frequently  associated  with 
Diabetes  Mellitus.  Another  possibility  was  a dissect- 
ing aneurysm. 

The  Committee  discussed  the  length  of  labor  and 
felt  that  perhaps  steps  could  have  been  taken  to 
shorten  her  labor;  but  one  could  not  definitely  im- 
plicate the  prolonged  labor  with  the  cause  of  her 
death,  although  numerous  studies  have  indicated 
that  there  is  an  increased  morbidity  and  even  mortality 
when  labor  is  prolonged.  It  would  seem  that  the 
length  of  labor  has  gradually  shortened  over  the 
last  several  years.  Whether  this  is  due  to  improved 
care  during  labor  or  the  general  health  of  the  mother 
has  not  definitely  been  established. 

Although  the  delivery  is  not  described  as  being 
traumatic,  it  might  have  been,  thereby  causing 
trauma  to  the  pelvic  vessels,  producing  a blood  clot 
that  could  subsequently  become  a fatal  pulmonary 
embolism.  However,  without  an  autopsy  we  are 
ignorant  of  the  exact  cause  of  this  woman's  death. 
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His  wife  has  a lot  of  different 
menopausal  symptoms,  but  only  a few 
really  irritate  him.  Her  hot  flashes,  her 
vertigo,  her  palpitations — that’s  her 
problem.  What  really  bothers  him  is 
her  nervousness,  her  irritability  and 
her  excessive  anxiety,  often  expressed 
by  endless  “book-shuffling,  chain- 
smoking,  reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
vertigo,  palpitations  in  most 
menopausal  women.  Menrium 
provides  the  well-known  antianxiety 
action  of  chlordiazepoxide  (Librium®) 
and  water-soluble  esterified  estrogens. 
It  therefore  relieves  more  symptoms 
than  either  component  separately. 

It  takes  care  of  the  vasomotor 
symptoms  as  well  as  the  emotional 
symptoms.  This  means  the  symptoms 
that  bother  his  wife  most.  And  the 
symptoms  that  irritate  him  most. 

So,  to  help  them  both  get  through 
her  menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HCl.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 

Obs  erve  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEC  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


5 mg  chlordiazepoxide 


1 0 mg  chlordiazepoxide 


0.4  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


Fast...long-lasting 
relief  of  aches 
and  pains 
of  colds  and  flu 


with  the  unique 

timed-release 

aspirin 


Double  strength  Measurin  timed-release  aspirin 
offers  a new  kind  of  control  for  your  patients  with  cold 
and  flu  discomforts.  In  each  10-grain  tablet  are  over 
6,000  microscopic  reservoirs  that  release  aspirin  at  a 
controlled  rate— some  right  away  and  some  later 
on.  This  means  fast  relief  of  symptoms, 
followed  by  hours  of  comfort.  Throughout 
the  day,  Measurin  gives  your  patients 
freedom  from  a 4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


ME/^URII\i 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in 
24  hours.  For  maximum  nighttime  pain  relief, 

2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


Drip  stopped,  Congestion  cleared 


For  upper  respiratory  allergies  and  infections,  up  to 
12  hours  clear  breathing  on  one  tablet.  Dimetapp 
Extentabs®  do  an  outstanding  job  of  helping  clear 
up  the  stuffiness,  drip  and  congestion  of  colds  and  up- 
per respiratory  allergies  and  infections.  Each  Extentab 
keeps  working  up  to  12  hours.  And  for  most  patients 
drowsiness  or  overstimulation  is  unlikely. 
INDICATIONS:  Dimetapp  is  indicated  for  symptomatic 
relief  of  the  allergic  manifestations  of  respiratory  ill- 
nesses, such  as  the  common  cold  and  bronchial  asthma, 
seasonal  allergies,  rhinitis,  conjunctivitis,  and  otitis. 
CONTRAINDICATIONS:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 


PRECAUTIONS:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engaging  in 
operations  requiring  alertness.  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascular  diseases  or 
hypertension.  SIDE  EFFECTS:  Hypersensitivity  reac- 
tions including  skin  rashes,  urticaria,  hypotension  and 
thrombocytopenia,  have  been  reported  on  rare  occa- 
sions. Drowsiness,  lassitude,  nausea,  giddiness,  dry- 
ness of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered.  /l-H-DOBINS 
DOSAGE:  1 Extentab  morning  and  eve- 
ning. SUPPLIED: Bottlesof  100  and  500.  RicLond,""va°'"23l20 


Dimetapp 

Extentabs 

DimetanevS>  (brompheniramine  maleate),  12  mg.;  phenyl- 
ephrine HCI,  15  mg.;  phenylpropanolamine  HCI.  15  mg. 


the  compound  analgesic 
that  calms  instead  of  cat feinates 

In  addition  to  pain,  this  patient  has  experienced 
anxiety,  fear,  embarrassment,  and  frustration. 

No  doubt  these  psychic  factors  actually  increased 
her  perception  of  pain.  Surely  the  last  thing  she 
needs  is  an  analgesic  containing  caffeine.  The 
logical  choice  is  Phenaphen  with  Codeine.  It 
provides  a quarter  grain  of  phenobarbital  to  take 
the  nervous  “edge”  off,  so  the  rest  of  the  formula 
can  control  the  pain  more  effectively.  It’s  no 
accident  that  the  Phenaphen  formulations  contain 
a sedative  rather  than  a stimulant.  Don’t  you 
agree.  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 


Phenaphen 

M Phenaphen  with  Codeine 

Willi  ^ vl  II  lt"lMt~*  Nos.  2,  3,  or  4 contains: 
" w in  1 X^VfVlVrll  IVr  Phenobarbital  OA  gr.), 
16.2  mg.  (warning:  may  be  habit  formingp  Aspirin  (2Vi  gr.),  162.0  mg.; 
Phenacetin  (3  gr.),  194.0  mg.;  Hyoscyamine  sulfate,  0.03 1 mg.;  Codeine 
phosphate,  (4  gr.  (No.  2),  Vi  Sr-  (No.  3),  or  1 gr.  (No.  4)  (warning:  may 
be  habit  forming).  Indications:  Provides  relief  in  severer  grades  of  pain, 
on  low  codeine  dosage,  with  minimal  possibility  of  side  effects. 

Its  use  frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  excessive  or 
prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur. 
Dosage:  Phenaphen  No.  2 and  No.  3—1  or  2 capsules  every  3 to  4 hours 
as  needed:  Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed. 
For  further  details  see  product  literature. 

A.  H.  Robins  Company,  Richmond,  Va. 


Medicaid 

PREDICTABLY,  Title  XIX— Medicaid 
— came  in  for  considerable  discussion 
during  the  recent  session  of  the  House  of 
Delegates  at  the  Annual  Meeting  of  the  As- 
sociation. 

Much  heat  was  generated  during  these 
discussions,  as  physicians  from  over  the  state 
expressed  their  frustrations,  their  disappoint- 
ments and  their  disgust  over  the  manner  in 
which  the  program  has  been  administered  in 
Kentucky,  and  the  criticism  and  poor  publicity 
accorded  physicians  as  a result  of  defects  in 
the  program  over  which  we  have  no  control. 

Proposals  ranged  from  complete  withdrawal 
of  KMA’s  approval  of  Title  XIX,  to  a with- 
drawal of  our  Technical  Advisory  Commit- 
tee, to  a statement  of  the  deficiencies  and  in- 
equities in  the  administration  of  the  program 
to  be  widely  distributed  to  our  legislators  in 
Washington,  the  Governor  and  other  state  of- 
ficials and  to  the  communications  media. 

Wisely,  it  would  seem,  the  House  adopted 
the  latter  proposal,  and  the  directive  it  con- 
tained has  been  implemented. 

In  listening  to  the  discussion  on  that 
Wednesday  night,  two  thoughts  came  to  mind. 
First,  there  still  exists  a “communications  gap” 
between  KMA  and  its  members — in  spite  of 
every  effort  on  the  part  of  the  officers  and  the 
Board  of  Trustees  to  keep  the  members  in- 
formed of  their  actions  in  regard  to  Medicaid 
(as  well  as  all  of  the  other  activities  and  pro- 
grams of  the  Association)  through  The  Journal, 
the  Communicator,  special  bulletins  and  letters 
and  district  meetings.  One  can  only  conclude 
that  many  members,  including,  unfortunately, 
a few  delegates,  do  not  read  the  information 
provided  to  them,  nor  do  they  attend  meetings. 
Second,  and  resulting  from  the  above,  there 


Nightmare 

is  still  considerable  confusion  in  regard  to  the 
administration  of  the  Medical  Assistance  Pro- 
gram in  Kentucky.  By  law  the  Department  of 
Economic  Security  is  the  sole  state  agency 
responsible  for  this  program.  That  department 
contracted  with  the  Department  of  Health  to 
administer  the  medical  aspects  of  the  pro- 
gram, and  this  is  done  by  the  office  of  KMAP 
within  the  Health  Department. 

Economic  Security  determines  the  eligibility 
of  beneficiaries  to  participate  in  the  program. 

KNAP  receives  the  Physician’s  claims, 
processes  them,  determines  the  payment  due, 
and  certifies  the  payment  to  Economic  Security, 
which  then  writes  the  check. 

This  complicated  arrangement  has  confused 
not  only  the  physicians  but  also  the  people  in 
Frankfort.  And  their  confusion  has  been  com- 
pounded by  an  appalling  lack  of  cooperation 
between  the  two  departments. 

Although  we  may  all  agree  that  the  stand- 
ards for  determination  of  eligibility  for  bene- 
fits apparently  leaves  much  to  be  desired,  and 
we  are  certainly  justified  in  questioning  the  in- 
formation given  the  beneficiaries  by  the  De- 
partment of  Economic  Security  in  regard  to 
the  scope  of  benefits,  that  portion  of  the  dis- 
cussion before  the  House  was  not  relevant 
since  these  criticisms  did  not  appear  in  the 
body  of  any  of  the  resolutions. 

Most  KMA  officials  who  have  been  in- 
volved in  the  Title  XIX  discussions  during  the 
past  year  will  agree  that  we  have  received  more 
cooperation  and  understanding  from  Commis- 
sion Merritt  Deitz  than  from  most  any  official 
of  the  state  government  since  the  Medical  As- 
sistance Program  was  instituted  in  the  early 
Kerr-Mills  days.  To  hear  Mr.  Deitz  vilified  by 
name  for  only  two  of  the  many,  many  faults 
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of  the  program  would  seem  to  violate  one’s 
sense  of  fair  play. 

We  can  be  much  encouraged  by  the  words 
of  the  new  Commissioner  of  Health,  Doctor 
William  McElwain,  and  have  been  impressed 
with  the  actions  he  has  taken  since  his  appoint- 
ment. Let  us  hope  that  a new  spirit  of  co- 
operation between  the  Departments  of  Health 


and  Economic  Security  may  develop  and  that 
KMA  may  have  the  opportunity  to  work  with 
these  two  capable  young  administrators  in  an 
effort  to  correct  the  problems  and  inequities  in 
that  nightmare  called  Medicaid. 

Henry  B.  Asman,  M.D. 


A Day  in  the  Life  of 


Recently  Dr.  Hypo  Thetical  attended  a 
meeting  in  Lexington  of  one  of  the  sub- 
committees of  the  State  Comprehensive 
Health  Planning  Council — ^the  Manpower  Ad- 
visory Committee.  This  was  just  one  of  a num- 
ber of  similar  committee  meetings  that  he’d  at- 
tended— probably  the  4th  or  5th  meeting  of  this 
particular  committee,  but  the  pattern  that 
emerged  was  similar  to  that  occuring  in  many 
others.  Driving  the  73  miles  home,  he  was 
buffeted  by  some  pretty  disturbing  thoughts. 

To  the  best  of  his  knowledge,  he  was  the 
only  practicing  physician  on  this  committee. 
The  luncheon  meeting  was  set  for  12  noon 
at  the  Carnahan  House,  a University  of  Ken- 
tucky facility  outside  Lexington.  He  got  up  at 
6:15  a.m.,  had  a minor  surgical  case  at  7:30 
a.m.,  made  hospital  rounds  and  was  in  the 
office  by  10:00  a.m.  He  saw  his  office  patients 
and  was  able  to  leave  by  noon  or  a little  after. 
He  calculated  that  he  would  arrive  after  the 
luncheon  part  of  the  meeting  so  he  picked  up  a 
grilled  cheese  sandwich  and  ate  it  while  driving 
to  Lexington.  The  drive  was  fortunately  un- 
eventful, and  his  car  did  not  suffer  mechanical 
failure  as  it  had  on  one  of  the  previous  trips 
to  this  committee  in  Frankfort.  Nevertheless,  it 
took  an  hour  and  a half  to  get  there  since  he 
was  not  familiar  with  the  location  of  the  build- 
ing. 

Upon  entering  the  meeting  late,  he  sat  down 
and  became  aware  that  it  was  a joint  meeting 
of  the  Health  Manpower  Advisory  Committee, 
and  the  representatives  of  the  Comprehensive 
Health  Planning  Bodies  of  the  15  regions 
throughout  Kentucky.  These  men,  all  good 
men,  honest  and  well-motivated,  were  investi- 
gating the  present  status,  interpreting  the  needs. 


and  helping  to  plan  the  future  development  of 
the  entire  field  of  Health  Manpower  in  this 
state!  A major  effort  destined  to  affect  us  all! 

With  similar  meetings,  over  the  years,  he 
had  seen  “consumers”  with  various  levels  of 
information  and  motivation,  become  increas- 
ingly involved,  and  gradually  take  over  the 
concepts  of  planning  for  health  and  treatment 
of  disease.  The  entry  of  the  consumers  into 
the  field  was  of  course  a welcome  one,  but  he 
felt  they  certainly  needed  advice  from  medical 
practicioners  which,  for  a variety  of  reasons, 
they  all  too  often  failed  to  get.  He  had  seen 
the  attitude  of  some  of  these  consumers  (many 
of  them  bank  presidents,  industry  leaders,  etc.) 
change  from  “where  are  all  the  doctors,  and 
why  don’t  they  come  and  help  us,”  to  an  im- 
plied “we’ll  do  it  without  the  doctors;  they  are 
just  a small  voice  on  our  big  team.” 

Pertinent  items:  since  Dr.  Thetical  made  his 
living  from  the  private  practice  of  medicine 
exclusively,  he  was  almost  certainly  the  only 
one  in  the  room  whose  time  during  that  meet- 
ing was  not  being  covered  by  his  ordinary 
salary.  He  was  also  the  only  one  in  the  room 
who  stood  to  lose  future  income  (referrals) 
by  his  presence  there  at  that  moment.  Trans- 
portation, furnished  to  all  the  other  health 
planners  by  their  expense  accounts,  was  not 
considered  in  his  case.  Practicing  physicians 
have  difficulty  along  this  line! 

What  is  the  point  in  detailing  this  one 
physician’s  experience?  With  the  economic  and 
practical  cards  stacked  so  heavily  against  the 
participation  of  the  practicing  physician  in  such 
meetings,  is  it  any  wonder  that  conscientious 
physicians  rarely  are  enthusiastic  about  neg- 
lecting practices,  and  family  economic  re- 
sponsibilities, to  take  on  such  committee 
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chores?  Is  it  any  wonder,  also,  that  government 
and  educational  groups  tend  to  migrate  toward 
committee  patterns  involving  salaried  phy- 
sicians, if  indeed  they  decide  to  involve  phy- 
sicians at  all? 

Because  our  near-absence  does  not  obliterate 
the  planning  process,  but  simply  leaves  it  to 
others,  we  as  physicians  are  placed  ultimately 
in  the  light  to  which  we  have  unfortunately 
become  quite  familiar — that  is  to  say,  we  are 
placed  in  the  position  of  having  a plan  thrust 
upon  us,  and  then  protesting  vehemently  (and 
often  quite  rightly)  that  the  plan  is  impractical, 
expensive,  and  will  not  achieve  its  desired  re- 
sults. People  are  tired  of  hearing  negative 
thoughts  from  physicians,  but  this  is,  at  least 


in  part,  how  such  positions  and  situations  are 
developed. 

This  story  could  be  repeated  by  scores  of 
physicians  throughout  this  commonwealth.  It’s 
not  being  told  to  indicate  that  those  physicians 
who  go  to  committee  meetings  are  doing  either 
the  right  thing  or  the  wrong  thing — it’s  just 
that  we  should  become  aware  that  the  eco- 
nomic necessities  of  private  practice  produce 
certain  side  effects,  of  which  this  is  certainly 
one. 

Having  driven  three  hours  to  attend  one 
hour  of  a committee  meeting,  at  which  his 
education  was  moderate,  and  his  contributions 
minimal.  Dr.  Thetical’s  enthusiasm  for  con- 
tinuing on  with  monthly  or  bimonthly  meetings 
of  this  sort  seems  to  be  waning.  Should  he 
leave  Planning  to  the  Planners? 

Walter  I.  Hume,  Jr.,  M.D. 


Mark  your  calendar  today 

1971  KM  A 
Interim  Meeting 

APRIL  15-16 

Holiday  Inn 
Cave  City,  Kentucky 

The  program  and  further  information  will  be  carried 
in  the  January  Journal 
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Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

NOVEMBER 

16  PANMED  television  series,  “Clinical  Pharm- 
acy,” KETV-TV  10:30  p.m.  EST  (9:30  p.m. 
CSX) 

23  PANMED  television  series,  “The  Anemic 
Patient,”  KETV-TV  10:30  p.m.  EST  (9:30 
p.m.  CST) 

23  Lecture,  “Changing  Patterns  of  Bacterial 
Virulence  in  Surgical  Infections,”  University 
of  Louisville  School  of  Medicine 

30  PANMED  television  series,  “The  Nurse  and 
the  Unwed  Mother,”  KETV-TV  10:30  p.m. 
EST  (9:30  p.m.  CST) 

DECEMBER 

7 PANMED  television  series,  “Diagnosis  and 
Treatment  of  Endodontic  Emergencies,” 
KETV-TV  10:30  p.m.  EST  (9:30  p.m.  CST) 

14  PANMED  television  series,  “Students  Look 
at  Drug  Abuse,”  KETV-TV  10:30  p.m.  EST 
(9:30  p.m.  CST) 

18-19  Postgraduate  course,  “Practical  Ophthalmol- 
ogy for  the  Primary  Physician,”  University  of 
Kentucky  Medical  Center,  Lexington 

IN  SURROUNDING  STATES 

NOVEMBER 

11-12  Postgraduate  course,  “Diagnostic  Procedures 
in  Gastroenterology,”  Cleveland  Clinic  Ed- 
ucational Foundation,  Cleveland,  Ohio 

11-13  Postgraduate  course,  “Genetics  for  the  In- 
ternist,” American  College  of  Physicians, 
New  York 

16-19  Annual  Meeting,  Southern  Medical  Associa- 
tion, Dallas,  Texas 

29-Dec.  2 Clinical  Convention,  American  Medical 
Association,  Boston,  Massachusetts 

DECEMBER 

1-5  Postgraduate  course,  “Mico  Dissection  of  the 
Temporal  Bone,”  University  of  Cincinnati 
Medical  Center,  Cincinnati,  Ohio 

5-6  Annual  Meeting,  American  Academy  of 
Dermatology,  Chicago,  Illinois 


7-10  Postgraduate  course,  “Pulmonary  Function  in 
Health  and  Disease,”  New  Orleans,  Louisiana 

9-10  Postgraduate  course,  “Current  Concepts  in 
Opthalmology,”  Cleveland  Clinic  Educational 
Foundation,  Cleveland,  Ohio 

JANUARY 

7-9  National  Conference  on  Cancer  of  the  Colon 
and  Rectum,  Hotel  del  Coronado,  San  Diego, 
Calif. 

9-20  Postgraduate  course.  Laryngology  and  Bron- 
choesphagology.  University  of  Illinois, 
Chicago,  Illinois 

13-14  Postgraduate  course,  “Fifty  Years  of  Surgical 
Progress,”  Cleveland  Clinic  Educational 
Foundation,  Cleveland,  Ohio 

13-15  Postgraduate  course,  “Coronary  Atheroscler- 
otic Heart  Disease:  Prevention,  Treatment  and 
Rehabilitation,”  American  College  of  Physi- 
cians, Atlanta,  Georgia 

18-22  Postgraduate  course,  “Recent  Advances  in 
Interna)  Medicine,”  American  College  of 
Physicians,  Augusta,  Georgia 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  fall  and  winter  meetings.  At  the  same  time 
they  are  choosing  the  topics  to  be  discussed,  ar- 
ranging for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities”  cal- 
endar in  The  Journal.  In  this  way  conflicts  in  dates 
can  to  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Ephraim  McDowell  Drive,  Louisville,  Ky. 
40205. 
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The  Cardiac  Effects  of  Local  Anesthetics 


Robert  B.  Boettner,  M.D.* 
Lexington,  Kentucky 


The  effects  of  local  anesthetics  on  many 
factors,  cardiac  and  extra- cardiac,  which 
influence  the  performance  of  the  heart 
are  examined  with  the  hope  that  this 
information  may  lead  to  their  safe  and 
rational  use. 

Since  the  discovery  by  Freud  and  Koller  ^ 
in  1884  that  cocaine  could  anesthetize  the 
eye,  local  anesthetics  have  been  used  to 
produce  regional  anesthesia  by  topical  appli- 
cation, infiltration,  intravenous  infusion,  and 
by  blocking  conduction  in  major  nerves. 
Mautz’s^  demonstration  in  1936  that  pro- 
caine, metycaine  and  cocaine  could  reduce 
cardiac  irritability,  when  topically  applied  to 
the  heart,  expanded  the  use  of  local  anes- 
thetics to  the  treatment  of  cardiac  arrhythmias. 

High  blood  levels  of  local  anesthetics  sec- 
ondary to  intravascular  injection  (inadvertent 
or  deliberate),  rapid  absorption  from  mucous 
membranes  or  highly  vascular  areas  may  lead 
to  cardiovascular  collapse.  Hence  a know- 
ledge of  the  ways  in  which  local  anesthetics 
affect  the  cardiovascular  system  may  aid  the 
physician  in  their  safe  and  rational  use. 

Although  the  physician  is  primarily  con- 
cerned with  the  net  effect  of  the  various 
agents  on  the  cardiovascular  system  as  a 
whole,  it  is  more  convenient,  and  probably 
less  confusing,  to  first  examine  the  effects  on 
each  of  the  various  parameters  that  determine 
cardiac  performance.  An  attempt  can  then  be 

* Associate  Professor,  Department  of  Anesthesiology, 
University  of  Kentucky  Medical  Center,  Lexington, 

' Kentucky. 
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made  to  integrate  the  responses  of  these  var- 
ious components  to  determine  the  net  effect 
on  the  intact  patient. 

Local  anesthetics  have  both  chronotropic 
and  inotropic  properties.  Chronotropism  re- 
fers to  influence  on  rate  and  rhythm  and 
inotropism  refers  to  the  performance  of  the 
heart  as  a muscle  or  pump.  The  cardiac  out- 
put, of  course,  depends  on  both,  and  is  a prod- 
uct of  the  heart  rate  and  the  stroke  volume, 
or  the  amount  of  blood  pumped  per  beat. 
Before  we  examine  the  chronotropic  and  ino- 
tropic effects  of  local  anesthetics  in  detail,  two 
points  need  emphasis.  First,  these  agents  di- 
rectly affect  the  heart  and  blood  vessels  per 
se  and  indirectly  affect  the  cardiovascular 
system  through  their  effects  on  the  autonomic 
nervous  system.  These  direct  and  indirect  ef- 
fects may  be  in  the  same  or  in  opposite  direc- 
tions. Secondly,  the  response  of  tissue  dam- 
aged by  hypoxia,  stretch  or  disease  may  be 
different  qualitatively,  as  well  as  quantita- 
tively, from  the  response  of  normal  tissue. 

Chronotropic  Effects 

Arrhythmias  arise  from  disorders  of  ( 1 ) 
impulse  formation  and/or  (2)  impulse  con- 
duction. A knowledge  of  the  electrophysiology 
of  the  heart  is  a prerequisite  for  understand- 
ing the  mechanisms  of  arrhythmia  production. 
A brief  review  of  the  electrical  events  lead- 
ing to  impulse  formation  and  conduction  and 
how  these  are  altered  by  local  anesthetics 
follows. 

Impulse  Formation 

Hoffman  and  Cranefield^  first  described  and 
recorded  the  sequence  of  electrical  events  which 
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FIG.  1*  The  transmembrane  action  potential  of  a typical 
non-automatic  cell  recorded  from  an  intracellular  micro- 
electrode is  shown  on  the  top  tracing.  The  resting  potential 
(phase  4)  of  a quiescent  fiber  is  about — 90  mV.  When 
the  cell  is  stimulated  it  undergoes  rapid  depolarization 
(phase  01  with  a transient  reversal  of  polarity  and  then 
a more  gradual  repolarization,  (phases  1,2,31.  A uni- 
polar electrogram  recorded  from  the  surface  of  the  fiber 
is  shown  on  the  bottom  tracing.  Phase  0 corresponds  to 
the  intrinsic  deflection  of  R,  phase  2 to  the  ST  segment  and 
phase  3 to  the  T wave. 

♦Modified  after  Hoffman,  B.  F.,  and  Singer,  D.  H., 
Prog,  in  Cardiov.  Dis.  7,  227,  (Nov)  1964. 


occur  (during  depolarization  and  repolarization 
of  a cardiac  cell  membrane.  These  events, 
referred  to  as  the  transmembrane  action  po- 
tential, are  shown  in  Figure  1. 

Specialized  cells,  “automatic  cells,”  located 
in  the  SA  node,  atrium  and  His  Purkinje  sys- 
tem have  the  capability  of  undergoing  spon- 
taneous depolarization.  If  during  phase  4 
depolarization  the  membrane  potential  reaches 
a critical  level  (the  threshold  potential),  an 
action  potential  is  generated  and  the  cell 
fires  (Fig.  2A).  Ordinary  or  “non-automa- 
tic cells”  do  not  undergo  spontaneous  depo- 
larization. Both  specialized  and  ordinary  cells 
may  be  depolarized  by  electrical  currents 
which  reach  them  as  a result  of  action  poten- 
tials generated  by  depolarization  of  adjacent 
cells. 

The  automatic  cell,  or  group  of  cells,  with 
the  most  rapid  rate  of  firing  becomes  the 
pacemaker,  provided  the  action  potential  gen- 
erated is  propagated. 

The  several  factors  which  determine  the 
rate  of  firing  of  an  automatic  cell  are  illu- 
strated in  Figure  2B.  These  include  ( 1 ) the 
rate  of  spontaneous  depolarization  (slope  of 
phase  4)  (2)  the  threshold  potential  or  the 
potential  which  must  be  reached  in  order  to 
generate  an  action  potential  and  (3)  the  maxi- 
mum negative  potential  developed  during 
diastole. 

The  rate  of  firing  of  automatic  cells  is  nor- 
mally most  rapid  in  the  SA  node,  less  rapid 


in  the  atrium,  less  yet  in  the  His  bundle  and 
least  in  the  Purkinje  cells.  Arrythmias  may  re- 
sult from  physiological  or  pharmacological 
factors  which  depress  the  primary  pacemaker 
or  enhance  the  automaticity  of  latent  pace- 
makers. For  a summary  of  the  effects  of  pH, 
PCO2,  stretch,  hypoxia,  ischemia,  catechola- 
mines, acetylcholine  and  various  ions  on  trans- 
membrane action  potentials  see  the  excellent 
review  by  Singer  and  Ten  Eick.^ 

Local  anesthetics,  and  other  anti-arrhythmic 
agents,  in  therapeutic  dosages  affect  auto- 
maticity primarily  by  decreasing  the  slope 
of  phase  4 — thus  slowing  the  rate  of  fir- 
ing of  automatic  cells.  Toxic  doses,  however, 
may  increase  the  slope  of  phase  4 and  de- 
crease the  maximum  negative  potential  de- 
veloped during  diastole,  thus  producing  tachy- 
cardias. In  the  patient,  influences  of  the  au- 
tonomic nervous  system  may  override  the 
direct  effects  of  local  anesthetics.  Stimulation 


FIG.  2A  Differences  between  .transmembrane  action 
potentials  from  the  sino-atrial  node  (SA)  and  a non- 
automatic atrial  fiber  (A).  Note  spontaneous  phase  4 
depolarization  in  the  automatic  (SA)  cell.  The  amplitude 
of  the  action  potential  and  rate  of  rise  (dv/dt)  of  phase 
0 (rapid  depolarization)  are  less  in  the  automatic  than  in 
the  non-automatic  cell.  TP  = the  threshold  potential  or 
the  potential  which  must  be  reached  in  order  to  generate 
an  action  potential. 


FIG.  2B*  Factors  which  influence  the  rate  of  firing  of  an 
automatic  cell.  The  rate  may  be  decreased  by;  (1)  mak- 
ing the  threshold  potential  less  negative  (TPo  vs.  TPi 
curves  c vs.  a),  (2)  decreasing  the  slope  of  phase  4 (b 
vs.  c),  (3)  making  the  maximum  diastolic  potential  more 
negative  (d  vs.  b).  The  rate  may  be  increased  by:  (1) 
increasing  the  slope  of  phase  4,  (2)  increasing  the 

negativity  of  the  threshold  potential  or,  (3)  decreasing 
the  negativity  of  the  maximum  diastolic  potential. 

♦From  Hoffman,  B.  G.,  and  Singer,  D.  H.:  Prog,  in 
Cardiov.  Dis.,  7,  229,  (Nov)  1964.  ~ 
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FIG.  3*  Effect  of  lidocaine  on  atrial  and  ventricular  pace- 
makers. The  atrial  pacemaker  is  not  affected  (P-P  interval 
unchanged),  the  ventricular  pacemaker  is  markedly  slowed 
IR-R  interval  increased)  with  increasing  doses  of  lidocaine. 

♦From  Lieberman,  N.A.  and  others:  Amer.  J.  Cardiol, 
22,  379,  (Sept)  1968. 


of  the  sympathetic  nervous  system  tends  to  in- 
crease the  slope  of  phase  4 depolarization — 
especially  in  ventricular  cells — thus  lead- 
ing to  ventricular  arrhythmias.  Parasympa- 
thetic stimulation  decreases  the  slope  of  phase 
4 — thus  slowing  the  sinus  rate. 

Since  the  vagal  innervation  is  essentially 
limited  to  supraventricular  cells  parasympa- 
thetic stimulation  may  suppress  these  centers 
allowing  ventricular  pacemakers  to  take  over. 
Winnie  has  proposed  that  sympathetic  and/or 
parasympathetic  stimulation  operate  via  the 
above  mechanisms  to  produce  many  of  the 
arrhythmias  which  occur  in  patients  under 
general  anesthesia. 

Marked  differences  in  the  response  of  the 
various  cells  to  local  anesthetics  is  illustrated 
by  the  findings  of  Lieberman®  that  atrial 
cells  are  little  affected  by  lidocaine  while  in- 
creasing concentrations  of  lidocaine  markedly 
slow  the  rate  of  firing  of  ventricular  pace- 
makers (Fig.  3). 

It  is  necessary  to  again  stress  that  diseased 
cells  may  be  partially  depolarized  and  respond 
differently  than  normal  cells  to  various  stimuli 
and  agents. 

Disturbances  Of  Conduction 

The  ability  of  cardiac  cells,  both  automatic 
and  non-automatic,  to  respond  to  stimulation. 


the  current  necessary  to  elicit  the  response 
and  the  nature  of  the  response  all  depend  on 
the  level  of  the  membrane  potential  at  the 
moment  of  stimulation.  The  more  negative 
the  membrane  potential  at  the  moment  of 
stimulation,  the  greater  the  amplitude  of  the 
action  potential  developed  and  the  steeper  the 
slope  of  phase  0 or  rate  of  rise  (dv/dt)  of 
that  action  potential. 

Figure  4A  depicts  the  response  of  excitable 
cells  when  stimulated  at  various  times  in  the 
cardiac  cycle.  Note  that  stimulation  at  times 
when  the  membrane  potential  is  less  negative 
than  the  threshold  leads  only  to  local  non- 
propagated  responses.  Figure  4B  shows  the 
current  necessary  to  elicit  a response  at  var- 
ious times  in  the  cardiac  cycle.  Note  that 
except  during  the  supernormal  period  the 
current  necessary  to  elicit  a response  is  least 
when  the  membrane  potential  is  most  nega- 
tive. 

Local  anesthetics  decrease  the  response  to 
stimulation  at  a given  membrane  potential 


A 


FIG.  4A  Transmembrane  action  potential  and  the  re- 
sponses elicited  by  stimuli  at  various  times  during  repolari- 
zation. The  earliest  responses,  (a)  and  (b),  are  only 
local  non-propagated  responses,  (c)  is  just  able  to  de- 
polarize the  cell,  and  (e)  is  the  first  normal  propagated 
response.  Note  the  more  rapid  rate  of  rise  dv/dt  of  phase 
0 and  the  greater  amplitude  of  the  action  potential  of  (e) 
as  compared  to  the  other  responses. 

FIG.  4B*  The  current,  in  milliamperes,  necessary  to  pro- 
duce a response  at  various  times  during  repolarization. 
(ARP)  = absolute  refractory  period — no  amount  of  cur- 
rent is  able  to  elicit  a response,  (ERP)  effective  refractory 
period,  (TRP)  total  refractory  period,  (SNP)  supranormal 
period,  (FRT)  full  recovery  time. 

♦Modified  after  Hoffman,  B.  F.,  and  Singer,  D.  H.: 
Prog,  in  Cardiov.  Dis.,  7,  231,  (Nov)  1964. 
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thus  impairing  conduction.  They  also  tend  to 
slow  repolarization,  thus  increasing  the  time 
during  each  cycle  during  which  the  cell  is 
refractory  to  stimulation. 

Both  these  factors,  increased  refractory 
period  and  decreased  response  at  a given 
membrane  potential,  reduce  the  likelihood 
that  premature  impulses  will  result  in  prop- 
agated responses. 

As  was  noted  above  in  the  discussion  of 
automaticity  there  are  marked  differences  in 
the  sensitivity  of  various  pacemaker  cells  to 
local  anesthetics.  Likewise  the  effect  of  local 
anesthetics  on  conduction  varies  in  different 
parts  of  the  heart.  Lieberman^  found  that 
lidocaine  markedly  slowed  conduction  either 
at  the  junction  of  the  atrium  and  A-V  node  or 
in  the  A-V  node  itself,  but  had  little  effect  on 
other  parts  of  the  conduction  system. 

Both  procaine  amide  and  lidocaine  may  be 
effective  against  arrhythmias  resulting  from 
uni-directional  block  with  re-entry.  However, 
they  act  in  diametrically  opposite  ways — 
lidocaine  improves  conduction  by  eliminating 
the  uni-directional  block  while  procaine  further 
depresses  conduction  by  converting  the  block 
to  a bi-directional  block.  In  either  event,  re- 
entry is  prevented  and  the  arrhythmia  dis- 
appears. 

The  anti-arrhythmic  properties  of  various 
drugs  including  local  anesthetics  may  be  as- 
sessed in  various  ways.  Using  a modification 
of  a technique  developed  by  Galindo  and 
Sprouse,®  we  studied  the  ability  of  lidocaine, 
mepivacaine  and  bupivacaine  to  prevent  pre- 
mature ventricular  contractions  when  currents 
of  various  strengths  were  applied  to  the  heart 
via  epicardial  electrodes.  All  three  drugs  in- 
creased the  amount  of  current  necessary  to 
elicit  these  premature  ventricular  contractions 
— i.e.  all  drugs  were  anti-arrhythmic.'^ 

The  ability  of  these  drugs  to  protect  the 
heart  from  arrhythmias,  secondary  to  experi- 
mentally produced  myocardial  infarction  and 
digitalis  induced  arrhythmias,  is  currently  un- 
der investigation  in  the  anesthesia  research 
laboratories  at  the  University  of  Kentucky 
Medical  Center. 

Inotropic  Effects 

The  ability  of  the  heart  muscle  to  perform 
work  (pump  blood)  is  determined  by  three 


factors:  (1)  the  pre-load  or  the  amount  of 
blood  presented  to  the  heart — ^this  is  reflected 
in  the  pressure  in,  or  volume  of,  the  ventricles 
at  the  end  of  diastole,  (2)  the  contractility  or 
inherent  ability  of  the  muscle  to  contract  and 
(3)  the  after-load  or  resistance  to  the  flow  of 
blood  from  the  heart.  Drugs,  including  local 
anesthetics,  influence  these  different  parame- 
ters in  varying  degrees. 

Quinidine  and  the  amide  of  procaine  were 
the  most  frequently  used  systemic  agents  for 
the  treatment  of  ventricular  arrhythmias  until 
Harrison  et  aP  indicated  that  lidocaine  had 
fewer  adverse  effects  on  the  cardiovascular 
system.  They  compared  equipotent  doses,  as 
determined  by  elevation  of  the  threshold  to 
electrical  stimulation,  of  procaine  amide  (2 
and  4 mg/kg)  with  lidocaine  (1  and 
2 mg/kg)  in  patients  undergoing  open  heart 
surgery.  Procaine  amide  markedly  decreased 
systolic  arterial  pressure  and  myocardial  con- 
tractile force — the  latter  measured  by  a strain 
gauge  sewn  on  the  right  ventricle.  Lidocaine 
produced  minimal  changes  in  pressure  (a 
slight  increase  with  1 mg/kg  and  a slight 
decrease  with  2 mg/kg)  and  had  no  signifi- 
cant effect  on  myocardial  contractile  force. 

Lieberman  in  1968,^  using  an  isovolumetric 
technique,  was  able  to  study  the  effects  of 
lidocaine  on  myocardial  contractility  per  se  by 
eliminating  variations  in  cardiac  filling  (pre- 
load) and  resistance  to  ejection  of  blood  (af- 
ter-load). Lidocaine  in  doses  of  0.5  to  2.0 
mg/kg  had  little  effect  on  contractility  at  var- 
ious ventricular  volumes,  but  higher  doses 
significantly  decreased  both  the  maximum 
tension  developed  and  the  rate  of  rise  (dp/- 
dt)  of  that  tension  or  pressure. 

Jorfeldt®  studied  the  effect  on  cardiac  per- 
formance of  several  local  anesthetics  in  man. 
Using  doses  equivalent  to  what  might  be  used 
for  major  conduction  anesthesia  (e.g.  femoral- 
sciatic  nerve  block,  epidural  anesthesia  or 
axillary  block  of  the  brachial  plexus),  he 
found  that  5 mg/kg  of  lidocaine,  5 mg/kg  of 
mepivacaine  and  1.25  mg/kg  of  bupivacaine 
had  little  effect  on,  or  slightly  increased, 
cardiac  output,  stroke  volume  and  arterial 
pressure  and  had  no  effect  on  the  central 
venous  pressure.  In  right  heart  catheteriza- 
tion studies  he  found  that  mepivacaine  slight- 
ly increased  right  ventricular  and  pulmonary 
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artery  pressures  without  elevating  right  ven- 
tricular end-diastolic  pressure,  indicating  that 
the  positive  inotropic  effect  was  not  due  to 
stretching  of  the  myocardial  fibers  (Frank- 
Starling  mechanism). 

Kao^*’  found  that  1 mg/kg  of  lidocaine 
significantly  increased  cardiac  output,  stroke 
volume,  heart  rate,  arterial  pressure  and  de- 
creased peripheral  resistance.  Using  various 
doses  of  mepivacaine,  he  found  that  doses  up 
to  4 mg/kg  increased  cardiac  output  while 
higher  doses  decreased  output.  By  using  vag- 
otomized,  midbrain  section,  and  cross-circula- 
tion preparations  he  demonstrated  that  these 
effects  were  central  in  origin — probably  result- 
ing from  influence  on  the  automatic  nervous 
system. 

Bonica”  found  that  epidural  anesthesia  to 
a level  of  T3-4  increased  cardiac  output, 
heart  rate  and  stroke  volume,  while  spinal 
anesthesia  to  the  same  level  had  little  effect 
on  these  parameters.  He  attributed  the  dif- 
ference in  effects  to  the  higher  blood  levels 
of  local  anesthetic  with  epidural  anesthesia 
resulting  in  central  stimulation  of  the  sympa- 
thetic nervous  system. 

Conclusions 

It  is  no  longer  sufficient  to  summarize  the 
cardiac  effects  of  local  anesthetics  by  saying 
that  “they  are  cardiovascular  depressants.” 
The  effects  on  the  various  parameters  which 
determine  cardiac  performance  are  diverse. 

Lidocaine  is  used  clinically  to  suppress 
ventricular  arrhythmias.  It  suppresses  the  au- 
tomaticity  of  ectopic  ventricular  foci  but  ap- 
parently has  little  effect  on  higher  pacemaker 


centers.  Local  anesthetics  influence  impulse 
conduction  in  the  heart  by  slowing  conduction 
through  the  A-V  node.  They  help  prevent 
propagation  of  ectopic  impulses.  In  elec- 
trophysiological  terms  they:  1)  decrease  the 
slope  of  phase  4 depolarization  2)  slow  re- 
polarization and  3)  decrease  the  response  of 
a cell  to  stimulation. 

Dosages  of  local  anesthetics  commonly 
used  to  produce  surgical  anesthesia  have  little 
effect  on  myocardial  contractility  and  may 
actually  improve  cardiac  performance  by 
stimulation  of  the  sympathetic  nervous  system. 
Higher  dosages  however  do  have  profound 
depressant  effects  and  may  lead  to  cardio- 
vascular collapse. 

Qualitative  as  well  as  quantitative  dif- 
ferences exist  between  the  effects  of  large 
and  small  doses  of  drugs  and  between  the 
response  of  diseased  and  normal  cells. 
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Treatment  of  Diabetic  Retinopathy  by 
Photocoagulationt 

Patrick  R.  O’Connor,  M.D. 

Louisville,  Kentucky 


Photo  coagulation  offers  to  a large  group 
a simple  and  apparently  effective  means 
to  alter  the  progression  of  diabetic  retino- 
pathy. Early  detection  and  treatment, 
augmented  by  the  management  of 
vitreous  hemorrhage,  provides  the  best 
ocular  prognosis. 

Diabetic  ocular  disease  is  the  second  most 
common  cause  of  blindness  in  the  United 
States.  Eighty-four  per  cent  of  the  visual 
loss  among  diabetics  can  be  attributed  directly 
to  retinopathy.  Strict  medical  diabetic  con- 
trol seems  to  delay  the  onset  of  the  ret- 
inal vascular  changes,  the  earliest  phase 
of  retinopathy.  Once  diabetic  proliferative 
disease  is  noted,  ocular  deterioration  is  rapid, 
and  on  the  average,  leads  to  blindness  in  six 
to  eight  years.  Pituitary  ablation  has  salvaged 
numerous  eyes,  but  its  widespread  use  has 
been  limited  by  selection  criteria  as  well  as 
operative  morbidity.  Early  studies  indicate 
that  photocoagulation  of  diabetic  retinopathy 
is  applicable  to  a much  larger  group,  achieves 
equally  good  results,  and  avoids  the  hospital 
confinement  and  close  medical  supervision 
which  follows  hypophysectomy. 

The  past  several  years  have  witnessed 
abrupt  changes  in  the  treatment  of  diabetic 
retinopathy.  This  paper  describes  these 
changes  and  the  results  of  photocoagulation 
as  a means  to  alter  the  progression  of  diabe- 
tic retinopathy. 

Davis,  Fine,  Goldberg,  McMeel,  Norton, 
Okun,  and  Wetzig  devised  the  “O’Hare”  Clas- 
sification of  diabetic  eyes  in  1968  (Table  T). 
In  this  classification,  background  retinopathy 


fFrom  the  Department  of  Ophthalmology  of  the 
University  of  Louisville,  301  E.  Walnut  Street, 
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TABLE  1 

O’Hare  Classification  of  Diabetic  Retinopathy 

B.  Background  retinopathy — this  category  includes 

patients  with  all  degrees  of  diabetic  retinopathy  ex- 
cluding proliferative  changes. 

Ho.  No  vitreous  hemorrhage. 

Hi.  Presence  of  vitreous  hemorrhage,  but  the  retina  can 
be  seen  well  enough  to  be  classified. 

Ho.  This  category  describes  eyes  with  a vitreous  hemor- 
rhage which  is  so  extensive  that  the  retina  cannot 
be  seen  well  enough  to  be  classified. 

Ni.  Four  of  fewer  discrete  patches  or  four  of  fewer  disc 
areas  of  new  vessels. 

Nl>.  Greater  than  four  discrete  patches  or  greater  than 
four  disc  areas  of  new  vessels. 

Fo.  No  fibrous  proliferation  extending  into  the  vitreous 
cavity. 

Fi.  Fibrous  proliferation  extends  into  the  vitreous  cavity, 
but  involves  four  or  fewer  discrete  patches  or  four  or 
fewer  disc  areas. 

Fa.  Greater  than  four  discrete  patches  or  greater  than 
four  areas  of  fibrous  proliferation  extending  into 
the  vitreous. 


characterized  all  degrees  of  diabetic  retinal 
disease,  excluding  proliferative  changes.  The 
degree  of  neovascularization,  vitreous  hemor- 
rhage, and  fibrous  growth  defined  the  pro- 
liferative changes  (Fig.  1).  Its  use  is  recom- 
mended as  a guide  in  evaluating  diabetic  retin- 
opathy. 


Fig.  1 An  example  of  extensive  surface  neovascularization 
and  fibrous  proliferation  without  vitreous  hemorrhage 
I O’Hare  Classification  = NaFiHn) . 
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Clinical  examination  and  histologic  studies 
support  the  interpretation  that  the  course  of 
diabetic  retinopathy  can  best  be  viewed  as  a 
gradually  increasing  ischemia  from  oblitera- 
tion and  narrowing  of  the  retinal  capillaries.^ 
The  role  played  by  shunt  vessels  and  mi- 
croaneurysm formation  in  the  development  of 
this  ischemia  remains  to  be  determined.  The 
presence  of  living  tissue,  low  oxygen  tension, 
and  poor  venous  drainage  stimulate  neovas- 
cularization. Vitreous  contraction  draws  these 
vessels  and  the  surrounding  retina  forward,  re- 
sulting in  vitreous  hemorrhage  and  retinal  de- 
tachment. Photocoagulation  can  alter  this  se- 
quence by  (a)  improving  the  overall  retinal 
metabolism  by  elimination  of  zones  with  bor- 
derline nutritional  supply,  (b)  reducing  the 
incidence  of  vitreous  hemorrhage  and  in- 
duced proliferative  growth  by  destroying  areas 
of  neovascularization,  and  (c)  surrounding 
localized  areas  of  proliferans  to  form  a barrier 
which  resists  vitreous  contraction  and  may 
abort  the  development  of  retinal  detachment. “ 
Eyes  not  amenable  to  treatment  by  photocoag- 
ulation include  those  with  neovasculariza- 
tion of  the  disc,  total  retinal  detachment,  dif- 
fuse vitreous  hemorrhage,  and  neovascular- 
ization within  the  vitreous  cavity. 

An  aggressive  approach  to  diabetic  retino- 
pathy was  formulated  in  1967  by  Cornell 
Medical  Center.  Similar  methods  are  now 
used  by  the  University  of  Louisville.  The 
photocoagulation  technique  employs  the  Xen- 
on arch  photocoagulator,  retrobulbar  anes- 
thesia, and  light  applications  using  the  1.5° 
and  3°  apertures.  All  areas  of  vascular  dis- 
turbance are  destroyed — microaneurysms, 

neovascularization,  peripapillary  vessels,  vas- 
cular tufts  and  fans.  One  hundred  to  200 
applications  are  produced  at  each  session,  and 
600-800  applications  are  frequently  required 
to  arrest  the  disease. 

Initially,  patients  were  bilaterally  patched 
and  hospitalized  several  days  following  treat- 
ment. Experience  proved  these  precautions 
conservative  and  unnecessary.  Out-patient 
photocoagulation  combined  with  restrictive  ac- 
tivity for  one  week  is  an  acceptable  alterna- 
tive. 

Complications  were  uncommon.  Excessive 
photocoagulation  at  the  base  of  severe  pro- 
liferans with  marked  vitreous  traction,  espe- 
cially if  located  posteriorly,  may  occasionally 
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initiate  retinal  tearing.  Hemorrhage  from  pho- 
tocoagulation was  rare  and  always  small. 
There  were  no  cases  of  accidental  macular 
loss  from  photocoagulation  in  this  series.  Ex- 
cessive widespread  treatment  may  produce  a 
choroidal  and  exudative  retinal  detachment 
which  resolves  without  residual  effect  in  one 
to  two  weeks.  Field  loss  was  remarkably  lit- 
tle and  usually  limited  to  scattered  scotoma, 
though  an  occasional  patient  experienced  a 
sector  defect. 

Photocoagulation  usually  results  in  major 
changes  in  the  appearance  of  the  fundus. 
Microaneurysms  and  capillary  dilations  dis- 
appear after  coagulation;  venous  distention 
decreases;  retinal  edema  and  hard  exudates 
slowly  disappear;  and  neovascularization 
ceases  (Fig.  2). 


Fig.  2 Fundus  appearance  six  weeks  after  extensive  photo- 
coagulation  for  diabetic  retinopathy. 


Vitreous  hemorrhage  is  the  single  most  de- 
structive event  in  the  course  of  diabetic  ret- 
inopathy. Its  presence  stimulates  vitreous  sy- 
neresis  and  contraction  which  enhances  pro- 
liferans and  may  lead  to  retinal  detachment. 
Experience  in  the  management  of  vitreous 
hemorrhage  from  acute  retinal  tearing  with  or 
without  detachment  can  be  applied  to  dia- 
betic cases.  Initially  all  such  hemorrhages  are 
usually  confined  to  the  retrovitreal  space  in 
front  of  the  retina.  Prompt  bilateral  ocular 
patching  combined  with  head  elevation  al- 
lows the  blood  to  pool  inferiorly  and  slowly 
absorb.'^  This  form  of  prophylactic  manage- 
ment must  be  continued  until  photocoagula- 
tion is  completed  and  most  of  the  blood  has 
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VISUAL  ACUITY  AFTER  THERAPY 


retinopathy  prior  to  treatment 

HEMORRHAGES  SURFACE  RETiNiTlS 

AND  EXUDATES  NEOVASCULARIZATION  PROLIFERANS 


IMPROVED 

- 81% 

4 

- 

UNCHANGED 



14 

8 

DIMINISHED 

19% 

1 

2 

3 

total:32  I 20 


Fig.  3 Results  of  treatment  in  32  patients  followed  for  six 
or  more  months  after  photocoagulation. 


cleared.  Once  blood-vitreous  mixing  has  oc- 
curred, patching  and  elevation  will  not  usually 
separate  the  two.  The  rapid  clearing  of  hemor- 
rhage in  the  retrovitreal  space  provides  a 
means  to  drastically  reduce  the  morbidity  of 
retinopathy  and  maintains  a clear  media  for 
photocoagulation. 

During  1967-1968,  32  eyes  in  28  patients 
were  selected  for  photocoagulation,  and  sub- 
sequently followed  from  six  to  30  months 
(Fig.  3).  Twenty-six  of  these  patients  had  had 
a major  vitreous  hemorrhage  in  the  other  eye. 
Sixteen  had  a recent  hemorrhage  in  the  good 
eye,  1 1 had  retinitis  proliferans,  20  had  sur- 
face neovascularization,  and  all  had  multiple 
visible  aneurysms  in  excess  of  50.  Following 
coagulation,  26  of  32  eyes  (81  per  cent)  had 
the  same  or  better  visual  acuity  at  the  end  of 
six  months  and  are  regarded  as  stabilized. 
Six  patients  (19  per  cent)  lost  some  degree  of 
central  vision.  Three  of  these  had  moderately 
severe  proliferative  disease. 

It  is  apparent  that  the  selection  of  suitable 
candidates  for  photocoagulation  is  critical. 
Patients  with  only  background  retinopathy 
have  a relatively  good  prognosis  without  treat- 
ment. Of  those  with  good  initial  visual  acuity, 
51.5  per  cent  remain  stable  when  followed 
for  five  years,  34  per  cent  become  moderately 
impaired,  and  only  14.5  per  cent  develop 
blindness.^  Since  progression  is  usually  slow, 
photocoagulation  can  be  withheld  but  periodi- 
cally reconsidered.  In  patients  with  well  de- 
veloped retinopathy  and  severe  proliferans, 
photocoagulation  is  of  questionable  value, 
complications  more  common  and  the  visual 


results  poor.  Patients  with  surface  neovascu- 
larization form  an  intermediate  group  (Fig. 
4).  Without  photocoagulation  the  prognosis 
for  visual  retention  is  reduced.  The  majority 
will  develop  a significant  vitreous  hemorrhage 
in  one  year  and  50  per  cent  will  become 
blind  in  five  years.  When  photocoagulation  is 
limited  to  those  with  surface  neovasculariza- 
tion, stability  or  retinopathy  can  be  achieved. 
However,  any  degree  of  vitreous  fibrovas- 
cular  tissue  increases  the  ocular  morbidity  for 
these  eyes.  In  a patient  with  background 
retinopathy,  the  development  of  a large  ret- 
inal or  preretinal  hemorrhage,  or  a vitreous 
hemorrhage,  usually  indicates  undetected  new 
vessel  growth.  Hemorrhage  and  surface  neo- 
vascularization become  synonymous  and  con- 
stitute the  earliest  signs  which  suggest  consid- 
eration of  photocoagulation  as  a means  of 
therapy. 


Fig.  4 An  example  of  extensive  surface  neovascularization 
suitable  for  photocoagulation. 


Essentially,  similar  therapeutic  results  have 
been  reported  from  other  medical  centers.^-  ® 
Unfortunately,  the  majority  of  these  surveys, 
including  Cornell’s,  relied  heavily  on  clinical 
interpretation  as  to  stability  or  progression. 
Only  Okun’s  series  of  50  patients  attempted 
to  utilize  a specific  classification  and  a con- 
trol group  to  obtain  significant  clinical  data. 
He  found  less  progression  of  proliferative 
diabetic  retinopathy  in  80  per  cent  of  the 
treated  group  as  compared  to  58  per  cent  in 
the  control  group.’  Using  the  “O’Hare”  Clas- 
sification, a retrospectic  analysis  of  all  cases 
(Continued  on  Page  760) 
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Neuroblastoma,  a Study  of  Presenting 
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AND  Loretta  T.  Davis,  M.D. 


Louisville, 

Childhood  neuroblastoma  can  simulate 
many  different  diseases,  and  presents  in 
a surprising  variety  of  ways.  The  signs 
and  symptoms  causing  54  children  to 
seek  medical  help  are  analyzed. 

Neuroblastoma  is  one  of  the  most  com- 
mon malignancies  of  childhood.  Most 
recent  reviews  of  this  disease  stress  its 
treatment,  prognosis  and  complications^'^ 

In  reviewing  the  patients  with  neuroblastoma 
at  the  Children’s  Hospital,  the  variety  of 
presenting  symptoms  was  surprising.  The 
causes  for  which  the  patient  first  sought  medi- 
cal advice  were  protean  in  nature.  The  first 
diagnosis  proposed  was  frequently  far  re- 
moved from  the  ultimate  diagnosis  of  neuro- 
blastoma. 

The  remarkable  variability  of  the  presenta- 
tion of  leukemia  in  childhood  is  well  known, 
but  similar  diversity  in  the  presenting  com- 
plaints of  neuroblastoma  has  not  been  em- 
phasized. 

Material:  Fifty-four  patients’  records 

with  proven  disease  were  available  for  analy- 
sis during  the  past  19  years.  The  first  pre- 
senting complaint  which  caused  the  patient 
to  seek  medical  attention  is  listed.  Most  pa- 
tients first  sought  medical  attention  from  their 
private  physicians,  though  a few  first  appeared 
at  one  of  the  clinics  in  Children’s  Hospital.  Pa- 
tients from  this  area  were  first  hospitalized 
here,  but  others  were  frequently  hospitalized 
elsewhere  before  transfer  to  this  hospital  for 
diagnosis  and  definitive  therapy. 

Findings:  In  17  patients  there  was  no  re- 
lated complaint,  a mass  being  palpated  on 


fFrom  the  combined  Pediatric  Hematology-Oncology 
Clinic,  The  Children’s  Hospital,  Louisville,  Ken- 
tucky and  the  Departments  of  Radiology , Pathology , 
and  Surgery,  the  University  of  Louisville  Medical 
School,  Louisville,  Kentucky 


Kentucky 

routine  examination  by  the  attending  physi- 
cian. The  reason  for  medical  advice  at  this 
time  was  either  a routine  physical  examina- 
tion or  a complaint  completely  unassociated 
with  the  mass.  In  two  cases  masses  were  pal- 
pated by  the  patient’s  parents. 

In  11  patients  the  presenting  complaint 
was  pain  specifically  referable  to  the  bones 
or  joints.  In  several  patients  in  whom  the  x- 
rays  were  normal  at  this  time,  the  diagnosis 
was  thought  to  be  one  of  the  rheumatic  dis- 
eases. 

Eight  patients  had  gastrointestinal  symp- 
toms. Diarrhea,  probably  related  to  the  cate- 
cholamine break-down  products,^  was  present 
in  three  of  these  patients.  Jaundice  was  the 
presenting  complaint  in  one  other  patient 
in  this  group. 

Five  patients  presented  with  eye  signs  or 
symptoms.  Four  of  these  had  the  well  recog- 
nized bilateral  proptosis  with  black  eyes.  One 
patient  presented  with  Horner’s  syndrome. 

Three  patients  first  appeared  with  signs  and 
symptoms  of  spinal  cord  tumor. 
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One  patient  was  referred  because  of  respira- 
tory difficulty  thought  to  be  a chronic 
empyema. 

Three  patients  presented  with  skin  or  lymph 
node  manifestations. 

Two  children  appeared  with  “acute  surgi- 
cal emergencies.”  One  was  thought  to  have 
had  an  acute  intussusception,  and  the  other 
was  explored  for  acute  appendicitis  (Fig.l). 

Comment^-.  The  marked  variability  of  pre- 
senting symptoms  relates  to  the  fact  that  neu- 
roblastoma metastasizes  to  so  many  widely 
separated  systems  of  the  body.  The  chemical 
activity  of  the  tumor  also  can  initiate  symp- 
toms. 

At  the  present  time  at  the  Children’s  Hos- 
pital, in  any  child  suspected  of  having  neuro- 
blastoma, the  following  diagnostic  procedures 
are  obtained;  1.)  radiological  bone  survey, 
2.)  excretory  urogram,  3.)  chest  x-ray,  4.) 
bone  marrow  smear,  5.)  urinary  catechola- 
mine assay,  and  6.)  when  appropriate,  a 
liver  scan  and/or  a selective  arteriogram. 

Children  with  single  suspicious  bone  lesions 
should  always  be  examined  for  additional 
lesions,  and  this  lesion  should  never  be  biop- 
sied  unless  metastatic  bone  disease  can  be 
reasonably  excluded.  The  diagnosis  can  be 
more  simply  and  safely  established  by  other 
means. 

All  children  with  an  undetermined  mass 
should  have  an  urinary  catecholamine  exam- 
ination. All  patients  with  lesions  involving  the 
spinal  cord  should  be  examined  for  neuro- 
blastoma before  the  cord  lesion  can  be  con- 
sidered primary  and  biopsied. 

Typical  Cases 

T.  B.,  19  months.  She  had  been  limping  for 
several  days  and  an  x-ray  of  the  extremity 
at  this  time  was  normal.  The  limping  persisted 
and  on  further  x-ray  examination  there  was 
a lesion  in  the  proximal  tibia.  This  was 
biopsied  without  further  investigation  and 
proved  to  be  metastatic  neuroblastoma.  An 
excretory  urogram  made  following  surgery 
showed  an  abdominal  mass  and  the  urinary 
catecholamines  were  elevated.  Unfortunately, 
the  patient  fractured  completely  through  the 
biopsy  site.  Pain  in  this  area  was  so  great 
that  casting  was  required  until  she  died  several 


months  later.  Other  metastatic  sites  were  pres- 
ent on  a bone  survey  obtained  immediately 
following  the  open  biopsy. 

T.  A.,  2 months.  This  patient  had  a flaccid 
paralysis  of  the  legs  and  at  myelography 
there  was  a block  in  the  spinal  subarachnoid 
space  in  the  thoracic  area.  The  diagnosis  was 
established  following  laminectomy  and  biopsy. 
Following  surgery,  an  excretory  urogram  out- 
lined a retroperitoneal  extension  of  the  tumor 
and  the  urinary  catecholomines  were  elevated. 
The  exploration  of  the  spinal  canal  might 
have  been  unnecessary  if  the  diagnosis  had 
been  established  by  other  means. 

S.H.,  7 months.  This  child  had  been  born 
with  a diaphragmatic  hernia  which  had  been 
repaired,  but  had  recurred.  Three  surgical 
procedures  on  the  chest  and  abdomen  were 
required  in  all  for  correction  of  the  hernia. 
A mass  was  palpated  in  the  abdomen  during 
the  third  exploration.  A gastrointestinal  exam- 
ination following  this  outlined  a well-circum- 
scribed mass  in  the  duodenal  loop  which  was 
thought  to  be  a pancreatic  cyst.  Because  of  the 
multiple  procedures  and  the  patient’s  condi- 
tion, no  further  investigation  was  done,  though 
a routine  urinary  catecholamine  test  was  re- 
quested. Surprisingly,  this  was  strongly  posi- 
tive and  the  neuroblastoma  arising  posteriorly 
and  intruding  in  the  duodenal  loop  was  suc- 
cessfully excised. 

K.  H.  This  five  year-old  female  was  ad- 
mitted for  neurological  investigation  because 
a “bruit”  was  thought  to  be  present  in  her 
neck.  On  examination,  her  eyes  were  bulging 
slightly  and  there  was  some  slight  peri-orbital 
echymosis.  There  were  abnormal  cells  on  the 
bone  marrow  smear;  there  were  multiple 
areas  of  bone  metastases  and  a primary  ad- 
renal mass  was  outlined  on  excretory  urogram. 
The  urinary  catecholamines  were  positive. 

Summary 

The  presenting  signs  and  symptoms  in  54 
patients  with  childhood  neuroblastoma  have 
been  analyzed. 

Practically  all  organ  systems  are  repre- 
sented, either  due  to  a primary  tumor  mass, 
metastases  or  the  biochemical  activity  of  the 
tumor. 

(Continued  on  Page  760) 
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In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
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* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
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A distinctive  combination  containing  1 mg  of  ethynodiol  diacetate, 

Searlds  unique  progestin  with  an  unmatched  record  of 

acceptance  in  ora/  contraception,  and  50  meg.  of  ethinyl  estradiol  " 

WThe  same  low  incidence  of  breakthrough  bleeding  and  of  other  side  effects  you  have 
come  to  appreciate  with  ethynodiol  diacetate  and  mestranol  plus 
\^1  the  convenient  dosage  schedule  and  packaging  features  you  expect  from  Searle. 

' ' The  choice  is  yours! 


in  oral  contraception  ^ 

^emlvlerjiy 

Each  tablet  contains  I mg  etbynodiol  diacetate  1 50  meg.  ethinyl  estradiol 


>4c^ions— Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output 
of  gonadotropins  from  the  pituitary  gland.  Demulen  depresses  the  out- 
put of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH) . 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  prod- 
uct. The  effectiveness  of  the  sequential  products  appears  to  be  some- 
what lower  than  that  of  the  combination  products.  Both  types  provide 
almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use 
of  hormonal  contraceptives  has  now  been  shown  in  studies  conducted 
in  both  Great  Britain  and  the  United  States.  Other  risks,  such  as  those 
of  elevated  blood  pressure,  liver  disease  and  reduced  tolerance  to  car- 
bohydrates, have  not  been  quantitated  with  precision.  Long-term  ad- 
ministration of  both  natural  and  synthetic  estro- 
gens in  subprimate  animal  species  in  multiples 
of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas.  These  data  cannot  be 
transposed  directly  to  man.  The  possible  car- 
cinogenicity due  to  the  estrogens  can  be  neither 
affirmed  nor  refuted  at  this  time.  Close  clinical 
surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication — Demulen  is  indicated  for  oral  con- 
traception. 

Contraindications — Patients  with  thrombophle- 
bitis, thromboembolic  disorders,  cerebral  apo- 
plexy or  a past  history  of  these  conditions,  mark- 
edly impaired  liver  function,  known  or  suspected 
carcinoma  of  the  breast,  known  or  suspected 
estrogen-dependent  neoplasia  and  undiagnosed 
abnormal  genital  bleeding. 

Warnings — The  physician  should  be  alert  to 
the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  dis- 
orders, pulmonary  embolism  and  retinal  throm- 
bosis). Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mor- 
tality in  Great  Britain  and  studies  of  morbidity 
in  the  United  States  have  shown  a statistically 
significant  association  between  thrombophlebitis, 
pulmonary  embolism,  and  cerebral  thrombosis 
and  embolism  and  the  use  of  oral  contraceptives. There  have  been  three 
principal  studies  in  Britain'’^  leading  to  this  conclusion,  and  one^  in 
this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
the  study  by  Vessey  and  Doll‘1  was  about  sevenfold,  while  Sartwell  and 
associates^  in  the  United  States  found  a relative  risk  of  4.4,  meaning 
that  the  users  are  several  times  as  likely  to  undergo  thromboembolic 
disease  without  evident  cause  as  nonusers.  The  American  study  also 
indicated  that  the  risk  did  not  persist  after  discontinuation  of  adminis- 
tration, and  that  it  was  not  enhanced  by  long-continued  administration. 
The  American  study  was  not  designed  to  evaluate  a difference  between 
products.  However,  the  study  suggested  that  there  might  be  an  in- 
creased risk  of  thromboembolic  disease  in  users  of  sequential  products. 
This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this 
finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  par- 
tial or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal  vas- 
cular lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated, 
it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the  prescribed 
schedule  the  possibility  of  pregnancy  should  be  considered  at  the  time 
of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions — The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear,  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subprimate 
animals.  Endocrine  and  possibly  liver  function  tests  may  be  affected 
by  treatment  with  Demulen.  Therefore,  if  such  tests  are  abnormal  in 
a patient  .taking  Demulen,  it  is  recommended  that  they  be  repeated 


after  the  drug  has  been  withdrawn  for  two  months.  Under  the  influ- 
ence of  progestogen-estrogen  preparations  preexisting  uterine  fibromy- 
omas  may  increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all  cases 
of  irregular  bleeding  per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  undiagnosed  bleeding  per  vaginam  adequate  diag- 
nostic measures  are  indicated.  Patients  with  a history  of  psychic  de- 
pression should  be  carefully  observed  and  the  drug  discontinued  if  the 
depression  recurs  to  a serious  degree.  Any  possible  influence  of  pro- 
longed Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contra- 
ceptives. The  mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Demulen 
therapy.  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with 
Demulen  may  mask  the  onset  of  the  climacteric. 
The  pathologist  should  be  advised  of  Demulen 
therapy  when  relevant  specimens  are  submitted. 
Susceptible  women  may  experience  an  increase 
in  blood  pressure  following  administration  of 
contraceptive  steroids. 

Adverse  reactions  observed  in  pafienfs  receiv- 
ing oral  contraceptives — A statistically  significant 
association  has  been  demonstrated  between  use 
• ..  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary 
embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of 
an  association,  such  a relationship  has  been 
neither  confirmed  nor  refuted  for  the  following 
serious  adverse  reactions;  neuro-ocular  lesions, 
e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to 
occur  in  patients  receiving  oral  contraceptives: 
nausea,  vomiting,  gastrointestinal  symptoms 
(such  as  abdominal  cramps  and  bloating),  break- 
through bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment, 
edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement  and  secretion),  change  in  weight  (increase  or 
decrease),  changes  in  cervical  erosion  and  cervical  secretions,  suppres- 
sion of  lactation  when  given  immediately  post  partum,  cholestatic  jaun- 
dice, migraine,  ra&h  (allergic),  rise  in  blood  pressure  in  susceptible 
individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  confirmed 
nor  refuted:  anovulation  post  treatment,  premenstrual-like  syndrome, 
changes  in  libido,  changes  in  appetite,  cystitis-like  syndrome,  head- 
ache, nervousness,  dizziness,  fatigue,  backache,  hirsutism,  loss  of 
scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives : hepatic  function : increased  sulfobromophthalein  re- 
tention and  other  tests;  coagulation  tests:  increase  in  prothrombin. 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBl  and 
butanol  extractable  protein  bound  iodine,  and  decrease  in  T3  uptake 
values;  metyrapone  test  and  pregnanediol  determination. 
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traceptives: An  Epidemiologic  Case-Control  Study,  Amer.  J.  Epidem. 
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A Discussion  of  Reasonable  Medical  Probabilify  in  Kenfucky^j* * 


Joe  C.  Savage* 


For  several  months  following  an  automobile  ac- 
cident, your  client  complains  of  headaches, 
dizziness,  vertigo,  some  nausea  and  occasional 
difficulty  in  properly  focusing  his  eyes.  He  tells  you 
that  although  the  collision  resulted  in  only  minor 
property  damage  to  the  vehicles  involved,  his  head 
struck  the  windshield,  and  that  this  was  the  cause  of 
his  symptoms.  He  has  not  seen  a physician.  How  are 
you  going  to  prove  that  the  blow  to  your  client’s  head 
is  the  direct  and  proximate  cause  of  his  complaints? 
Do  you  need  medical  testimony?  If  so,  how  sure  of 
his  opinion  must  your  medical  witness  be  (1)  before 
he  is  allowed  to  give  it  and  (2)  before  you  have  met 
your  burden  of  proof  on  this  issue  of  causation? 

You  are  defending  against  a plaintiff  who  alleges  to 
have  suffered  a ruptured  intervetebral  disk  in  the 
cervical  area  at  the  C-6,  C-7  interspace,  causing  severe 
neck  pain  and  radiating  left  arm  pain,  as  a result  of 
being  rear-ended  by  your  client’s  insured.  You  know 
the  plaintiff  is  forty-five  years  old  and  suspect  that 
this  neck  and  arm  pain  was  caused  not  by  the  accident 
but  by  degenerative  arthritis,  which  is  common  to 
persons  of  this  age  and  which  can  easily  produce 
these  same  symptoms.  What  kind  of  evidence  must 
plaintiff’s  counsel  offer  to  establish  a direct  casual 
relationship  between  the  accident  and  the  ruptured 
disc? 

As  attorney  for  the  widow  and  four  children  of  a 
forty-two  year  old  carpenter  who  suffered  a fatal 
heart  attack  at  work,  you  would  like  to  obtain  maxi- 
mum death  benefits  under  workmen’s  compensation. 
How  do  you  prove  that  the  heart  attack  was  work 
connected? 

A woman  claims  to  have  swallowed  pieces  of  glass 
while  drinking  a coke,  and  now  complains  of  all 
types  of  bizarre  symptoms.  How  do  you  prepare  to 
defend  such  a claim? 

A twenty-three  year  old  boy  is  knocked  from  his 
motorcycle,  suffering  minor  fractures  and  the  usual 
bumps  and  bruises.  Three  months  later,  diabetes  melli- 
tus  is  diagnosed.  Can  you  prove  a causal  relationship? 
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Turning  for  a moment  from  the  problem  of 
causation,  what  about  the  problem  of  future  dam- 
ages? Suppose,  at  trial,  you  prove  that  your  client,  a 
twenty  year  old  boy,  suffered  a closed  head  injury. 
Your  neurosurgeon  is  prepared  to  testify  that  statis- 
tics show  that  this  boy  has  a five  per  cent  chance 
of  suffering  from  epilepsy  at  some  time  in  the 
future.  Can  you  get  such  testimony  in?  Assuming 
that  this  is  all  the  testimony  on  future  medical  prob- 
lems, can  you  get  an  instruction  on  future  pain 
and  suffering  and  loss  of  earning  capacity? 

Suppose  your  client,  at  the  time  of  trial,  con- 
tinues to  suffer  low  back  pain,  and  his  treating 
doctor  is  prepared  to  testify  that  such  pain  will 
likely  continue,  and  that  the  best  way  to  relieve  it 
would  be  to  perform  disc  surgery  and  fuse  the 
vertebrae.  Is  such  testimony  too  speculative?  Can 
you  get  instructions  on  medical  and  doctor  bills, 
future  pain  and  suffering,  and  loss  of  earning 
capacity? 

A doctor  testifies  that  he  cannot  be  absolutely 
sure  of  anything  in  medicine,  but  that  its  “possible” 
that  plaintiff  will  never  be  able  to  go  back  to  work. 
Too  speculative? 

How  can  the  attorney  chart  his  way  through  such 
a rough  and  uncertain  wilderness?  What  are  the 
rules? 

What  After  All,  Must  The  Plaintiff  Prove? 

In  any  personal  injury  negligence  action,  the 
plaintiff,  to  win,  must  establish  by  the  preponder- 
ance of  the  evidence: 

1.  A duty  on  the  part  of  the  defendant, 

2.  A breach  of  that  duty, 

3.  A direct  and  proximate  causal  relationship  be- 
tween breach  and  injury  suffered,  and 

4.  Injury  or  damage. 

Concerning  duty,  the  plaintiff  must  produce  evi- 
dence which  will  establish  a duty  on  the  part  of 
the  defendant  to  act  as  the  reasonably  prudent  per- 
son in  same  or  similar  circumstances.  Concerning 
breach,  the  plaintiff  must  produce  evidence  which 
will  establish  that  the  defendant  did  not  conform 
to  this  reasonable  man  standard.  For  the  purposes 
of  this  paper,  we  may  assume  that  both  duty  and 
breach  have  been  established. 

Concerning  causation,  the  plaintiff  must  produce 
evidence  which  will  establish  that  the  injuries  for 
which  the  plaintiff  asks  to  be  compensated  were 
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caused,  directly  and  proximately,  by  the  defendant’s 
breach  of  duty.  What  type  of  evidence  must  this 
be,  and  how  persuasive  must  it  be  to  warrant  an 
instruction  on  defendant’s  basic  liability? 

Concerning  injury  or  damage,  the  plaintiff,  at  the 
time  of  trial,  must  produce  evidence  which  will  es- 
tablish any  one  or  more  of  six  possible  elements  of 
damage; 

1.  Past  medical  expenses,^ 

2.  Past  earnings  lost, 2 

3.  Past  pain  and  suffering,^ 

4.  Future  medical  expenses,* 

5.  Future  loss  of  earning  capacity,  and^ 

6.  Future  pain  and  suffering.® 

Presenting  evidence  to  prove  the  first  three  should 
cause  little  difficulty.  But  what  type  of  evidence  must 
be  presented  and  how  persuasive  must  it  be  to  war- 
rant an  instruction  on  the  latter  three? 

Turning  for  a moment  from  a personal  injury 
negligence  action,  what  must  a plaintiff  establish 
to  justify  an  award  in  workmen’s  compensation? 
He  must  prove: 

1.  The  employer  and  employee  were  under  the 
act, 

2.  Injury,  and 

3.  The  injury  arose  out  of  and  in  the  course  of 
his  employment. 

As  in  a personal  injury  case,  then,  a workmen’s 
compensation  plaintiff  must  establish  causation  by 
showing  that  his  injury  was  work  connected.  He 
also  must  present  evidence  on  future  injury  if  he  is 
to  obtain  an  award  for  permanent  disability. 

Through  this  article,  then,  we  are  talking  about 
two  distinct  problems: 

(1)  Proof  of  causation  from  the  breach  of  duty 

(personal  injury  case)  or  the  work  duties 
(compensation  case)  to  the  injury,  and 

(2)  The  injury  now  having  been  established,  proof 
of  its  future  consequence  and  duration. 

The  Medical  Expert 

As  will  be  discussed  later,  the  proof  of  causation 
and  the  proof  of  future  injury  usually  involve  testi- 
mony offered  in  court,  or  in  a deposition,  by  a 
medical  doctor.  Too  often  this  testimony  is  vague, 
uncertain  and  confusing. 

One  doctor  says  this  or  that  “could”  happen. 
Another  says  it  “would.”  Another  says  “maybe,”  or 
“possible.”  Still  a third  says  it’s  “likely.” 

“I  would  expect  to  see”  such  a result.  “I  can’t 
be  sure,  but  this  can  happen.”  “This  may  happen, 
if  . . . .”  “These  symptoms  are  consistent  with”  a 
particular  type  of  trauma. 

One  doctor’s  “could”  is  another’s  “would.”  Two 
doctors  have  the  same  opinion,  yet  one  expresses  it 
in  terms  of  “possibility,”  the  other  “probability.” 

What  is  the  nature  of  medical  testimony  that  it 
should  be  so  difficult  to  express?  Must  we  forever 
be  wary  of  this  quagmire  of  semantics? 

We  have  all  heard  it  said  that  “medicine  is  not 
an  exact  science.”  Some  assert  that  it  is  not  a 
science  at  all,  but  only  an  art.  What  label  is  used 
is  unimportant;  the  understanding  and  appreciation 


the  lawyer  has  of  the  basic  nature  of  medical  knowl- 
edge is  all  important. 

The  touchstone  of  medical  knowledge  is  the 
opinion  of  the  doctor.  Everything  else  is  subservient. 
Medical  history,  physical  examinations.  X-rays,  lab- 
oratory procedures,  special  diagnostic  tests — all  are 
merely  steps  taken  along  the  way  by  the  doctor  so 
that  he  can  finally  reach  a medical  opinion." 

Of  course,  opinions  are  not  absolute  facts.  This 
means  that  no  doctor  can  testify  with  absolute  cer- 
tainty, and  that  there  are  few,  if  any,  areas  of 
medicine  free  of  conflicting  opinions.  The  human 
body  being  the  complex  mechanism  that  it  is,  medical 
knowledge  is  and  will  probably  continue  to  be 
unsettled.  Lawyers  will  forever  be  exposed  to  the 
“educated  medical  guess.” 

So  when  a doctor  testifies,  all  he  can  bring  to 
court  is  what  he  has — his  opinion.  The  attorney 
should  not  demand  more  from  his  medical  witness 
than  he  can  give.  Neither  should  the  court. 

Causation — “Etiology” 

What  evidence  must  the  plaintiff  introduce  to 
sustain  his  burden  of  proof  on  the  issue  of  whether 
the  defendant’s  breach  of  duty  was  the  direct  and 
proximate  cause  of  plaintiff’s  injury?  Or,  if  in  work- 
men’s compensation,  whether  the  injury  was  work 
connected? 

The  study  of  the  causes  of  injury  or  disease  in 
medicine  is  known  as  “etiology.”  What  the  attorney 
is  really  trying  to  prove,  then,  is  the  etiology  of  his 
client’s  injury.  Thus,  in  the  hypothetical  fact  situa- 
tions posed  at  the  beginning,  did  the  trauma  suf- 
fered by  the  plaintiff  in  an  automobile  accident 
cause  headaches,  nausea  and  dizziness?  Did  the  stress 
of  work  cause  a heart  attack?  Can  trauma  cause 
diabetes? 

Etiology  of  injury  is  a medical  issue,  and  usually 
must  be  proven  by  a medical  witness.  This  is  true 
because  only  a physician  has  the  knowledge  and 
expertise  to  make  inferences  and  draw  conclusions, 
hence  give  an  opinion,  from  medical  facts. 

But,  you  say,  it  takes  no  medical  genius  to  know 
that  the  plaintiff’s  lascerations  of  the  face  were 
caused  by  his  going  through  the  windshield.  And,  of 
course,  you  are  correct.  Where  the  cause  of  injury 
is  obvious  to  the  layman,  medical  testimony  on 
causation  is  not  required. 

The  Court  of  Appeals  has  long  recognized  these 
doctrines.  The  most  recent  example  is  Tatham  v. 
Palmerfi  In  that  case,  the  plaintiff,  an  eighteen  year 
old  boy,  suffered  headaches  after  striking  his  head 
against  the  windshield.  Without  medical  testimony, 
the  Court  held  that  the  plaintiff’s  burden  of  proof  on 
causation  had  been  met.®  The  Court  pointed  out 
that  circumstantial  evidence  may  be  sufficient  in 
some  cases  to  prove  causation.  “[I]t  is  within  the 
realm  of  common  knowledge  that  a severe  blow  to 
the  head  will  cause  headaches  . . . .”i®  The  test  is, 
then,  what  is  within  the  realm  of  common  knowl- 
edge. 

But  what  is  within  such  realm  has  been  more 
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obvious  to  the  Court  than  it  has  to  me  on  several 
occasions.  The  Court  once  held,  for  example,  in 
Cumberland  Railroad  Company  v.  Baird, that  a 
woman’s  testimony  that  she  suffered  a miscarriage 
after  falling  off  a horse  when  it  stumbled  at  a 
defective  railroad  crossing  was  sufficient,  without 
medical  testimony,  to  establish  causation.  At  least 
two  obstetrics  and  gynecology  specialists  have  told 
me  that  it  is  extremely  unlikely  that  such  trauma 
would  produce  such  a result. 

Of  course,  taking  a plaintiff’s  case  to  court  with- 
out medical  testimony  would  be  foolish,  and,  as  a 
practical  matter,  seldom  occurs.  The  real  question, 
then,  is  not  whether  medical  testimony  is  needed, 
but  rather,  whether  the  medical  testimony  given  is 
sufficient  to  prove  causation?  Or,  to  state  it  from  a 
different  frame  of  reference,  how  certain  must  the 
doctor  be  of  his  opinion  in  order  for  the  plaintiff 
to  establish  causation? 

There  is  one  old  Kentucky  case  which  infers  that 
the  doctor  need  only  testify  that  the  injury  “could” 
have  been  caused  by  the  trauma.  In  Louisville  and 
Nashville  Railroad  Company  Braymer,^^  the 
issue  was  whether  Braymer’s  abdominal  tumor  was 
caused  by  his  striking  his  stomach  on  the  seat  in 
front  when  the  train  lurched  unexpectedly.  Plain- 
tiff’s medical  testimony  was,  “It  could  have.”  The 
Court  held  this  was  sufficient  medical  proof. 

Plaintiff’s  counsel  can  take  little  comfort  from 
this  antique,  however.  Kentucky  law  for  many  years 
thereafter  ignored  this  decision  and  held  that  the 
doctor  must  testify  on  causation  with  “reasonable 
probability.”  As  with  other  concepts  of  negligence, 
such  as  duty  and  breach,  causation  must  be  proven 
by  the  preponderance  of  evidence.  It  must,  then, 
be  probable. 

Southern  Mining  Company  v.  Cornelius,^^  for  ex- 
ample, held  that  plaintiff’s  medical  testimony,  to  the 
effect  that  the  plaintiff’s  hearing  loss  “could”  have 
been  caused  by  defendant’s  explosion,  was  too  spec- 
ulative and  would  not  meet  plaintiffs  burden  on 
causation. 

Jarboe  v.  Harting^^  presents  a classic  discussion  of 
causation.  In  Jarboe,  a malpractice  case,  plaintiff’s 
medical  testimony  that  the  operation  “could”  have 
caused  her  miscarriage  was  held  not  sufficient.  It  is 
interesting  to  further  note  that  the  court  also  held 
in  Jarboe  that  causation  could  not  be  established 
without  medical  evidence  because  the  cause  of  this 
miscarriage  was  not  “so  apparent  that  laymen  with 
a general  knowledge  would  have  no  difficulty  in 
recognizing  it.”i<>  Evidently,  the  miscarriage  in  Jar- 
boe wasn’t  as  obvious  as  the  miscarriage  in  Baird. 

Bartley  v.  Childers^'^  is  the  last  case  I can  find 
on  this  issue.  A wrongful  death  case,  Bartley  holds 
that  medical  testimony  that  death  “most  likely” 
was  caused  by  asphyxiation  by  drowning  satisfies 
the  probability  rule.  The  Court  suggested  that  all 
that  is  required  is  that  the  testimony  be  strong 
enough  to  warrant  “an  inference  of  causation,”  as 
opposed  to  speculation,  surmise  or  guesswork.  After 
noting  that  the  line  between  what  is  speculative  proof 
and  what  is  circumstantial  or  inferential  proof  is 
sometimes  dim  and  uncertain,  the  Court  quoted  from 
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Highway  Transport  Company  v.  Daniel  Baker  Com- 
pa/zyis  that  the  plaintiff’s  burden  is  to  “ ‘introduce 
sufficient  proof  to  tilt  the  balance  from  possibility 
to  probability.’  ”1^ 

Workmen’s  compensation  law  has  had  the  prob- 
ability rule  on  causation  for  some  time.  The  doctor 
testifying  that  the  trauma  at  work  “would”  or  “prob- 
ably” cause  the  injury  satisfied  this  rule.  “Could”  or 
“possibly,”  however,  did  not. 

The  heart  attack  cases  in  workmen’s  compensation 
have  been  particularly  troublesome.  With  almost  the 
same  set  of  facts,  cases  have  gone  both  for  and 
against  the  plaintiff,  depending  upon  the  language  of 
the  testifying  doctors.  Thus  in  Terry  v.  Associated 
Stone  Company, and  in  Grimes  v.  Goodlett  and 
Adams, the  doctors  testified  that  the  stress  at  work 
precipitated  the  attack,  or  that  the  causation  was 
reasonably  probable,  so  the  plaintiffs  won.  In  Du- 
priest  V.  Tecon  Corporation^^  and  Kelly  Contracting 
Company  v.  Robinson,^^  the  medical  testimony  on 
causation  was  only  that  such  an  attack  was  “pos- 
sibly” a result  of  stress  at  work,  so  the  plaintiffs  lost. 

Perhaps  the  highwater  mark  in  the  probability 
rule  in  causation  cases  came  with  Inland  Steel  Com- 
pany V.  Johnson,'^*  a 1969  case.  Also  a workmen’s 
compensation  heart  attack  case,  dictum  suggests  that 
even  if  the  doctor  uses  the  word  “possible,”  his 
testimony  should  not,  therefore,  be  discounted,  but 
should  be  examined  carefully  from  start  to  finish, 
within  the  total  context  of  his  testimony,  to  deter- 
mine whether  he  really  meant  “probable.”  The 
Court  cited  McNiece,  Heart  Disease  and  the  Law 
(Prentice-Hall,  Inc.  1961)  at  page  136, 

Physicians  differ  in  the  degree  of  caution  or 
lack  of  caution  with  which  they  phrase  their 
opinions,  and  one  man’s  ‘possibility’  may  be 
equivalent  to  another’s  ‘probability.’  It  is  sub- 
mitted that,  except  where  the  use  of  the  term 
‘possibility,’  or  other  words  of  similar  import,  is 
indicative  of  an  over-all  viewpoint,  the  mere 
employment  of  such  language  should  not  be, 
as  it  is  in  some  states,  a basis  for  disregarding 
the  particular  physician’s  testimony.  Substance 
should  prevail  over  form,  and  the  experts’ 
testimony  should  be  examined  in  its  total  mean- 
ing, rather  than  word  by  word. 25 

So  “probability”  is  the  test.  Even  “possibility”  will 
not  be  held  insufficient  on  its  face,  but  will  be  ex- 
amined to  see  if  “probable”  was  really  intended. 

But  there  are  still  too  many  questions  unanswered. 
What  is  probability?  It  has  never  been  defined.  Is 
it  a chance?  A better  than  even  chance?  More  likely 
than  not?  51-49?  75-25? 

I submit  that  probability  in  the  area  of  causation 
should  mean  “more  likely  than  not.”  After  all,  the 
plaintiff’s  burden  is  only  to  establish  his  case  by  the 
preponderance  of  the  evidence.  Testimony  that  it  is 
more  likely  than  not  that  a particular  breach  of 
duty  caused  this  injury  would  be  a preponderance. 

Future  Damages — “Prognosis" 

Euture  damages,  that  is,  future  medical  expenses, 
loss  of  earning  capacity  and  future  pain  and  suf- 
fering involve  a prediction  of  the  future  medical 
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course  of  the  patient.  This,  in  medical  jargon,  is 
“prognosis.”  What  evidence  must  the  plaintiff  intro- 
duce to  sustain  his  burden  of  proof  if  he  is  to  get 
an  instruction  authorizing  recovery  for  these  future 
damages? 

As  with  causation,  prognosis  is  a medical  issue 
and  usually  must  be  proven  by  a medical  witness. 
Also,  as  in  causation,  however,  where  it  is  within 
the  realm  of  common  knowledge  that  a person  will 
continue  to  incur  these  future  damages,  medical 
testimony  is  not  required. 

Thus,  concerning  future  pain  and  suffering,  where 
it  is  fairly  obvious  that  a person  will  continue  to 
suffer  pain  after  the  trial,  medical  testimony  on 
future  pain  and  suffering  is  not  required. 26  Whether 
medical  testimony  is  necessary  depends  to  a large 
extent  on  the  nature  of  the  injury  involved. 

Concerning  future  loss  of  earning  capacity,  the 
same  rule  applies.  In  Smith  i’.  Harnm,^'^  the  Court 
held  that  testimony  of  the  loss  of  an  important  organ 
(spleen)  was  sufficient  to  warrant  a finding  of 
permanent  injury  and  an  award  for  damages,  there- 
fore without  medical  testimony. 

Concerning  future  medical  expense,  I could  find 
no  cases,  but  would  think  that  the  same  rule  applies. 

Again,  as  in  the  area  of  causation,  to  take  to 
trial  a personal  injury  case  without  medical  testimony 
on  future  damages  would  be  foolish.  So  the  practical 
question,  again,  is  not  whether  medical  testimony  is 
necessary,  but  rather,  whether  the  medical  testimony 
is  sufficient  to  prove  these  damages. 

Rogers  v.  Sullivan^^  changed  prior  case  law  in 
this  area  of  prognosis.  The  Court  had  previously 
held  in  Ingram  v.  Galliher,^^ 

It  is  an  established  rule  that  to  warrant  recov- 
ery for  permanent  injuries,  the  future  effect  of 
the  injuries  sustained  must  be  shown  with 
reasonable  certainty.  The  evidence  must  be 
positive  and  satisfactory,  although  it  need  not 
conclusively  show  the  condition  to  be  permanent. 
So,  a mere  conjecture  or  even  probability  of 
lasting  disability  does  not  warrant  recovery  for 
permanent  impairment  of  earning  power. 20 

As  late  as  1966,  the  Court  in  Townsend  v. 
Stamper^^  held  similarly  as  in  Ingram. 

Rogers  overrules  such  nonsense.  As  Judge  Palmore 
points  out22  in  that  opinion,  all  we  are  talking  about 
is  damages  and  in  order  to  obtain  an  instruction 
authorizing  recovery  for  damages,  the  fact  of  dam- 
ages must  be  taken  out  of  the  area  of  speculation. 
This  is  the  rule  generally  applicable  to  proof  of 
compensatory  damages;  it  is  not  peculiar  to  personal 
injury  cases.  Where  damages  are  too  specualtive,  they 
should  not  be  allowed.  Judge  Palmore  then  relates 
probability  to  speculation,  holding  that  testimony 
of  “probable”  future  damages  removes  the  faft  of 
damage  from  the  area  of  speculation  and  warrants 
an  instruction. 

Rogers  has  been  followed  once,  in  Jones  v. 
Skiles.^^  The  case  will  probably  be  cited  for  a long 
time.  But  Rogers  is  important  from  still  another 
viewpoint.  Possibility,  probability  and  certainty  have 


long  confused  lawyers  in  the  phrasing  of  their  ques- 
tions to  the  medical  witness.  To  remove  such  se- 
mantic stumbling  blocks.  Judge  Palmore  wrote. 

It  seems  to  us  that  it  would  be  proper  simply 
to  ask  the  witness  for  his  opinion  as  to  the 
prospects  of  recovery,  and  let  him  explain  as 
he  wishes,  [citations  omitted]  The  thing  that 
counts  is  what  he  says;  the  question  need  only 
open  the  subject. 

This  is  important,  then,  because  the  doctor  can 
testify  as  to  prognosis  any  way  he  sees  fit,  even  if 
he  feels  there  is  only  a “possibility”  of  future  dam- 
age. And  the  question  which  opens  up  this  topic 
need  not  contain  the  phrase  “based  on  reasonable 
medical  probability,”  or  anything  else. 

The  rule  seems  to  be,  then,  that  in  order  to  get 
an  instruction  on  future  damages,  probability  of  such 
damage  is  required;  to  get  testimony  from  the  doc- 
tor, the  question  need  not  call  for  an  opinion  based 
on  probability.  All  the  doctor  need  to  do  is  “tell 
it  like  it  is.” 

What  does  “probable”  mean  in  this  area  of  future 
damage?  The  term  has  never  been  defined  in  this 
area  either.  Should  it  mean  the  same  as  in  the  area 
of  causation?  The  Court  in  Rogers  only  intended 
that  future  damages  not  be  speculative.  It  then 
adopted  “probability”  as  the  test  of  speculation,  with- 
out defining  probability. 

If  we  define  probability  as  “more  likely  than 
not,”  as  I suggested  we  do  in  questions  of  causation, 
do  we  automatically  conclude  that  anything  short  of 
this  is  too  speculative?  This  may  sound  good  in 
theory,  but  consider  again  the  hypothetical  posed 
in  the  beginning.  Is  a five  per  cent  certainty  of 
epilepsy  at  some  time  in  the  future  a probable  fu- 
ture injury?  Too  specualtive?  Would  you  require  a 
higher  percentage? 

Neurosurgeons  will  tell  you  that  the  percentage  of 
patients  developing  epilepsy  at  some  later  time  sub- 
stantially increases  with  the  severity  of  the  head 
injury.  With  an  open  head  injury,  for  example,  the 
percentage  climbs  to  fifty  per  cent  or  even  higher. 
Is  a forty-nine  per  cent  or  even  a fifty  per  cent 
certainty  of  epilepsy  a probable  future  injury? 

If  you  were  the  five  per  cent  patient  seeking 
redress  in  court,  wouldn’t  you  want  the  jury  to 
hear  this  evidence?  Wouldn’t  you  want  an  instruc- 
tion on  future  pain  and  suffering  and  on  loss  of 
earning  capacity?  Is  it  fair  to  require  you  to  be  in 
the  fifty-one  per  cent  or  better  range  to  obtain 
relief? 

Prognosis  in  medicine  is  probably  the  least  certain 
of  all  areas.  Will  I need  another  operation?  Will  I 
ever  be  able  to  walk?  Will  I regain  my  sight?  Will  I 
return  to  manual  labor?  All  these  questions  are,  to 
some  extent,  speculative  in  nature.  The  answers  are 
based  upon  past  statistical  experience  applied  to  the 
present  condition  of  the  patient.  Is  it  fair  to  the 
patient  to  adopt  a “more  likely  than  not”  rule  in 
this  area? 

Rogers  already  stands  for  the  proposition  that  the 
doctor  need  only  be  asked  for  a prognosis,  and 
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then  he  can  explain  as  he  wishes.  The  opinion  will, 
therefore,  be  before  the  jury.  Why  not  then  give 
the  jury  instructions  on  future  damage  and  let  them 
calculate  the  plaintiff’s  chances  any  way  they  see  fit? 

Any  Chance  To  Reopen  After  Argument? 

The  fairest  solution  to  this  dilemma  would  be  to 
allow  a plaintiff  to  obtain  a new  trial  on  damages 
should  his  condition  deteriorate.  The  defendant  could 
do  the  same  thing  if  the  plaintiff  got  better.  Of 
course,  this  is  done  in  workmen’s  compensation  quite 
regularly  by  a motion  to  reopen.  Is  there  any  author- 
ity which  would  permit  such  action  in  a civil  case? 

Civil  Rule  60.02  provides; 

On  motion  a court  may  upon  such  terms  as  are 
just,  relieve  a party  or  his  legal  representative 
from  its  final  judgment,  order,  or  proceeding 
upon  the  following  grounds:  (1)  mistake,  in- 
advertance,  surprise  or  excusable  neglect;  (2) 
newly  discovered  evidence  which  by  due  dilig- 
ence could  not  have  been  discovered  in  time 
to  move  for  a new  trial  under  Rule  59.02;  (3) 
perjury  or  falsified  evidence;  (4)  fraud  affecting 
the  proceedings,  other  than  perjury  or  falsified 
evidence;  (5)  the  judgment  is  void,  or  has  been 
satisfied,  released,  or  discharged,  or  a prior 
judgment  upon  which  it  is  based  has  been  re- 
versed or  otherwise  vacated,  or  it  is  no  longer 
equitable  that  the  judgment  should  have  pros- 
pective application;  or  (6)  any  other  reason 
of  an  extraordinary  nature  justifying  relief.  The 
motion  shall  be  made  within  a reasonable  time, 
and  on  grounds  (1),  (2),  and  (3)  not  more 
than  one  year  after  the  judgment,  order,  or 
proceeding  was  entered  or  taken.  A motion  under 
this  Rule  does  not  affect  the  finality  of  a 
judgment  or  suspend  its  operation.''’^ 

If  a plaintiff  develops  epilepsy  twenty  years  after 
a judgment  is  entered,  might  he  be  “relieved”  of  the 
judgment  upon  ground  (6)?  Sounds  pretty  far- 
fetched, doesn’t  it? 

In  Anshutz  v.  Louisville  Railway  Company, the 
defendant  was  held  to  be  relieved  of  a final  judg- 
ment upon  the  grounds  of  newly  discovered  evidence. 
The  plaintiff  and  two  doctors  had  testified  that  be- 
cause of  the  trauma  suffered  by  the  plaintiff,  both 
fallopian  tubes  and  the  left  and  most  of  the  right 
ovaries  were  removed,  so  that  the  plaintiff  was  for- 
ever barren,  and  that  the  trauma  had  caused  a tumor 
to  develop  at  the  site.  Several  months  after  trial, 
long  after  the  time  for  appeal  had  run,  the  tumor 
became  a baby  boy! 

Anshutz  was  based  on  Civil  Code,  Section  344, 
the  forerunner  of  CR  60.02.  It  is  one  of  the  few 
cases  I could  find  setting  aside  a judgment. 

The  general  rule,  however,  is  that  courts  do  not 
favor  the  granting  of  new  trials  for  newly  discovered 
evidence,  particularly  evidence  tending  to  prove  a 
change  of  physical  condition  of  the  plaintiff.  In 
Woods  V.  Kentucky  Traction  & Terminal  Company 


the  plaintiff  testified  she  was  paralyzed  from  trau- 
matic neurosis  and  recovered  $15,000.  Naturally  the 
defendant  was  chagrined  when  the  plaintiff  was  seen 
walking  shortly  after  judgment.  Without  actual  proof 
of  fraud,  however,  the  court  refused  to  set  aside  the 
judgment,  and  distinguished  Anshutz  by  stating  that 
the  plaintiff’s  testimony  in  Anshutz  was  so  incorrect 
as  to  constitute  fraud  and  conspiracy  on  its  face. 
See  also  Teche  Lines  i'.  Boyette, which  is  a Sixth 
Circuit  federal  case  similar  to  Woods. 


Conclusion 


While  reasonable  medical  probability  is  the  test 
in  Kentucky,  in  both  the  area  of  causation  and  the 
area  of  future  damage,  no  cases  really  define  “prob- 
ability.” Evidently,  the  doctor  can  testify  any  way 
he  likes,  and  his  testimony  will  then  be  examined  in 
its  total  context  to  see  whether  the  probability  test 
has  been  satisfied.  If  it  has  on  causation,  the  plain- 
tiff will  get  a liability  instruction  and  the  case  will 
go  to  the  jury.  If  it  has  on  future  damages,  the 
plaintiff  will  get  instructions  on  future  medical  ex- 
penses, loss  of  earning  capacity,  and  future  pain  and 
.suffering. 

If  probability  be  defined  as  “more  likely  than  not,” 
this  would  be  an  acceptable  standard  in  the  area  of 
causation  but  might  work  hardship  in  the  area  of 
future  damage.  A possible  remedy  for  such  hardship 
would  be  to  allow  the  plaintiff  to  reopen,  but 
Kentucky  law  at  present  really  precludes  this  pos- 
sibility. 
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Gone  with  the  wind 


The  gas/acid  group  of  disorders 

“The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas. ..neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with  — 
in  comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet,  select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid,  select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  A.:  Med.  Times 94AS0  (Feb.)  1966. 


Announcing  the  “Antgasid” 

Silain-Gel 


Tablets:  simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas ...  neutralizes  free  acid 
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Roche 

announces 


1/22/68 — Treatment  with  5%  5-FU 
cream  commences.  Patient  K.L.  showing 
widespread  but  mild  solar  keratoses  (also 
known  as  actinic  keratoses). 


(fluorouracil) 

cream/solution 


for  the  treatment 
of  solar/actinic  keratoses... 

a topical  alternative 
to  conventional  therapy 


Fluorouracil— the  Roche  contribution 

In  1962,  Roche  Laboratories  introduced  Fluorouracil 
Roche®  (5-fluorouracil).  Early  clinical  work  with  this 
drug  suggested  that  it  possessed  a selective  cytotoxic 
activity  when  applied  topically  to  certain  kinds  of 
lesions.  Based  on  this  work  and  years  of  clinical  trials, 
a standardized  form  of  topical  fluorouracil  can  now  be 
recommended  for  treatment  of  multiple  solar  or  actinic 
keratoses. 


Efudex®(fluorouracil)—  a new 
alternative  to  conventional  therapy 

Efudex  presents  the  physician  With  a topical  alternative 
to  surgery  in  the  treatment  of  solar  or  actinic  keratoses. 

It  is  effective,  comparatively  inexpensive  and  especially 
well-suited  for  treatment  of  multiple  lesions.  Important, 
too,  is  the  highly  desirable  cosmetic  result.  Clinical 
experience  demonstrates  that  treatment  with  Efudex 
results  in  an  extremely  low  incidence  of  scarring.* 

Highly  effective  on  first  and 
later  applications 

In  clinical  trials,  depending  on  the  dosage  form  and 
strength  used,  complete  involution  occurred  in  77  to  88 
per  cent  of  lesions  following  treatment.  The  rate  of 
recurrence  was  low,  ranging  from  1.7  to  5.6  per  cent 
up  to  a year  after  completion  of  therapy.  When  lesions 
did  recur  or  new  ones  appeared,  repeated  courses  of 
Efudex  therapy  proved  effective.* 


J/2/68— After  11  days  of  treatment. 
Erythema  is  seen  at  site  of  keratoses.  In 
iddition,  numerous  lesions  not  apparent 
?rior  to  therapy  have  become  manifest 
jy  sharply  defined  reactions.  Intervening 
(kin,  also  treated,  shows  no  response  to 
:herapy. 

2/19/69— One  year  after  cessation  of 
iherapy.  Skin  appears  clear  with  no  evi- 
dence of  scarring.  Examination  reveals 
lack  of  recurrence  or  the  formation  of 
new  lesions. 


Predictable  sequence  of 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course  of  Efudex 
therapy.  The  response  is  usually  characteristic  and 
predictable.  After  three  or  four  days  of  treatment, 
erythema  begins  to  appear  in  the  area  of  the  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks 
of  discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  to  three 
months  before  gradually  receding. 

Selective— with  a high  degree 
of  safety 

Despite  the  temporary  unsightliness  and  discomfort  of 
the  inflammatory  episode,  Efudex  is,  in  general,  more 
readily  tolerated  than  surgery.  Clinical  work  shows  the 
intense  inflammatory  response  to  be  limited  to  the  area  of 
the  lesion.  Normal  skin  is  not  similarly  affected.  Another 
measure  of  Efudex  safety:  systemic  absorption  of  topical 
fluorouracil  was  insignificant,  indicating  a low  risk  of 
systemic  toxicity.* 

Two  strengths— two  convenient 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or  as  a 5% 
cream.  It  is  applied  twice  daily  by  the  patient  with 
a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  there  are  two 
important  considerations.  First,  please  consult  the 
complete  prescribing  information  for  precautions, 
warnings  and  adverse  reactions.  Second,  advise  the 
patient  that  treated  lesions  should  respond  with  the 
characteristic  but  transient  inflammation.  A positive 
sign  that  Efudex  is  working  for  them. 

♦Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


2%  and  5%  Solutions,*  5%  Cream 
Applied  twice  daily— resolves 
solar  or  actinic  keratoses. 

new 

Efudex 

(fluorouracil) 

cream/solution 


For  full  prescribing  information,  please  see  the  following  page. 


Roche 

introduces 


(fluorouracil) 
cream/4oIution 
the  new  standardized  topical 
for  solar/actinic  keratoses 


Description:  Efudex  solutions  and  cream  are  topical  preparations 
containing  the  fluorinated  pyrimidine  5-fluorouracil,  an 
antineoplastic  antimetabolite. 

Efudex  Solution  consists  of  2%  or  5%  fluorouracil  on  a weight/ 
weight  basis,  compounded  with  propylene  glycol,  tris- 
(hydroxymethyl)  aminomethane,  hydroxypropyl  cellulose, 
parabens  (methyl  and  propyl)  and  disodium  edetate. 

Efudex  Cream  contains  5%  fluorouracil  in  a vanishing  cream 
base  consisting  of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl  and  propyl). 

Actions:  There  is  evidence  that  the  metabolism  of  fluorouracil  in 
the  anabolic  pathway  blocks  the  methylation  reaction  of 
deoxyuridylic  acid  to  thymidylic  acid.  In  this  fashion  fluorouracil 
interferes  with  the  synthesis  of  deoxyribonucleic  acid  (DNA) 
and  to  a lesser  extent  inhibits  the  formation  of  ribonucleic 
acid  (RNA).  Since  DNA  and  RNA  are  essential  for  cell 
division  and  growth,  the  effect  of  fluorouracil  may  be  to  create 
a thymine  deficiency  which  provokes  unbalanced  growth  and 
death  of  the  cell.  The  effects  of  DNA  and  RNA  deprivation  are 
most  marked  on  those  cells  which  grow  more  rapidly  and  which 
take  up  fluorouracil  at  a more  rapid  pace.  The  catabolic  metabolism 
of  fluorouracil  results  in  degradative  products  (e.g.,  CO2,  urea, 
a-fluoro-;3-alanine)  which  are  inactive. 

Studies  in  man  with  topical  application  of  '*C-labeled  Efudex 
demonstrated  insignificant  absorption  as  measured  by  “C  content 
of  plasma,  urine  and  respiratory  CO2. 

Indications:  Efudex  is  recommended  for  the  topical  treatment  of 
multiple  actinic  or  solar  keratoses. 

Contraindications:  Efudex  is  contraindicated  in  patients  with 
known  hypersensitivity  to  any  of  its  components. 

Warnings:  If  an  occlusive  dressing  is  used,  there  may  be  an 
increase  in  the  incidence  of  inflammatory  reactions  in  the 
adjacent  normal  skin. 

Prolonged  exposure  to  ultraviolet  rays  should  be  avoided  while 
under  treatment  with  Efudex  because  the  intensity  of  the  reaction 
may  be  increased. 

Usage  in  Pregnancy:  Safety  for  use  in  pregnancy  has  not  been 
established. 

Precautions:  If  Efudex  is  applied  with  the  fingers,  the  hands  should 
be  washed  immediately  afterward.  Efudex  should  be  applied  with 
care  near  the  eyes,  nose  and  mouth.  To  rule  out  the  presence  of  a 
frank  neoplasm,  a biopsy  should  be  made  of  those  areas  failing  to 
respond  to  treatment  or  recurring  after  treatment. 

Adverse  Reactions:  The  most  frequently  encountered  local 


reactions  were  pain,  pruritus,  hyperpigmentation  and  burning  a 
the  site  of  application.  Other  local  reactions  included  dermatitis 
scarring,  soreness  and  tenderness. 

Also  reported  were  insomnia,  stomatitis,  suppuration,  scaling 
swelling,  irritability,  medicinal  taste,  photosensitivity  and 
lacrimation. 

Laboratory  abnormalities  reported  were  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Efudex  should  be  applied  twice  dail 
with  a nonmetal  applicator  or  suitable  glove  in  an  amount  of  the 
solution  or  cream  sufficient  to  cover  the  lesion.  When  Efudex  is 
applied  to  a lesion,  a response  occurs  with  the  following  sequenc  j 
erythema,  usually  followed  by  vesiculation,  erosion,  ulceration, 
necrosis  and  epithelization.  The  lower  frequency  and  intensity  0 ' 
activity  in  adjacent  normal  skin  indicate  a selective  cytotoxic  ' 
property.  Medication  should  be  continued  until  the  inflammatory 
reaction  reaches  the  erosion,  necrosis  and  ulceration  stage,  at 
which  time  use  of  the  drug  should  be  terminated.  The  usual 
duration  of  therapy  is  from  2 to  4 weeks.  Complete  healing  of  the 
lesion  may  not  be  evident  for  1 to  2 months  following  cessation  of 
Efudex  therapy. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers— containir 
2%  or  5%  fluorouracil  on  a weight/weight  basis,  compounded 
with  propylene  glycol,  tris(hydroxymethyl)aminomethane, 
hydroxypropyl  cellulose,  parabens  (methyl  and  propyl)  and 
disodium  edetate.  | 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil  in  a ^ 
vanishing  cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens  (methyl  1 
and  propyl).  I 

Clinical  Studies:  The  effectiveness  of  the  three  preparations  as  I 
determined  by  complete  involution  of  solar  keratoses  was: 

2%  Solution,  77%  of  282  lesions;  5%  Solution,  88%  of  202  ^ 

lesions;  and  5%  Cream,  85%  of  189  lesions.  In  those  lesions  where  1 
complete  involution  followed  treatment,  the  rate  of  possible  j 

recurrences  observed  clinically  at  periods  up  to  12  months  or  more 
was : 2%  Solution,  4.6%  of  218  lesions;  5%  Solution,  1.7%  of  177 
lesions;  and  5%  Cream,  5.6%  of  160  lesions.  Because  of  the  toxic 
potential  of  fluorouracil,  some  physicians  preferred  to  use  the  2%  ; 
solution  when  large  areas  were  to  be  treated.  Approximately  30% 
of  the  lesions  required  treatment  for  two  weeks  or  less; 
approximately  78%  required  four  weeks  or  less  for  adequate 
treatment. 
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The  House  Elects  Dr.  Harter, 

Dr.  Grise  At  Annual  Meeting 

John  S.  Harter,  M.D.,  Louisville,  was  chosen  pres- 
ident-elect of  KMA  by  the  House  of  Delegates  for 
the  Associational  year  of  1970- 
1971. 

Also  elected  at  the  Septem- 
ber 23  session  was  Richard  F. 
Grise,  M.D.,  Bowling  Green, 
who  is  the  Association’s  new 
vice-president. 

John  C.  Quertermous,  M.D., 
Murray,  was  installed  as  KMA 
president  at  the  close  of  the 
session.  He  succeeds  Walter  L.  Cawood,  M.D.,  Ash- 
land. 

Doctor  Harter  has  been  in  private  practice  in 
thoracic  surgery  in  Louisville  since  1945.  He  is  past 
president  of  the  Jefferson  County  Medical  Society 
and  of  the  Southern  Thoracic  Surgical  Association. 
He  is  currently  serving  as  clinical  professor  of 
thoracic  surgery  at  the  University  of  Louisville 
School  of  Medicine. 

Succeeding  David  A.  Hull,  M.D.,  Lexington,  Doc- 
tor Grise  was  the  president  of  the  Kentucky  Chapter, 
College  of  Surgeons  in  1967- 
68,  is  a former  president  of  the 
Kentucky  Division  of  the 
American  Cancer  Society  and 
is  presently  serving  on  the 
Board  of  Directors  of  that 
Society.  He  has  been  chairman 
of  the  Awards  Committee  of 
KMA  since  1966. 

Re-elected  AMA  delegate  for 
the  term  January,  1971 -December,  1972  was  J. 
Thomas  Giannini,  M.D.,  Louisville;  re-elected  al- 
ternate delegate  was  Charles  G.  Bryant,  M.D.,  Louis- 
ville. 


Doctor  Grise 


1970  KMA  Interim  Meeting 
Set  For  April  15-16 

The  1971  Interim  Meeting  will  be  held  April  15- 
16  at  the  Holiday  Inn  Motel,  Cave  City,  Kentucky. 

The  KMA  Interim  Meeting  Committee  will  meet 
this  month  to  finalize  plans  for  the  program.  There 
are  facilities  at  Cave  City  for  work  and  recreation, 
and  time  will  be  scheduled  for  both. 

An  Orientation  Program  will  not  be  held  during 
the  Interim  Meeting  this  year;  however,  the  Woman’s 
Auxiliary  to  KMA  will  hold  its  usual  meeting. 


Shown  immediately  following  the  Wednesday  night 
session  of  the  House  of  Delegates  are;  (from  left  to 
right)  John  C.  Quertermous,  M.D.,  Murray,  president  of 
KMA;  Walter  L.  Cawood,  M.D.,  Ashland,  immediate  past 
president;  and  John  S.  Harter,  M.D.,  Louisville,  president- 
elect. 


Dr.  Hess  Elected  Board  Chairman; 
Vice-Chairman  Is  Dr.  McLeod 

Lee  C.  Hess,  M.D..  Florence,  was  elected  chair- 
man of  the  KMA  Board  of  Trus- 
tees at  its  first  meeting  of  the 
as.socialional  year,  September  24. 
Robert  N.  McLeod,  Jr..  M.D., 
Somerset,  was  chosen  vice-chair- 
man of  the  Board. 

Doctor  Hess,  chairman  of  the 
KMA  Board  of  Trustees  1968- 
1969,  succeeds  William  W.  Hall. 

Dr.  Hess  M.D.,  Owensboro. 

A general  practitioner.  Dr.  Hess  is  a 1956  graduate 
of  the  University  of  Louisville  School  of  Medicine. 
He  has  served  on  the  KMA  Board  of  Trustees  since 
1966,  is  a member  of  the  Kentucky  and  American 
.'\cademies  of  General  Practice  and  is  former  treas- 
urer of  the  Boone  County  Medical  Society. 

Succeeding  Thornton  E.  Bryan,  M.D.,  Cadiz, 
Doctor  McLeod  has  been  on  the 
Board  of  Trustees  since  1968. 

He  has  served  KMA  as  the 
chairman  of  the  Committee  on 
Neo-Natal  Mortality,  on  the 
Board  of  Consultants  on  Scien- 
tific Articles  for  The  Journal 
and  on  the  committee  on  School 
Health,  Physical  Education  and 
Athletics. 

Newly  elected  trustees  are 
Charles  C.  Kissinger,  M.D.,  Henderson,  Second 
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District;  Thomas  P.  Leonard,  M.D.,  Frankfort. 
Seventh  District;  David  A.  Hull.  M.D.,  Lexington. 
Tenth  District;  J.  Wesley  Johnson.  M.D.,  Ashland. 
Thirteenth  District.  Re-elected  to  another  term  as 
trustee  was  J.  Campbell  Cantrill,  M.D.,  Georgetown, 
Ninth  District. 


KEMPAC  Physicians,  Guests  Hear 
Senator,  U.  S.  Representative 

Two  hundred  and  fifty  physicians  and  guests  heard 
Senator  W.  Jennings  Randolph,  D-West  Virginia, 
and  United  States  Representative  Durward  G.  Hall, 
M.D.,  R-Missouri,  speak  at  the  Eighth  Annual 
KEMPAC  Seminar  held  September  21  at  the  Ken- 
tucky Hotel.  C.  Kenneth  Peters,  M.D.,  Jefferson- 
town,  KEMPAC  chairman,  presided. 

Both  speakers  discussed  “Physician  Involvement  in 
Government  and  Governmental  Involvement  in 
Medicine.”  Senator  Jennings  stressed  that  changes 
will  be  made  in  health  insurance  programs  and  that 
physicians  should  offer  their  “advice  and  counsel”  to 
Congress  on  this  matter. 

Representative  Hall  told  his  audience  that  he  is 
drawing  up  a new  health  insurance  plan.  His  plan 
would  require  the  federal  government  to  buy  insur- 
ance policies  for  the  poor  from  already  established 
private  insurance  companies.  The  state  government 
would  assume  financial  responsibility  in  castastrophic 
illnesses. 

A highlight  of  the  seminar  was  the  presentation  of 
a gavel  to  John  C.  Quertermous,  M.D.,  Murray,  the 
immediate  past  chairman  of  KEMPAC. 


Auxiliary  Installs  Mrs.  Hornaday, 
Elects  Mrs.  Stevens 

Mrs.  Charles  E.  Hornaday,  Owensboro,  was  in- 
stalled as  president  of  the  Woman’s  Auxiliary  to 
KMA  during  its  Annual  Convention  September  22- 
24  in  Louisville.  Mrs.  David  Stevens,  Lexington,  was 
chosen  president-elect.  Mrs.  Hornaday  succeeds  Mrs. 


President  John  C.  Quertermous,  M.D.,  Murray,  (left) 
presents  a plaque  for  outstanding  service  as  president  of 
KMA  to  Walter  L.  Cawood,  M.O.,  Ashland,  immediate  past 
president.  The  presentation  was  made  at  the  close  of  the 
final  session  of  the  House  of  Delegates,  September  23. 

Hoyt  D.  Gardner,  Louisville,  who  presided  at  the 
meeting. 

Other  officers  elected  during  the  meeting  were 
Mrs.  C.  Kenneth  Peters,  Louisville,  1st  vice-president; 
Mrs.  Edwin  T.  Davis,  Paducah,  2nd  vice-president; 
Mrs.  Ben  Crawford,  Lexington,  3rd  vice-president. 
Mrs.  James  Ferrell,  Paris,  was  re-elected  4th  vice- 
president. 

Mrs.  James  Gulley,  Madisonville,  was  re-elected 
recording  secretary.  Mrs.  William  Pearson,  Owens- 
boro, was  elected  corresponding  secretary;  Mrs. 
Leslie  Langley,  Jr.,  Elizabethtown,  treasurer,  and 
Mrs.  J.  Murray  Kinsman,  Louisville,  parliamentarian. 

The  theme  of  this  year’s  Auxiliary  Luncheon  was 
the  zodiac.  The  guest  speaker  was  Rex  Kenyon,  M.D., 
Oklahoma  City,  who  spoke  on  “Medicine’s  Meteo- 
rite, You  The  Auxiliary.” 

A highlight  of  the  luncheon  was  the  presentation 
of  the  Auxiliary’s  Health  Citation  Award  to  Miss 
Teresa  Goetz,  Lexington,  for  her  outstanding  con- 
tribution in  the  field  of  health.  Miss  Goetz,  a re- 
tired dietician,  experimented  in  her  own  kitchen 
to  find  a teething  biscuit  that  can  be  used  by  chil- 
dren who  have  a tendency  toward  PKU. 


The  officers  of  the  Kentucky  Medical  Association  for  1970-71  (pictured  above,  from  left  to  right)  are;  John  C. 

Quertermous,  M.D.,  Murray,  president;  John  S.  Harter,  M.  D.,  Louisville,  president-elect;  S.  Randolph  Scheen,  M.D., 
Louisville,  secretary;  and  Keith  P.  Smith,  M.D.,  Corbin,  treasurer. 
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Hresident-elect  John  S.  Harter,  M.D.,  Louisville,  (centerl 
is  escorted  to  the  speakers  platform  by  past  presidents 
George  F.  Brockman,  M.D.,  Greenville,  (left)  and  Henry 
B.  Asman,  M.D.,  Louisville,  (right)  following  Doctor 
Harter's  unanimous  election. 


first  dean  of  the  College  of  Medicine  while  also 
serving  as  vice-president  of  the  Medical  Center. 
He  is  currently  serving  as  special  assistant  for  health 
affairs  to  University  of  Kentucky  president,  Otis  A. 
Singletary. 

Dr.  Hunter,  who  has  practiced  medicine  for  43 
years  in  Fayette  County,  received  the  Outstanding 
General  Practitioner  Award.  He  was  with  the  Com- 
munity Health  and  Welfare  Department  for  ten 
years  and  a member  of  the  Public  Health  Center 
medical  staff  for  twenty  years. 

The  R.  Haynes  Barr  Award,  designed  to  honor  a 
lay  person  for  outstanding  accomplishments  in  the 
field  of  public  health  and/or  medical  care,  was  pre- 
sented to  William  M.  Gant,  an  Owensboro  attorney. 
He  has  been  active  in  the  field  of  drug  abuse  infor- 
mation in  Daviess  County. 


Chairman  of  the  Board  of  Trustees,  William  W.  Hall, 
M.D.,  Owensboro,  (right)  administers  the  oath  of  office 
as  president  of  KMA  to  John  C.  Quertermous,  M.D., 
Murray,  at  the  final  session  of  the  House  of  Delegates 
during  the  1970  Annual  Meeting. 


Two  Physicians,  One  Attorney 
Receive  KMA’s  Top  Awards 

William  R.  Willard,  M.D.,  Lexington;  Bush  A. 
Hunter,  M.D.,  Lexington,  and  William  M.  Grant, 
Owensboro,  received  KMA’s  three  top  awards  this 
year.  The  award  presentations  were  made  September 
23  at  the  President’s  Luncheon  by  Richard  F.  Grise, 
M.D.,  Bowling  Green. 

The  Distinguished  Service  Award,  presented  an- 
nually to  the  physician  selected  as  the  most  outstand- 
ing member  of  the  Kentucky  Medical  Association, 
went  to  Dr.  Willard.  He  was  one  of  the  prime  organi- 
zers of  the  Albert  B.  Chandler  Medical  Center 
complex  at  the  University  of  Kentucky  and  was  the 


Faculty  Awards  Presented  To 
Drs.  Noonan,  Christopherson 

The  1970  recipients  of  the  KMA  Faculty  Scientific 
Awards  are  Jacqueline  A.  Noonan,  M.D.,  Lexington, 
and  William  M.  Christopherson,  M.D.,  Louisville. 
The  awards  were  presented  at  the  Annual  Meeting 
President’s  Luncheon  September  23. 

Established  in  1962  by  the  KMA  Committee  on 
Medical  Education,  the  Faculty  Scientific  Awards 
are  presented  each  year  to  a faculty  member  of  each 
of  the  two  medical  schools  in  Kentucky.  The  recipi- 
ent must  have  done  outstanding  research  or  have 
made  a considerable  contribution  to  the  field  of 
medicine. 

Jacqueline  A.  Noonan,  a pediatrician  with  a spe- 
cialty in  pediatric  cardiology,  is  active  on  the  clinical 
faculty  of  the  University  of  Kentucky  Medical 
School.  She  is  well  known  for  her  teaching  and 
writing  ability. 

William  M.  Christopherson,  professor  and  chair- 
man of  pathology  of  the  University  of  Louisville 
School  of  Medicine  since  1956,  has  served  as  con- 
sultant, author  and  editor  in  the  field  of  pathology, 
especially  in  cancer. 


The  1970  KMA  Faculty  Scientific  Awards  were  given  to 
Jacqueline  A.  Noonan,  M.D.,  Lexington,  and  William  M. 
Christopherson,  M.D.,  Louisville.  In  the  picture  above 
Doctors  Noonan  and  Christopherson  are  shown  with  the 
Awards  Committee  chairman,  Richard  F.  Grise,  M.D., 
Bowling  Green,  (center)  following  the  President’s  Luncheon. 
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KMA  Awards  Committee  Chairman  Richard  F.  Grise,  M.D.,  Bowling  Green,  (second  from  right)  is  pictured  with  the 
recipients  of  KMA’s  top  three  awards  for  1970.  They  are;  (left  to  right)  William  M.  Gant,  Owensboro  attorney  who 
received  the  R.  Haynes  Barr  Award  for  his  outstanding  contributions  as  a layman  in  drug  abuse  education  programs  held 
in  the  Owensboro  and  Daviess  County  schools;  Mrs.  William  R.  Willard,  Lexington,  who  accepted  on  behalf  of  Doctor 
Willard  the  Distinguished  Service  Award,  and  Bush  A.  Hunter,  M.D.,  Lexington,  who  received  the  Outstanding  General  Prac- 
titioner Award. 


Medicare,  Medicaid  And  Dues  Increase  Are  Considered 
As  KMA  House  Acts  On  48  Reports,  14  Resolutions 


The  members  of  the  Kentucky  Medical  Association 
House  of  Delegates  were  kept  quite  busy  during  the 
KMA  Annual  Meeting,  September  22-24,  reviewing 
and  taking  action  on  nearly  50  committee  reports  and 
some  14  resolutions  which  were  submitted  to  them 
for  their  consideration  and  deliberation. 

The  Kentucky  Medical  Assistance  Program  was  the 
subject  creating  the  longest  discussion  on  the  floor 
of  the  House  of  Delegates.  Three  county  societies 
had  introduced  resolutions  on  the  KMAP  Program, 
and  the  House  adopted  a reference  committee  report 
containing  a substitute  resolution  following  a pre- 
sentation by  the  new  Commissioner  of  the  Depart- 
ment of  Health,  William  P.  McElwain,  M.D. 

Resolutions  were  approved  calling  for  changes  in 
various  activities  in  which  the  Kentucky  Medical  As- 
sociation is  engaged.  Some  of  those  receiving  positive 
action  by  the  House  were  on  the  subjects  of  family 
planning,  peer  review,  amphetamines  and  departments 
of  general  practice  in  medical  schools.  Another  re- 
lated to  concern  over  the  Medicare  program;  and  a 
resolution  to  change  requirements  for  foreign  gradu- 
ate licensure  was  referred  back  to  the  sponsoring 
county  society  for  clarification. 

The  House  of  Delegates,  without  a dissent,  voted 
to  increa.se  membership  dues  from  the  present  $80 
per  year  to  $130  per  year,  effective  January  1,  1971. 
However,  in  passing  this  motion,  the  House  also 
voted  to  leave  the  present  dues  level  of  $80  per  year 
for  any  member  entering  practice  for  the  first  time 
during  his  first  three  years  of  membership  in  the  As- 
sociation. 

In  the  field  of  legislation  and  governmental  medical 
programs,  the  increased  activity  of  KMA  in  the  1970 
Legislature  was  reported  with  emphasis  on  the  138 
medical  and/or  health  oriented  bills  introduced.  The 


Uniform  Anatomical  Gift  Act  and  the  Consent  to 
Treat  Venereal  Disease  By  Minors,  which  were  ap- 
proved for  introduction  into  the  State  Legislation  in 
1970,  were  passed  by  the  Kentucky  General  Assem- 
bly and  are  now  laws  of  the  State  of  Kentucky. 

Of  the  new  committees  appointed,  the  importance 
of  two  is  expected  to  have  an  early  positive  effect  on 
KMA  members.  One  of  the  new  committees  will  deal 
strictly  within  the  area  of  Public  Relations,  which 
has  become  a very  vital  and  important  factor  in  the 
day  to  day  activities  of  KMA.  Another  committee 
will  limit  its  responsibility  to  socio-economic  activi- 
ties for  the  Association. 

In  1969,  the  House  of  Delegates  asked  that  a 
committee  be  appointed  to  update  and  modernize  the 
bylaws  of  the  Kentucky  Medical  Association.  Dur- 
ing the  1970  House  of  Delegates  meeting,  this  com- 
mittee reported  the  updating  that  had  taken  place 
since  the  1969  meeting,  and  the  report  of  the  com- 
mittee was  accepted  by  the  House  of  Delegates. 

The  House  of  Delegates  spent  a considerable 
amount  of  time  discussing  the  Orientation  Program 
which  became  a membership  requirement  some  years 
ago.  It  was  determined  by  unamious  consent  that  in 
future  years  there  would  be  no  Orientation  Program 
at  the  Interim  Meeting.  Any  new  physician  joining 
KMA  will  have  three  opportunities  to  attend  an 
Orientation  Program  over  a three  year  period,  and 
the  program  will  be  held  during  the  Annual  Meeting 
of  KMA. 

All  of  the  reports  and  resolutions  which  were  sub- 
mitted to  and  acted  upon  by  the  KMA  House  of 
Delegates  will  appear  in  the  December  issue  of  The 
Journal.  It  is  only  possible  at  this  very  early  date 
after  the  Annual  Meeting  to  touch  on  some  of  the 
high  points  covered  by  the  House  of  Delegates. 
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Annual  Meeting  Receives  Praise 
From  Guests  And  Speakers 

“I  greatly  enjoyed  seeing  how  your  association 
conducts  its  Annual  Meeting  and  having  lunch  with 
you  at  the  President’s  Luncheon  on  Wednesday.  I 
must  compliment  you  on  the  efficiency  with  which 
vour  meeting  is  conducted  and  I certainly  felt  that 
I learned  a great  deal  from  our  visit  with  you.” 
Tom  E.  Nesbitt,  M.D. 

President 

Tennessee  Medical  Association 
Nashville,  Tennessee 

“My  visits  to  the  sessions  of  the  Kentucky  Medical 
Association  Annual  Meeting  were  pleasant  and  re- 
warding. I enjoyed  several  clinical  sessions,  the  final 
meeting  and  deliberations  of  the  House  of  Delegates, 
and  particularly  the  President’s  Luncheon.” 

L.  T.  Fruin,  M.D. 
President-Elect 

Illinois  State  Medical  Society 
Chicago,  Illinois 

“I  enjoyed  my  visit  enormously  and  was  most 
impressed  with  the  warmth  and  hospitality  of  the 
members  of  the  .society.” 

David  Shoch,  M.D. 

Professor  and  Chairman 
Department  of  Ophthalmology 
Northwestern  University 
Chicago,  Illinois 

“I  wish  to  thank  you  and  Doctor  Asman  for  an 
extremely  pleasant  visit  to  Louisville.  You  seemed  a 
little  apologetic  about  the  accommodations,  but  T 
assure  you,  your  personal  hospitality  made  up  for 
any  possible  deficiency  that  might  have  existed  in 
accommodations.” 

George  R.  Collender,  Jr.,  M.D. 
Charleston,  West  Virginia 

“I  surely  enjoyed  my  visit  with  you  in  Louisville. 
It  was  most  kind  of  you  and  the  Kentucky  Psychiatric 
Association  to  invite  me.  The  discussion  and  the 
panel  were  especially  good.  I enjoyed  resuming  some 
old  friendships  also.” 

Shervert  H.  Frazier,  M.D. 

Columbia-Presbyterian  Medical  Center 

New  York,  N.Y. 


Nominating  Committee  Elected 
By  House  Of  Delegates 

The  Nominating  Committee  members  were  elected 
by  the  KMA  House  of  Delegates  at  its  final  session 
September  23.  This  committee  is  entrusted  with  the 
responsibility  of  presenting  to  the  House  of  Dele- 
gates, at  its  final  session  of  the  1971  Annual  Meet- 
ing, a slate  of  candidates  for  all  elective  offices  with- 
in the  structure  of  the  Kentucky  Medical  Associa- 
tion. 

The  five  committee  members  chosen  were  John 
Baird,  M.D.,  Danville;  John  H.  Doyle,  M.D.,  Louis- 
ville; Kenneth  M.  Eblen,  M.D.,  Henderson;  Fred  C. 
Rainey,  M.D.,  Elizabethtown;  and  Carl  H.  Scott, 
M.D.,  Lexington.  The  committee  will  select  a chair- 
man at  its  first  meeting  during  the  Interim  Meeting, 
April  15  and  16,  at  Cave  City. 


Drug  Abuse  Information 
Available  By  Phone 

A twenty-four  hour  telephone  service  to  answer  re- 
quests for  information  about  drug  abuse  was  recently 
announced  by  the  National  Clearinghouse  for  Drug 
Abuse  Information. 

The  newly  created  Clearinghouse  is  a branch  of  the 
National  Institute  of  Mental  Health,  Department  of 
Health,  Education  and  Welfare.  It  serves  as  the 
Federal  focal  point  for  drug  abuse  information. 

The  telephone  number  to  call,  around  the  clock, 
for  drug  abuse  information  is  301-496-7171. 

The  Clearinghouse  offers  a selection  of  publica- 
tions, provides  referral  services,  and  the  storage  and 
retrieval  of  computerized  data  on  drug  programs. 


Radiologists  Elect  Officers 

James  A.  Baumgarten,  M.D.,  Owensboro,  was 
elected  president  of  the  Kentucky  Chapter,  American 
College  of  Radiology,  September  22.  He  will  take 
office  January  1,  1971. 

Ralph  C.  Quillin,  M.D.,  Lexington,  was  chosen 
president-elect;  Joan  R.  Hale,  M.D.,  Louisville,  was 
elected  secretary;  Robert  D.  Shepard,  M.D.,  Lexing- 
ton, councilor  and  Fred  D.  Barlow,  M,D,,  Louis- 
ville, alternate  councilor. 


KMA  Members 
Guest  Physicians 
Intems-Resldents 
Medical  Students 
Registered  Nurses 
Exhibitors 
Guests 

Technicians^ 

Office  Assistants 
TOTAL  ATTENDANCE 


COMPARATIVE  REGISTRATION  FIGURES 


KMA  Annual  Meetings 


Louisville 

Louisville 

1961 

1962 

996 

1014 

194 

208 

102 

102 

237 

176 

31 

59 

204 

232 

132 

1 23 

57 

71 

1953 

1985 

Lexington 

Louisville 

1963 

1964 

865 

924 

141 

157 

69 

108 

59 

1 28 

31 

34 

212 

297 

132 

1 25 

22 

61 

1531 

1844 

Louisville 

Louisville 

1965 

1966 

1172 

1016 

138 

195 

132 

121 

193 

209 

27 

33 

297 

312 

172 

126 

55 

46 

2186 

2058 

Louisville 

iMilsvIlle 

1967 

1968 

957 

1009 

152 

153 

94 

103 

222 

185 

24 

42 

272 

256 

115 

324 

31 

29 

1867 

2111 

Louisville 

Louisville 

1969 

1970 

1056 

1013 

149 

130 

95 

101 

218 

245 

27 

48 

305 

280 

339 

379 

39 

32 

2228 

2228 
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77  Physicians  Attend  Eleventh  KMA  Orientation  Program 

Seventy-seven  physicians  attended  the  Eleventh  Orientation  Program  for  new  KMA  members  on  September 
21.  according  to  C.  Wyatt  Norvell,  M.D..  New  Castle,  and  Carl  Cooper.  M.D..  Bedford,  co-chairmen  of  the 
Committee  on  Orientation. 

The  Orientation  Program,  held  during  the  Annual  Meeting,  is  designed  to  better  equip  new  KMA  members 
in  meeting  present-day  responsibilities  as  a citizen  and  as  a physician. 

Listed  below  are  the  names  of  the  physicians  who  attended  the  September  21  session.  If  you  were  present 


and  your  name  is  not  listed  please 

Harry  E.  Altman,  M.O.,  Pikesville 
William  J.  Ashbrook,  M.D.,  Louisville 
Robert  A.  Beorgie,  M.O.,  Lexington 
Henry  R.  Bell,  Jr.,  M.D.,  Elkton 
Richard  L.  Bolton,  M.D.,  Madisonville 
David  J.  Brecount,  M.O.,  Lexington 
Raul  S.  Buelvas,  M.D.,  Bowling  Green 
Daniel  G.  Camacho,  M.D.,  Louisville 
William  J.  Carey,  M.D.,  Lexington 
William  M.  Carney,  M.D.,  Louisville 
Sam  E.  Cecil,  M.D.,  Campton 
Samuel  H.  Cheng,  M.D.,  Louisville 
Gerald  Clark,  M.D.,  Madisonville 
William  J.  Collis,  M.D.,  Lexington 
Joanne  D.  Corum,  M.D.,  Louisville 
Bennett  L.  Crowder,  M.D.,  Hopkinsville 
John  A.  Darpel,  Jr.,  M.D.,  Erlanger 
Jorge  Deju,  M.D.,  Frankfort 
Frederick  E.  DePriest,  M.D.,  Harlan 
Nuhad  D.  Dinno,  M.D.,  Louisville 
Victor  J.  DiOrio,  Jr.,  M.D.,  Louisville 
George  Logan  Foster,  M.D.,  Lexington 
Gary  Fox,  M.D.,  Louisville 
Julieta  Francisco,  M.D.,  Covington 
Manuel  S.  Garcia,  M.D.,  Flatwoods 
Martin  Gebrow,  M.D.,  Lexington 


notify  the  KMA  Headquarters  Office 

Darius  Ghazi,  M.D.,  Louisville 
Raymond  C.  Haley,  Jr.,  M.D.,  Pikeville 
Walter  D.  Harris,  M.D.,  Lexington 
Ted  C.  Hotfield,  M.D.,  Louisville 
Juan  B.  Hernandez,  M.D.,  Louisville 
Edward  C.  Hightower,  M.D.,  Lexington 
John  W.  Hollis,  M.D.,  Ashland 
Paul  M.  Hulett,  M.D.,  Louisville 
Edward  N.  Humston,  M.D.,  Harrodsburg 
Oliver  C.  James,  M.D.,  Winchester 
Donald  B.  Katz,  M.D.,  Louisville 
Leo  L.  Leveridge,  M.D.,  Harlan 
J.  Myron  Lord,  M.D.,  Frankfort 
Daniel  C.  MacDougall,  M.D.,  Lexington 
Victor  P.  Matibag,  M.D.,  Louisville 
William  T.  Maxson,  II,  M.D.,  Lexington 
John  K.  McBain,  M.D.,  Louisville 
Roy  W.  Montgomery,  M.D.,  Henderson 
Kelly  G.  Moss,  M.D.,  Maysville 
Ramon  H.  Neufeld,  M.D.,  Hyden 
Felix  A.  Pages,  M.D.,  Danville 
Robert  W.  Penman,  M.D.,  Lexington 
Jerry  A.  Phelps,  M.D.,  Louisville 
John  E.  Plumlee,  M.D.,  Lexington 
Philip  E.  Podruch,  M.D.,  Louisville 
Louis  R.  Putnam,  M.D.,  Covington 


Glynn  E.  Reynolds,  M.D.,  Richmond 
Russell  R.  Rice,  M.D.,  Louisville 
Josephine  W.  Richardson,  M.D.,  Louisville 
Arthur  L.  Robertshaw,  M.D.,  Paducah 
Charles  R.  Rogers,  M.D.,  Ashland 
Alvaro  Rojas,  M.D.,  Augusta 
Kenneth  R.  Rosenberg,  M.D.,  Louisville 
James  M.  Rouse,  M.D.,  Louisa 
James  F.  Rozelle,  M.D.,  Bowling  Green 
Mauricio  Salazar,  M.D.,  Louisville 
Arnold  J.  Schecter,  M.D.,  West  Point 
William  M.  Schreiber,  M.D.,  Louisville 
Frank  D.  Scutchfield,  M.D.,  Morehead 
Jerry  W.  Seligman,  M.D.,  Louisville 
Frederick  W.  Sherrin,  M.D.,  Ft.  Thomas 
Athel  B.  Sparrow,  M.D.,  Louisville 
Thomas  E.  Stevens,  M.D.,  Ashland 
Roy  Suyemoto,  M.D.,  Ft.  Thomas 
Thomas  R.  Taylor,  M.D.,  Elizabethtown 
Leroy  E.  Thompson,  M.D.,  Louisville 
David  E.  Townes,  M.D.,  Louisville 
Kenneth  F.  VonRoenn,  M.D.,  Louisville 
Paul  E.  Walker,  M.D.,  S.  Williamson 
Paul  Glenn  Young,  M.D.,  Lexington 
Kenneth  N.  Zegart,  M.D.,  Louisville 


HIGHLAND  HOSPITAL 


.Asheville,  .North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  b\'  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an 
extensive  and  well  organized  activities  program,  including  occupational  therapy,  art  therapy, 
music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treat- 
ment program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs 
of  each  patient  may  he  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704-254-3201 
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KMA  Again  Has  Record  Membership  For  1970 


Membership  figures  are  up  over  last  year,  accord- 
ing to  the  records  of  the  membership  department. 
As  of  October  15,  the  total  number  of  active  Ken- 
tucky physicians  who  are  members  of  KMA  is  2400, 
which  is  25  more  than  this  time  last  year. 

One  hundred  per  cent  KMA  membership  has  also 
risen  during  the  year.  Sixty-eight  counties  have 
100%  KMA  membership  and  39  counties  have 


100%  AM  A membership,  as  compared  to  66  and 
39  counties  respectively  for  1969. 

The  chart  below  contains  membership  figures  for 
each  county  as  supplied  by  the  membership  depart- 
ment. Figures  do  not  include  associate  and  emeritus 
members  or  members  who  have  paid  1970  dues,  but 
have  since  died  or  left  the  state. 


Number  of  Active  Physicians  in  Kentucky  Counties 
Who  Are  Members  of  KMA  and  AMA 
October  15,  1970 


Active 

Active 

Active 

Physi- 

MEMBERS 

Physi- 

MEMBERS 

Physi- 

MEMBERS 

COUNTIES 

cians 

KMA 

AMA 

COUNTIES 

cians 

KMA 

AMA 

COUNTIES 

cians 

KMA 

AMA 

Adair 

7 

6 

6 

Graves  ( * ) 

( ’ • ) 

16 

16 

16 

Menifee 

0 

0 

0 

Allen 

s 

4 

4 

Grayson 

6 

5 

5 

Mercer 

11 

10 

8 

Anderson 

4 

2 

1 

Green  ( ' ) 

7 

7 

5 

Metcalfe  ( * ) 

2 

2 

1 

Ballard 

2 

2 

Greenup  ( * 

1 1 • ■ 

1 10 

10 

10 

Monroe 

7 

6 

6 

Barren  ( ' ) 

22 

22 

21 

Hancock 

3 

2 

1 

Montgomery 

10 

8 

6 

Bath 

3 

2 

1 

Hardin  ( * ) 

29 

29 

20 

Morgan  ( * ) 

3 

3 

2 

Bell 

28 

25 

24 

Harlan 

43 

35 

34 

Muhlenberg 

(•) 

11 

11 

9 

Boone 

18 

16 

15 

Harrison  ( * ) 

9 

9 

5 

Nelson  ( * ) 

(••) 

8 

8 

8 

Bourbon 

12 

1 1 

4 

Hart 

6 

5 

5 

Nicholas  ( * 

) 

3 

3 

0 

Boyd  ( • ) ( • • 1 

34 

54 

34 

Henderson 

32 

31 

30 

Ohio 

8 

7 

1 

Boyle 

26 

19 

12 

Henry  ( * ) 

(••) 

3 

3 

3 

Oldham  ( * 

) 

8 

8 

7 

Bracken  ( * ) 

i 

3 

2 

Hickman  ( * 

■) 

2 

2 

1 

Owen  ( * 1 

( •• » 

2 

2 

2 

Breathitt  ( * ) ( * * ) 

3 

3 

3 

Hopkins 

50 

48 

48 

Owsley  ( • ) 

( » ’ ) 

2 

2 

2 

Br.ckinridge  ( ” ) ( * * 

')  5 

5 

3 

Jackson  ( * ) 

( ••) 

1 

1 

1 

Pendleton  ( 

•) 

3 

3 

2 

Bullitt  (*)(••) 

3 

5 

5 

Jefferson 

826 

796 

633 

Perry  ( • ) 

17 

17 

14 

Butler  ( * ) ( * * ) 

1 

1 

1 

Jessamine  ( * 

) 

3 

3 

2 

Pike 

42 

31 

29 

Caldwell  ( * ) f * * ) 

6 

6 

6 

Johnson  ( * ) 

(••) 

8 

8 

8 

Powell  ( • ) 

(••) 

1 

1 

1 

Calloway 

18 

17 

17 

Kenton — See 

Campbell 

Pulaski  ( * ) 

29 

29 

27 

C'^mpb^il'Kenton 

160 

153 

118 

Knott  ( * ) ( 

2 

2 

2 

Robertson 

0 

0 

0 

Carlisle  ( * ) ( * * ) 

2 

2 

2 

Knox 

9 

8 

3 

Rockcastle 

2 

1 

1 

Carroll  ( * ) 

3 

5 

4 

Larue  ( * ) 

3 

3 

1 

Rowan 

11 

10 

9 

Carter 

2 

1 

1 

Laurel 

9 

8 

8 

Russell  ( * ) 

( ••) 

3 

3 

3 

Casey  ( ' ) ( * ' ) 

5 

5 

5 

Lawrence  ( * ' 

1 ( ••  ) 

10 

10 

10 

Scott  ( * ) 

8 

8 

2 

Christian 

4 I 

36 

36 

Lee  ( • ) ( • 

•) 

1 

1 

1 

Shelby  ( * ) 

9 

9 

7 

Clark  ( • ) 

13 

13 

11 

Leslie  ( * ) 

4 

4 

3 

Simpson  ( * 

) 

6 

6 

4 

Clay  ( * ) ( * * ) 

5 

5 

5 

Letcher 

11 

8 

8 

Spencer  ( • ) 

(••) 

2 

2 

2 

Clinton  (•)  (•') 

2 

2 

2 

Lewis 

2 

0 

0 

Taylor  ( * ) 

6 

6 

5 

Crittenden  ( * ) ( * * 

) T 

1 

1 

Lincoln  ( * ) 

3 

3 

3 

Todd  ( • ) 

(..) 

3 

3 

3 

Cumberland  f ^ ) ( * * 

) 2 

2 

2 

Livingston 

4 

1 

0 

Trigg  ( • ) 

( * * ) 

6 

6 

6 

Daviess 

67 

63 

55 

Logan 

11 

10 

9 

Trimble  ( * ) 

(••) 

2 

2 

2 

Edmonson 

2 

1 

1 

Lyon  ( ' ) 

3 

3 

2 

Union 

4 

3 

3 

Elliott 

2 

1 

1 

tMcCrackkn 

72 

67 

63 

Warren 

53 

49 

38 

Estill  ( • ) ( • • ) 

3 

3 

3 

McCrearv 

3 

2 

2 

Washington  ( 

:•)  (• 

•)  4 

4 

4 

Fayette 

377 

330 

285 

McLean  ( * ) 

4 

4 

0 

Wayne  ( * ) 

6 

6 

3 

Pierring  ( " ) 

3 

3 

0 

Madison  ( * ) 

25 

25 

20 

Webst'  r 

3 

2 

2 

Floyd 

19 

11 

10 

Magoffin  ( * ) 

(•*) 

3 

3 

3 

Whitley 

20 

18 

17 

Franklin 

38 

37 

29 

Marion  ( * ) 

( '•) 

8 

8 

8 

Wolfe  ( • ) 

(••) 

2 

2 

2 

Fulton  ( • ) ( • • ) 

8 

8 

8 

Marshall  ( * ) 

10 

10 

9 

Woodford 

8 

7 

2 

Gallatin  C)  (*•) 

1 

1 

1 

Martin  ( * ) 

(••) 

3 

3 

3 

■ 

■ 

■ ' 

Garrard 

3 

2 

2 

Mason 

13 

12 

10 

Tota.s 

2583 

2400 

2007 

Grant  ( * ) ( * * ) 

4 

4 

4 

Meade  ( * ) 

3 

3 

1 

(•)  \00%  KMA 

( • * ) 

100% 

AMA 

AAGP  Changes  Name 

The  American  Academy  of  General  Practice,  na- 
tional association  of  family  physicians  and  the  na- 
tion’s second  largest  medical  group,  recently  an- 
nounced a change  in  its  name.  It  will  become  known 
as  the  American  Academy  of  Family  Physicians. 

The  action,  which  will  take  a year  to  develop 
fully,  was  taken  by  the  Academy’s  Congress  of  Dele- 
gates in  the  final  session  of  the  group’s  annual  meet- 
ing held  recently  in  San  Francisco.  At  this  same 
meeting  J.  Jerome  Wildgen,  M.D.,  Kalispell,  Mon- 
tana, was  chosen  president-elect;  William  E.  Lotterhos, 
M.D.,  Jackson,  Miss.,  became  president. 


PHYSICIAN  NEEDED 
HODGENVILLE,  KENTUCKY 

(Larue  County  Seat) 

V Office  Space  Reserved 

V 120  Bed  Institution 

Call:  Dr.  J.  D.  Handley  — 358-3829 
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Was  Your  Delegate  Present? 
ROLL  CALL- 
1970  House  of  Delegates 
KMA  Annual  Meeting 


OFFICERS 


Speaker 
Vice-Speaker 
President 
President-Elect 
Vice-President 
Secretary 
Treasurer 
Delegate  to  AMA 
Delegate  to  AMA 
Delegate  to  AMA 
Alternate  Delegate 
to  the  AMA 
Alternate  Delegate 
to  the  AMA 
Alternate  Delegate 
to  the  AMA 


First 

Second 

Session 

Session 

Richard  F.  Greathouse 
C-rl  Cooper,  Jr. 
Walter  L.  Cawood 
John  C.  Quertetmous 
David  A.  Hull 
S.  Randolph  Scheen 
Keith  P.  Smith 
1 Thomas  Giannini 
Charles  C.  Rutledge 
George  Brockman 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

P'fS'nt 

Present 

Present 

Present 

Present 

Charles  G.  Bryant 

Present 

Present 

Daryl  P.  Harvey 

Present 

Present 

David  B.  Stevens 

Present 

Present 

TRUSTEES 


District 

First 

C.  C.  Lowry 

Present 

Present 

Second 

William  W.  Hall 

Present 

Present 

Third 

Thornton  E.  Bryan, 

Jr. 

Present 

Present 

Fourth 

W.  Bruce  Hamilton 

Present 

Present 

Fifth 

Tohn  S.  Llewellyn 

Present 

Present 

Sixth 

Paul  J,  Parks 

Present 

Present 

Seventh 

Donald  Chatham 

Present 

Present 

Eighth 

Lee  C.  Hess 

Present 

Present 

Ninth 

J.  Campbell  Cantrill 

Present 

Present 

Tenth 

Andrew  M.  Moore 

present 

Present 

Eleventh 

Douglas  H.  Jenkins 

Present 

Present 

Twelfth 

Robert  N.  McLeod, 

Jr. 

Present 

Present 

Thirteenth 

Paul  E.  Holbrook 

Present 

Present 

Fourteenth 

Ballard  W.  Cassady 

Present 

Present 

Fifteenth 

E.  C.  Seeley 

Present 

Present 

PAST  PRESIDENTS 


Past  President 
Past  President 
Past  President 
Past  President 
Past  President 


Henry  B.  Asman 
George  Brockman 
Robert  E.  Pennington 
Delmas  Clardy 
George  Archer 


Present  Present 
Present  Present 
Present  Present 
Present  Present 
Present  Present 


DELEGATES 


First  District 


First 

Second 

Session 

Session 

BALLARD 

CALLOWAY 

Hugh  Houston 
J.  T.  O’Neill 
R.  W,  Bushart 
C.  Douglas  LeNeave 
C,  J.  Mills 

Donald  Boucher 
W.  Burton  Haley 
Walter  Johnson 
Keith  E.  Ellis 

Present 

Present 

FULTON 

GRAVES 

HICKMAN 

LIVINGSTON 

McCracken 

MARSHALL 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Second  District 

DAVIESS 

HANCOCK 

Coy  Ball 
J.  S.  Oldham 
William  E.  Pearson 
B.  P.  Smith 

Present 

Present 

Present 

Present 

Present 

Present 

The  information  in  the  Roll  Call  was  taken  from  the 
attendance  record  cards  signed  by  the  delegates  prior 
to  the  meetings  of  the  House,  September  21  and  23. 


HENDERSON 

Kenneth  Eblcn 

Present 

Present 

Charles  Kissinger 

Present 

Present 

McLEAN 

Everett  S.  Coleman 

OHIO 

R.  E.  Norsworthy 

Present 

Charles  L.  Price  ( Alt. ) 

Present 

UNION 

Wallas  N.  Bell 

Present 

Present 

WEBSTER 

Paul  M.  Taylor 
Third  District 

Present 

CRITTENDEN 

R.  M.  Brandon 

HOPKINS 

C.  R.  Fisher 

Present 

Present 

F.  S.  Trover 

Present 

Present 

LYON  Max  C.  Salb 

PENNYRILE  MEDICAL  SOCIETY 

CALDWELL 

Billy  G.  Jackson 

Present 

CHRISTIAN 

James  B.  Cox 

Present 

Present 

W.  Faxon  Payne 

MUHLENBERG 

Joseph  K.  Stokes 

Present 

TODD 

Ralph  D.  Lynn 

Present 

TRIGG 

William  N.  Richardson 

Fourth  District 

Present 

Present 

BRECKINRIDGE 

James  G.  Sills 

R.  G.  Chambliss  ( Alt. ) 

Present 

BULLITT 

Patrick  Murphy 

Present 

Present 

GRAYSON 

Charles  L.  Bland 

GREEN 

Harry  B.  Huntsman 

Present 

Present 

HARDIN 

Fred  C.  Rainey 

Present 

Present 

Robert  E.  Robbins 

Present 

Present 

HART 

George  Boeckmann,  Jr. 

Present 

Present 

LARUE 

Marion  A.  Douglass.  Jr. 

Present 

Present 

MARION 

MEADE 

NELSON 

Kenneth  L.  Stinnette 

Present 

Present 

TAYLOR 

Roy  G.  Wilson 

Present 

M.  M.  Hall  (Alt.) 

Present 

WASHINGTON 

Dixie  Snider 

Fifth  District 

Present 

JEFFERSON 

John  D.  Allen,  Jr. 

Present 

Present 

James  G.  Baker 

Present 

Present 

William  H.  Bizot 

Present 

Present 

Thomas  E.  Booth 

Present 

Glenn  W.  Bryant 

Present 

Present 

Peter  C.  Campbell,  Jr. 

Present 

Present 

W.  Neville  Caudill 

Present 

Present 

Elbert  G.  Christian 

Present 

Present 

Morgan  R.  Colbert 

Present 

Present 

Eugene  Conner  ( Alt. ) 

Present 

Fred  E.  Coy,  Jr. 

Present 

Present 

James  Davis  ( Alt. ) 

Present 

John  H.  Doyle 

Present 

Present 

Frank  M.  Gaines,  Jr. 

Present 

Present 

John  N.  Goldsborough 

Present 

R.  F.  Grearhouse 

Present 

Present 

Cecil  L.  Grumbles 

Present 

Present 

Harold  D.  Haller,  Sr. 

Present 

Present 

N.  I.  Handelman 

Present 

Charles  M.  Hargadon 

Present 

Present 

Lonnie  Howerton 

Michael  G.  Kemper 

Present 

Present 

Edward  N.  Maxwell 

Present 

Present 

Robert  L.  McClendon 

Present 

Present 

Clyde  T.  Moore 

Present 

Herman  R.  Moore,  Jr. 

Present 

Present 

Charles  Oberst 

A.  E.  Overstreet  (Alt.) 

Present 

Present 

Bernard  I.  Popham 

Present 

Carroll  H.  Robie,  Jr. 

Present 

W.  Fielding  Rubel 

Present 

Present 

Everert  Sanneman 

Present 

Preset!, 

G.  Randolph  Schrodt 

Present 

Present 

Mark  S.  Sexter 

Charles  C.  Smith,  Jr. 

Present 

Edwin  P.  Solomon,  Jr. 

Sixth  District 

Present 

ADAIR 

J.  C.  Salato 

Present 

Present 

ALLEN 

Earl  P.  Oliver 

Present 

Present 

BARREN 

William  H.  Bryant 

Present 

BUTLER 

CUMBERLAND 

James  W.  Morns 

EDMONSON 

LOGAN 

C.  V.  Dodson 

Present 

METCALFE 

L.  P.  Emberton 

MONROE 

James  E.  Carter 

Present 

SIMPSON 

Douglas  R.  Alvey 

Present 

WARREN 

Harold  Keen  ( Alt. ) 

Paul  J.  Parks 

Present 

Present 

J O Willoughby 

Present 

Present 

754 


(continuous  release  form) 


(diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the ‘nerves’ 

When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications;  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  In 
patients  with  severe  hypertension  or  severe  cardiovasculor  diseose.  Do  not  use  dur* 
ing  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  theropy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
In  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  ogents,  It  may 
occoslonally  couse  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety, 


ond  [itteriness.  in  controst,  CNS  depression  has  been  reported,  in  a few  epileptics 
on  increase  in  convulsive  episodes  hos  been  reported.  Sympathomimetic  cardio- 
vascular  effects  reported  include  ones  such  os  tachycordia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  In  the  ECG  of  a heolthy  young  male  ofter  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  Isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  os  rash, 
urticaria,  ecchymosis,  and  erythema.  Gostroinfesfino/  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  obdomlnol  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoietic  system  Include  two  each  of  bone  marrow 
depression,  ogronulocytosis,  and  leukopenia.  A variety  of  miscellaneous  odverse 
reoctions  have  been  reported  by  physicians.  These  include  comploints  such  os  dry 
mouth,  heodache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysurio,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  toblet 
daily,  swollowed  whole,  in  mldmornlng  (10  o.m.);  TEPANIL:  One  25  mg.  toblet  three 
times  doily,  one  hour  before  meols.  If  desired,  on  odditional  tablet  may  be  given  In 
midevening  to  overcome  night  hunger.  Use  In  children  under  12  yeors  of  oge  Is  not 
recommended.  t.oo6a  / i/7o  / u.s.  patent  no.  3,oot.9io 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Quinamm 

(quinine  suifafe  260  mg.,  aminophylline  195  mg.) 


Prescribing  Information  — Composition:  Each  white,  beveied,  com- 
pressed fabiet  contains:  Quinine  suifote,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps.  Including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  toot  deformities.  Contraindications:  QUINAMM  Is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visuol  distur- 
bances accur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  ta  ane  tablet  follawing  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 

Specific  therapy  for  night  leg  cramps 
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Was  Your  Delegate  Present? 


Seventh  District 

Thirteenth  District 

ANDERSON 

Boyd  Caudill 

BOYD 

G.  C.  Cunningham  (Alt.) 

Present 

Present 

CARROLL 

Edgar  S.  Weaver 

C.  Gordon  Gusslet 

Present 

FRANKLIN 

B.  B.  Baughman 

Present 

Present 

G.  E.  Robinson 

Sandford  L.  Weiler 

Present 

Present 

Clyde  C.  Sparks 

Present 

Present 

GALLATIN 

John  D.  Fielding 

Present 

CARTER 

H.  E.  Shufflebatger 

GRANT 

ELLIOTT 

John  F.  Greene 

HENRY 

GREENUP 

John  O.  Tones 

OLDHAM 

LAWRENCE 

A.  B.  Richards 

Present 

Present 

OWEN 

Maurice  Bowling 

LEWIS 

SHELBY 

Ronald  Waldridge 

Present 

Present 

MORGAN 

Mortis  Peyton 

SPENCER 

William  K.  Skaggs 

ROWAN 

Donald  Blair 

Present 

TRIMBLE 

Carl  Cooper,  Jr. 

Present 

Present 

Fourteenth  District 

Eighth  District 

BREATHITT 

F.  C.  Lewis 

BOONE 

Glenn  F.  Baird 

Present 

FLOYD 

George  Archer 

Present 

Present 

CAMPBELL- 

Carl  J.  Brueggemann 

Present 

Present 

JOHNSON 

Jerry  D.  Fraim 

Present 

Present 

KENTON 

T.  L.  Heavern,  Jr. 

Present 

Present 

KNOTT 

D.  G.  Barker 

Donald  Janney 

LETCHER 

James  B.  Tolliver 

P.  H.  Kiingenberg  (Alt.) 

Present 

MAGOFFIN 

Louis  J.  Nutini 

MARTIN 

Raymond  D.  Wells 

Present 

W.  Vinson  Pierce 

Present 

Present 

PERRY 

Donald  Martin 

Present 

R.  C.  Smith 

Present 

Present 

PIKE 

H.  E.  Altman 

Present 

Raymond  J.  Timmerman 

Present 

Paul  Odom 

Present 

Present 

Ninth  District 

Fifteenth  District 

BATH 

Robin  A.  Byron 

BOURBON 

Richard  Wever 

Present 

BRACKEN 

J.  M.  Stevenson 

Present 

Present 

FLEMING 

R.  W Fidler  (Alt.) 

Present 

Present 

HARRISON 

Don  R.  Stephens 

Present 

Present 

MASON 

M.  B.  Denham 

Present 

NICHOLAS 

W.  M.  Savage  (Alt.) 
W.  R.  Kingsolver 

Present 

PENDLETON 

Robert  L.  McKenney 

ROBERTSON 

SCOTT 

R.  Kendall  Brown 

Present 

Present 

BELL 

Kenneth 

W.  Smith 

Charles 

B.  Stacy 

Present 

CLAY 

W.  E. 

Becknell 

Present 

Present 

HARLAN 

Howard 

L.  Elliott 

Present 

Present 

W.  H. 

Stepchuck  ( Alt. ) 

Present 

Present 

KNOX 

Harold 

L.  Bushey 

Present 

Present 

LAUREL 

John  B 

. Rypstra 

Present 

Present 

LESLIE 

W.  B. 

R.  Beasley 

Present 

WHITLEY 

Roemer 

D.  Pitman 

Present 

Present 

Tenth  District 


FAYETTE 


JESSAMINE 

WOODFORD 


John  F.  Berry,  Jr.  Present 

Leslie  W.  Blakey  Present 

Peter  P.  Bosomworth  Present 
N.  L.  Bosworth  Present 

Thomson  R.  Bryant,  Jr.  Present 
Winston  L.  Burke  Present 

Donald  E.  Edger  Present 

Richard  D.  Floyd  Present 

Richard  F.  Hench  Present 

David  A.  Hull  Present 

Bush  A.  Hunter  Present 

Richard  B.  McElvein  Present 

Porter  Mayo  (Alt.)  

Carl  H.  Scott  Present 

Ben  C.  Stigall  Present 

J.  Sankey  Williams  

George  C.  Reed  Present 


Present 

Present 

Present 

Present 

Present 

Present 

Present 


Present 

Present 

Present 

Present 

Present 


Present 

Present 


Eleventh  District 


CLARK 

ESTILL 

JACKSON 

LEE 

MADISON 

MENIFEE 

MONTGOMERY 

OWSLEY 

POWELL 

WOLFE 


Charles  E.  Terry  

D.  L.  Peterson  

Dwight  L.  Blackburn  

Glynn  Reynolds  Present  Present 

R.  J.  Salisbury  Present  Present 

Arnold  Taulbee  

Charles  Noss  

Sam  E.  Cecil  


Twelfth  District 


BOYLE 

CASEY 

CLINTON 

GARRARD 

LINCOLN 

McCreary 

MERCER 

PULASKI 

ROCKCASTLE 

RUSSELL 

WAYNE 


John  M.  Baird  Present  Present 

Lewis  E.  Wesley  

Earnest  A.  Barnes  

Paul  J.  Sides  Present  Present 

Edward  C.  Bowling  

H.  A.  Perry  

John  S.  Baughman,  III  

John  P.  Hill,  Jr.  Present  

Stephen  B.  Kelley  Present  Present 

George  H.  Griffith  

James  E.  Monin  

Claude  L.  McHargue  


F.A.C.S.  Degree  Awarded  To 
15  Kentucky  Surgeons 

Fifteen  Kentucky  physicians  were  inducted  as  Fel- 
lows of  the  American  College  of  Surgeons  at  the 
organization’s  56th  Annual  Clinical  Congress  in  Chi- 
cago, October  12-16. 

Fellowship,  a degree  entitling  the  recipient  to  the 
designation  F.A.C.S.  following  the  doctor’s  name, 
is  awarded  to  those  surgeons  who  fulfill  compre- 
hensive requirements  of  acceptable  medical  educa- 
tion and  advanced  training  as  specialist  in  one  or 
more  branches  of  surgery,  anJ  who  give  evidence  of 
good  moral  character  and  ethical  practice. 

The  Kentuckians  who  received  this  distinction  at 
the  1970  convocation  are:  Robert  M.  Runge,  M.D., 
Covington;  Thomas  D.  Pruitt,  Jr.,  M.D.,  Harlan; 
George  S.  Beard,  M.D.,  Hartford;  Preston  V.  Dilts, 
Jr.,  M.D.,  Charles  R.  Sachatello,  M.D.,  William  R. 
Jewell,  M.D.,  John  M.  Stoeckinger,  M.D.,  Jonathan 
D.  Wirtschafter,  M.D.,  all  of  Lexington;  Erdogan 
Atasoy.  M.D.  and  Bobby  M.  Deweese,  M.D.,  of 
Louisville;  Jack  L.  Hamman,  M.D.,  Madisonville; 
Henry  B.  Keister,  M.D  , Mayfield;  and  Hal  E.  Hous- 
ton, M.D.,  Murray;  Wally  O.  Montgomery,  M.D., 
and  Frank  E.  Reeder,  M.D.,  of  Paducah. 

The  American  College  of  Surgeons  is  a voluntary 
scientific  and  educational  association  of  surgeons, 
numbering  31,000  in  92  countries.  The  College  was 
founded  in  1913  to  improve  care  of  the  surgical 
patient,  and  has  pioneered  in  many  directions  in  mak- 
ing surgical  care  as  excellent  as  it  is  today. 
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Closed  Suprapubic  Cystotomy 

DEPT.  OF  UROLOGY  U OF  L SCHOOL  OF.  MEDICINE 

amm  . ^ 


TECHHIOUE 


CONTRAIMDICATIOHS 


The  scientific  exhibit  pictured  above,  “Closed  Suprapubic  Cystotomy"  by  Robert  Lich,  Jr.,  M.D.,  Lonnie  W.  Howerton, 
Jr.,  M.D.,  and  Ernest  C.  Holbrook,  M.D.,  all  of  the  department  of  urology  at  the  University  of  Louisville  School  of 
Medicine,  was  given  the  KMA  Gold  Medal  Award  at  the  Annual  Meeting.  The  Silver  Medal  Award  went  to  Paul  M. 
Weeks,  M.D.,  and  William  Jewell,  M.D.,  both  of  Lexington,  for  the  exhibit  “Combined  Ablative-Restorative  Surgery  for 
Head  and  Neck  Cancer.”  Thomas  A.  Kelley,  Jr.,  M.D.,  Louisville,  was  awarded  the  Bronze  Medal  for  “Restoration  of 
the  Physically  Disabled.” 


Author  Addresses  Luncheon 

Ralph  Lee  Smith  addressed  over  300  KMA  mem- 
bers and  their  guests  at  the  President’s  Luncheon, 
October  23. 

Mr.  Smith,  author  of  the  book  At  Your  Own  Risk, 
discussed  a chapter  from  his  well-known  expose  of 
chiropractic. 


Ec- 

on- 

omy! 

Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

I 319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


Julieta  B.  Francisco,  MI.D.,  is  now  practicing  in 
Covington,  Ky.  A native  of  the  Philippines,  Doctor 
Francisco  has  a specialty  in  Internal  Medicine.  He 
completed  his  residency  at  the  St.  Joseph  Hospital  in 
Milwaukee. 


BOARD  CERTIFIED  PSYCHIATRIST. 

Average  daily  census  — 1204;  predominately 
psychiatric  VA  Hospital,  located  in  East  Central 
Indiana.  Special  programs  in  psychiatric  and 
geriatric  rehabilitation;  alcoholic  treatment  unit. 
Active  medical  service.  Family  rental  units  at 
reasonable  rates  usually  available  on  hospital 
grounds.  30  days  leave  annually;  retirement;  health, 
life  insurance  plans  without  physical  examination; 
and  other  benefits.  Will  pay  moving  expenses. 
Salary  $19,643-$29,752  depending  on  qualifications. 
License  any  State  required.  Equal  opportunity 
employer.  Contact  Chief  of  Staff,  VA  Hospital, 
Marion,  Indiana,  46952,  or  call  Area  317,  674-3321. 


WANTED 

GENERAL  PRACTITIONER  TO 
JOIN  ACTIVE  GROUP  IN  LARGE 
NON-OB,  NON-PEDIATRIC  PRAC- 
TICE WITH  LARGE  INDUSTRIAL 
COMPONENT.  WELL  ESTAB- 
LISHED. NEW  BUILDING— X-RAY 
— LABORATORY  FACILITIES  — 
CINCINNATI  AREA.  FUTURE  BO- 
NANZA FOR  RIGHT  PERSON 
WILLING  TO  WORK. 

WRITE  BOX  33 
Cincinnati,  Ohio  45232 
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STATEMENT  OF  OWNERSHIP, 
MANAGEMENT  AND  CIRCULATION 

(Act  of  October  23,  1962;  Section  4369, 

Title  39,  United  States  Code) 

1.  Date  of  filing;  October  1,  1970. 

2.  Title  of  publication  ;THE  JOURNAL  OF  THE  KENTUCKY 
MEDICAL  ASSOCIATION. 

3.  Frequency  of  issue:  montbly. 

4.  Location  of  known  office  of  publication:  3532  Ephraim 

McDowell  Drive,  Louisville,  Kentucky  40205. 

5.  Location  of  the  headquarters  or  general  business  office  of  the 
publishers:  3532  Ephraim  McDowell  Drive,  Louisville,  Kentucky 
40205. 

6.  Names  and  addresses  of  publishers,  editor,  and  managing 
editor:  Publisher — Kentucky  Medical  Association,  3532  Ephraim 
McDowell  Drive,  Louisville,  Kentucky  40205.  Editor — Walter  I. 
Hume,  Jr.,  M.D.,  768  Medical  Towers  South,  Louisville,  Ky. 
40202.  Managing  Editor — Robert  G.  Cox,  3532  Ephraim  Mc- 
Dowell Drive,  Louisville,  Ky.  40205. 

7.  Owner;  Kentucky  Medical  Association. 

8.  Known  bondholders,  mortgagees,  and  other  security  holders 
owning  or  holding  one  per  cent  or  more  of  total  amount 
of  bonds,  mortgages  or  other  securities:  none. 

9.  Nonprofit  organization  authorized  to  mail  at  special  rates 
(Section  132.122,  Postal  Manual):  The  purpose,  function  and 
nonprofit  status  of  this  organization  and  the  exempt  status  for 
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preceding  12  months. 

Average 

No.  Copies  Single 

each  issue  issue 

during  nearest 

preceding  filing 

12  months  date 

A.  Total  no.  copies  printed:  3215  3250 

B.  Paid  circulation 

1.  Sales  through  dealers  and 
carriers,  street  vendors 

and  counter  sales:  129  131 

2.  Mail  subscriptions:  2696  2710 

C.  Total  paid  circulation;  2825  2841 

D.  Free  distribution,  including  samples 

by  mail,  carrier,  or  other  means:  340  362 

E.  Total  distribution:  3165  3203 

F.  Office  use,  left-over,  unaccounted, 

spoiled  after  printing:  50  47 

G.  Total:  3215  3250 


I certify  that  the  statements  made  by  me  above  are  correct  and 
complete. 

Robert  G.  Cox,  Managing  Editor 


Ky.  Group  Installs  President 

Albert  G.  Goldin,  M.D.,  Louisville,  was  Installed 
as  president  of  the  Kentucky  Chapter  of  the  Ameri- 
can College  of  Chest  Physicians,  during  a meeting  of 
the  group  held  during  the  KMA  Annual  Meeting. 

Paul  M.  Walstad,  M.D.,  Harlan,  was  chosen 
president-elect;  Paul  A.  Pichardo,  M.D.,  Glasgow,  is 
secretary-treasurer.  Governor  of  the  group  is  Michael 
Furcolow,  M.D.,  Lexington. 


Tournament  Winners  Announced 

The  winners  of  the  1970  Annual  Doctors  Golf 
Tournament,  held  in  September,  were  recently  an- 
nounced by  Donald  L.  Ware,  M.D.,  Louisville, 
secretary  of  the  Golf  Association. 

The  winners  are;  Low  Gross — first  place,  Arthur  T.  Daus, 
Jr,,  M.D.;  second,  Gordon  L.  Hyde,  M.D.;  third,  Chester  M. 
Blanton,  M.D.;  fourth,  Harold  B.  Graves,  M.D.,  and  Mervel  V. 
Hanes,  M.D.;  Low  Net — first,  John  M.  Karibo,  M.D.;  second. 
Bob  M.  DeWeese,  M.D. ; third,  Walter  L.  Wilson,  M.D.,  and 
Oscar  W.  Thompson  Jr.,  M.D. 

Special  Handicap  winners  are:  first,  Ronald  L.  Levine,  M.D,; 
second,  John  E.  Ryan.  M.D.;  third.  C.  William  Dowden,  M.D., 
and  Donald  L.  Ware,  M.D.  The  Sportsman  Award  went  to 
Bernard  O.  Rand,  M.D.,  and  A.  Evan  Overstreet,  M.D.  The 
Special  Sportsman  Award  went  to  John  B.  Southard.  M.D.  The 
Best  Dressed  Golfer  prize  was  awarded  to  Donald  L.  Ware, 
M.D.;  second,  John  E.  Meyers,  Jr.,  M.D.;  third,  K.  Vincent 
Ziegler,  M.D. 

Winners  may  pick  up  their  prizes  at  Hurstbourne 
Country  Club  Golf  Shop  or  may  receive  them 
through  the  mail  by  contacting  Donald  L.  Ware, 
M.D.,  at  583-8341. 


LEASING 

TAILORED  FOR 

Doctors! 

The  quickest,  easiest, 
most  economical  way  to 
acquire  a car. 

Conserve  your  precious  time 
and  keep  your  cash! 

Let  us  do  your 
Car  shopping  for  you! 

(Any  make  or  model) 


WE  ALSO  LEASE 
Medical  & Surgical  Equipment 
and  Office  Furnishings 


fF/iy  Make  a Capital  Investment? 

General 

LEASING 


CORPORATION 

A DIVISION  OF  KOSTER-SWOPE,  INC. 

3712  FRANKFORT  AVENUE 
Louisville — St.  Matthews 


897-1641 


895-2451 
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Treatment  of  Diabetic  Retinopathy 

(Continued  from  Page  730) 


presented  at  the  Public  Health  Symposium 
on  diabetic  retinopathy  treated  by  photocoag- 
ulation, supported  the  clinical  impression 
that  this  mode  of  treatment  has  been  an  ef- 
fective determinant  to  visual  loss  in  suitably 
selected  cases. In  order  to  arrive  at  a statis- 
tically significant  conclusion,  the  analysis 
made  apparent  the  need  for  numerous  long- 
term controlled  and  accurately  classified  series. 
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Neuroblastoma,  Presenting  Signs 

(Continued  from  Page  732) 


In  many  children  presenting  with  unex- 
plained chronic  complaints,  neuroblastoma 
should  at  least  be  considered  as  a possible 
cause  and  appropriate  simple  tests  applied. 
This  may  initiate  rapid  therapy,  or  prevent 
unnecessary  surgical  procedures  in  proper  pro- 
gramming for  palliation. 
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A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


A realistic 
approach 
to  pain 
relief 


Tmpirin’* 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

'B.W,  & Co.'  narcotic  products  are 
Class  "B",  and  as  such  are  available  on  oral 
prescription,  where  State  law  permits. 

burroughs  WELLCOME  & CO.  (U.S.A.)  INC. 
Tbckahoe,  N.Y. 


The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atr<mine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  s&iation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  66  mg.  (see 
white  section  PDR) . The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  mifavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 


Achrocidin®  Tablets  and  Syrup 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tiic  distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  G astrointestinal—AnoTtx'xdL, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  5/chi— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  A'/ducv— dose-related  rise  in 
BUN.  H \ persensilivity  /■ettcZ/o/ii— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
B/ocx/— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  L/vc/-— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


' LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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—The  lowest  priced  tetracycline— nystatin  combination  available— 
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Angles  make  the  letters  look  tipsy.  Squint  at  the  page  at  arm’s  length. 
Then  try  it  at  ten  feet.  Don’t  suffer  from  the  illusion  that  all  glasses  are 
properly  crafted. 


Rely  on  SOUTHERN  OPTICAL  accuracy 


anxiety: 
the  tyrant 


Excessive  anxiety  can  often  dominate  the  patient  made 
vulnerable  by  illness,  surgery,  prolonged  emotional  stress.  It  can 
induce  or  aggravate  symptoms,  disrupt  medical  management, 
divert  energy  the  patient  needs  for  recovery. 

The  antianxiety  action  of  Librium®  (chlordiazepoxide  HCD— 
used  adjunctively  or  alone— has  demonstrated  clinical 
usefulness  in  virtually  every  field  of  medical  practice  where 
anxiety  complicates  the  patient's  condition. 


for  the  patient 
ruled  by  anxiety 

Librium® 

(chlordiazepoxide 
HCl)  5-mg,  10-mg, 
25-mg  capsules 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  re- 
ported on  recommended  doses,  use 
caution  in  administering  to  addiction- 


prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactatian,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  1 0 mg  or  less 
per  day)  to  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence 
of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective 


measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 
ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with 
dosage  reduction,-  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may 
appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocyto- 
sis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 


Roche 

LABORATORIES 
Division  ol  HoHntdnn-La  Roche  me 
Nutley  New  Jersey  07110 


K E NT  U Gk  Y 


It’s  available  because  of  Medicenter. 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acute 
care  facilities.  A professional  medical  staff  supervises 
all  recuperative  care  under  the  direct  orders  of  each  pa- 
tient’s personal  physician.  Room  rates  are  nominal  — 
about  one-half  the  cost  of  general  hospitals.  And  there’s 
a growing  list  of  insurance  companies  that  already  provide 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  community’s 
health  care  system.  Get  to  know  the  Medicenter  soon.  Your 
visit  or  inquiry  is  welcome  anytime. 


Ylice  Place  to  §et  Well 


Medicenter  of  America  / Hopkinsville  • Louisville,  Kentucky 


TABLETS  & 


GRANULES 


t-  • 


■ to  help  restore 
and  stabilize 
the  intestinal  flora 


Introduced  to  help  reestablish  the  normal  physiology  of  the 
intestinal  tract  in  gastrointestinal  disturbances^,  particularly 
diarrheas  (including  those  resulting  from  antibiotic  therapy), 
Lactinex  is  also  useful  for  reestablishing  the  flora  following  bowel 
surgery,  infant  colic,  mucous  colitis,  foul-smelling  stools,  pruritus 
ani,  flatulence  and  hives.2-3.4.5,6 


■ for  fever  blisters 
and  canker  sores  of 
herpetic  origin 


Lactinex  contains  a viable  mixed  culture  of  both  Lactobacillus 
acidophilus  and  L.  bulgaricus  with  the  naturally  occurring 
metabolic  products  produced  by  these  organisms. 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on  request. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


( #LX06 ) 


Baltimore,  Maryland  21201 
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15:15-16,  October  1965.  (5)  Weekes,  D.  J.:  NY  State  Jour.  Med.,  58:2672-2673,  August  1958.  (6)  Ellis,  S.  and 
Spratt,  J.  S.:  JOUR.  AMER.  GER.  SOC.,  18:410-415,  May  1970. 


PUBLISHED  TO  REPLACE  A PREVIOUS 
ADVERTISEMENT  WHICH  THE  FOOD  AND  DRUG 
ADMINISTRATION  CONSIDERED  MISLEADING 


! 


The  Food  and  Drug  Administration  has  requested  that  we  bring  to  your  attention 
a recent  promotional  campaign  for  Garamycin  Injectable  (gentamicin  sulfate)  which 
featured  a nationwide  in-vitro  hospital  survey  involving  a comparison  of 
sensitivity  patterns  of  Garamycin  Injectable  and  seven  other  antibiotics. 


The  FDA  considers  the  advertising  misleading  in  several  respects  such  as : 


The  in-vitro  chart  contained  in  the  ads,  which  compared  Garamycin  Injectable 
with  seven  other  antibiotics,  implied  that  Garamycin  Injectable  is  clinically  more 
effective  than  the  seven  other  compared  antibiotics.  THE  FACTS  ARE  (1 ) THAT 
DIRECT  EXTRAPOLATION  OF  NONCLINICAL  FINDINGS  TO  CLINICAL 
EFFECTIVENESS  IS  UNWARRANTED,  AND  (2)  THAT  THE  ADVERTISED 
IN-VITRO  COMPARISONS  DO  NOT  CONSTITUTE  A VALID  BASIS  FOR 
SUGGESTING  THAT  GARAMYCIN  INJECTABLE  HAS  GREATER  CLINICAL 
EFFECTIVENESS  THAN  THE  COMPARED  ANTIBIOTICS. 


The  in-vitro  chart  and  information  contained  under  the  ad  heading,  "Indications" 
presented  in-vitro  data  results  in  such  a way  as  to  imply  that  the  drug  is  indicated 
for  Gram-positive  bacteria,  such  as  Staphylococcus  aureus.  GARAMYCIN  INJECTABLE 
IS  NOT  APPROVED  FOR  INFECTIONS  DUE  TO  ANY  GRAM-POSITIVE 
ORGANISMS. 


I 

We  emphasize  that  Garamycin  Injectable  is  approved  for  use  only  in  infections 
due  to  susceptible  strains  of  gram-negative  bacteria,  including  Pseudomonas 
aeruginosa,  and  species  of  indole-positive  and  indole-  negative  Proteus, 

Escherichia  coli,  and  Klebsiella-Aerobacter. 
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gentamicin  I sulfate 
injection 


Each  cc.  contains  gentamicin  suifate  equivalent  to  40  mg.  gentamicin 


BRIEF  SUMMARY 

INDICATIONS  GARAMYCIN  Injectable  is  clinically  effective  in  infections 
due  to  susceptible  strains  of  gram-negative  bacteria,  including  Pseudo- 
monas aeruginosa,  and  species  of  indole-positive  and  indole-negative 
Proteus,  Escherichia  coli,  and  Klebsiella-Aerobacter.  Bacteriologic  studies 
should  be  conducted  to  identify  the  causative  organism  and  to  determine 
its  sensitivity  to  gentamicin  sulfate.  Sensitivity  discs  of  the  drug  are 
available  for  this  purpose.  If  the  susceptibility  tests  indicate  that  the 
causative  organism  is  resistant  to  gentamicin  sulfate,  other  appropriate 
antibiotic  therapy  should  be  instituted. 

This  drug  should  be  limited  to  the  treatment  of  serious  infections 
caused  by  gram-negative  bacteria,  particularly  Pseudomonas  aeruginosa, 
Proteus  and  other  susceptible  organisms,  with  due  regard  for  relative 
antibiotic  toxicity.  Therefore,  the  drug  should  be  considered  for  use 
against  gram-negative:  1.  Bacteremia;  2.  Infected  surgical  wounds;  3. 
Severe  soft  tissue  infections,  including  burns  complicated  by  sepsis;  4. 
Respiratory  tract  infections;  and  5.  Selected  cases  of  urinary  tract  infec- 
tion. 

CONTRAINDICATIONS  GARAMYCIN  Injectable  is  contraindicated  in  in- 
dividuals with  a history  of  hypersensitivity  or  toxic  reactions  to  genta- 
micin. 

WARNINGS  Patients  receiving  treatment  with  GARAMYCIN  should  be 
under  close  clinical  observation  because  of  the  toxicity  associated  with 
the  use  of  this  drug.  Ototoxicity,  vestibular  and  auditory,  can  occur  in 
patients,  primarily  those  with  pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable,  usually  for  longer  periods  or  with  higher  doses 
than  recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  this  should  be 
kept  in  mind  when  it  is  used  in  patients  with  pre-existing  renal  impair- 
ment. Kidney  function  diminished  by  infection  of  the  upper  urinary  tract 
may,  however,  improve  during  effective  treatment  with  GARAMYCIN 
Injectable. 

Concurrent  administration  of  potentially  ototoxic  drugs  such  as  strep- 
tomycin and  kanamycin  or  of  potentially  nephrotoxic  drugs  such  as  poly- 
myxin, colistin,  and  kanamycin  with  gentamicin  sulfate  has  not  been 
shown  to  afford  any  clinical  advantages  and,  moreover  may  result  in 
additive  toxicity.  Monitoring  of  vestibular,  cochlear,  and  renal  function 
will  provide  guidance  for  therapy  in  such  cases. 

PRECAUTIONS  In  patients  with  impaired  renal  function  in  whom  serious 
infection  develops,  serum  concentrations  of  the  drug  may  rise,  with  con- 
sequently increased  risk  of  ototoxicity.  In  these  patients  or  in  those 


in  whom  recommended  dosage  or  duration  of  therapy  must  be  exceeded  as 
a life-saving  measure,  routine  studies  of  kidney  function  should  be  per- 
formed when  possible.  These  may  be  supplemented  by  evaluation  of  the 
vestibular  and  auditory  function  and  measurement  of  serum  concentra- 
tion of  the  drug  when  feasible.  Serum  concentration  of  gentamicin  should 
be  maintained  below  the  range  of  10-12  mcg./ml.  to  reduce  risk  of  oto- 
toxicity. 

Ordinarily,  treatment  should  not  be  given  for  more  than  7 to  10  days 
or  be  repeated  unless  required  for  serious  infection  not  responsive  to 
other  agents. 

As  with  other  antibiotics,  treatment  with  GARAMYCIN  Injectable  may 
occasionally  result  in  overgrowth  of  nonsensitive  organisms.  If  super- 
infection occurs,  appropriate  therapy  is  indicated. 

Safety  for  use  in  pregnancy  or  the  potential  for  fetal  ototoxicity  or 
nephrotoxicity  have  not  been  established.  Studies  in  pregnant  animals 
have  not  revealed  teratogenic  or  ototoxic  effects  in  the  fetus.  GARAMYCIN 
Injectable  should  not  be  used  in  pregnant  patients  or  in  women  of 
childbearing  age  unless  its  use  is  deemed  advisable  by  the  physician. 

ADVERSE  REACTIONS  The  overall  incidence  of  ototoxicity  considered 
related  to  treatment  with  GARAMYCIN  Injectable  was  2.8  per  cent  (16 
of  565  patients).  Contributory  factors  (two  or  more  factors  were  relevant 
to  most  patients)  were  as  follows:  10  had  azotemia,  10  received  a total 
of  1 gram  or  more  of  the  drug,  7 had  recently  received  other  potentially 
ototoxic  antibiotics  (streptomycin  or  kanamycin),  and  5 were  over  60  years 
of  age.  Six  also  had  decreased  high-tone  hearing  acuity,  which  returned 
to  or  toward  normal  in  the  4 patients  retested. 

Analysis  of  BUN  data  indicated  that  4 (2%)  of  172  patients  showed 
increases  in  BUN  that  were  probably  related  to  treatment  with  GARAMYCIN 
Injectable.  Of  20  increases  probably  or  possibly  related  to  treatment,  7 
were  reversible,  9 occurred  in  terminal  patients,  and  4 had  no  follow-up. 

Other  adverse  reactions  associated  with  treatment  were  one  instance 
each  of  urticaria,  decreased  hematocrit,  and  reversible  depression  of 
granulocytes  with  normal  bone  marrow.  Other  rarely  reported  and  pos- 
sibly treatment-related  adverse  reactions  were  anemia,  increased  reticulo- 
cyte count,  rash,  purpura,  drug  fever,  hypotension,  convulsions , twitching, 
salivation,  nausea,  vomiting,  increased  transaminase  activity  (SCOT  or 
SGPT),  increased  serum  bilirubin,  decreased  serum  calcium,  and  joint  pain. 

PACKAGING  GARAMYCIN  Injectable,  40  mg./cc.,  2-cc.  multiple-dose 
vials,  for  intramuscular  administration. 

SCHERING  CORPORATION,  UNION,  NEW  JERSEY  07083 
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When  irritable  colon  feels  like  this 


.in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 


□ belladonna  alkaloids— for  the  hyper- 
active bowel  □ simethicone  — for  ac- 
companying distension  and  pain  due  to 
gas  nphenobarbital- for  associated 
anxiety  and  tension 

Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 


X 


belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 
nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/ sedati  ve/antiflatulent 
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A urinary  tract 
infection  was 
eliminated  last  week 


For  women  who  are  diabetic  or  debilitated,  oral  antibiotic 
therapy  often  sets  the  stage  for  monilial  overgrowth  In  the 
intestine. 


Intestinal  monilial  overgrowth 

has  appeared 
this  week 


When  you  anticipate  such  a problem,  take  action  with 
DECLOSTATIN  300.  It  combines  the  broad-spectrum  potency 
of  demethylchlortetracycline  with  the  antifungai  effectiveness 
of  nystatin  — it  helps  avoid  monilial  take-over.  Experience  has 
shown  DECLOSTATIN  to  be  highly  useful  for  many  women 
patients;  individual  culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

It  doesn’t  let  monilia  begin 
where  bacteria  end. 

Declostatin  300 


Demethylchlortetracycline  HCI  300  mg  and 

Nystatin  500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN®  Demethylchlortetracycline.  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  In  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 
cycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallerg ic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effecfs;  Gastrointestinal  system -anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin- 
maculopapular  and  erythematous  rashes;  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity;  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney -rise  in  BUN,  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
-urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Aduit  Daily  Dosage:  One  tablet  b.i.d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company.  Pearl  River,  New  York 
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e are  grateful  tijat,  titrougf)  tifii  noble  pro= 
feeieiion,  toe  are  able  toitb  ^tsi  guibance  to  gibe 
one  of  tbe  greatest  of  gifts  in  eberp  season. 


J^ap  tbe  threat  ^bpsitian  guibe  our  Ijanbs 
anb  minbs  anb  b^otts,  that  these  gifts  toill 
continue  to  be  giben  freelp  anb  biitb  compassion. 


(i^fficers  anb  tbe  ^taff  of  join  toitb 
me  in  extenbing  to  our  members  anb  tbeir  families, 
sincere  best  toisbes  for  a Jlerrp  Christmas 
Reason  anb  a ?|appp  anb  J^ealtbp  i5em  ^ear. 
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Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

DECEMBER 

PANMED  television  series,  “Students  Look 
at  Drug  Abuse,”  KET  10:30  p.m.  EST 
(9:30  p.m.  CST) 

Postgraduate  Seminar,  Norton  Memorial  In- 
firmary and  Kentucky  Chapter  American 
Academy  of  General  Practice,  Louisville 

Postgraduate  course,  “Practical  Ophthalmol- 
ogy for  the  Primary  Physician,”  University  of 
Kentucky  Medical  Center,  Lexington 

JANUARY 

Symposium,  “Recent  Advances  in  the  Treat- 
ment of  Head  and  Neck  Cancer,”  Health 
Sciences  Center,  University  of  Louisville 
School  of  Medicine,  Louisville 

FEBRUARY 

Symposium,  “Modern  Methods  for  the  Medi- 
cal Work-up,”  University  of  Kentucky  Medi- 
cal Center,  Lexington 


13-15  Postgraduate  course,  “Coronary  Atheroscler- 
otic Heart  Disease:  Prevention,  Treatment  and 
Rehabilitation,”  American  College  of  Physi- 
cians, Atlanta.  Georgia 

18-22  Postgraduate  course,  “Recent  Advances  in 
Interna!  Medicine,”  American  College  of 
Physicians,  Augusta,  Georgia 

20-21  Postgraduate  course,  “Orthopaedic  Challenges 
— Reconstructive  and  Post  Traumatic,”  Cleve- 
land Clinic  Educational  Foundation,  Cleve- 
land 

27-28  “Complications  of  Aniography  and  Other 
Special  Procedures  and  Their  Legal  Implica- 
tions,” Cleveland  Clinic  Educational  Founda- 
tion, Cleveland 

FEBRUARY 

3-4  Symposium,  “General  Practice,”  Cleveland 
Clinic  Educational  Foundation,  Cleveland 

MARCH 

25-26  National  Conference  on  Rural  Health,  “Com- 
munity Health  Programs  for  Tomorrow,” 
American  Medical  Association,  Atlanta, 
Georgia. 


IN  SURROUNDING  STATES 


DECEMBER 

Postgraduate  course,  “Current  Concepts  in 
Opthalmology,”  Cleveland  Clinic  Educational 
Foundation,  Cleveland,  Ohio 

JANUARY 

National  Conference  on  Cancer  of  the  Colon 
and  Rectum,  American  Cancer  Society,  San 
Diego,  Calif. 

Postgraduate  course.  Laryngology  and  Bron- 
choesphagology.  University  of  Illinois, 
Chicago,  Illinois 

Postgraduate  course,  “Fifty  Years  of  Surgical 
Progress,”  Cleveland  Clinic  Educational 
Foundation,  Cleveland,  Ohio 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  winter  and  spring  meetings.  At  the  same 
time  they  are  choosing  the  topics  to  be  discussed, 
arranging  for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities”  cal- 
endar in  The  Journal.  In  this  way  conflicts  in  dates 
can  to  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Ephraim  McDowell  Drive,  Louisville,  Ky. 
40205. 
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ANSWERS  TO  YOUR  QUESTIONS  ABOUT  BLUE  SHIELD 

Q.  What  is  Pre-Admission  Testing  (PAT)? 

A.  PAT  is  a voluntary  program  between  Blue  Cross,  its  Member  Hospitals  and  their  medical  staffs  to 
provide  coverage  for  outpatient  tests  such  as  laboratory  examinations,  x-rays,  and  E.  K.  G.’s  done  at 
the  hospital  prior  to  a scheduled  admission  as  an  inpatient.  Pre-Admission  Testing  is  available  only  at 
a Member  Hospital  which,  with  its  Medical  Staff,  has  executed  formal  agreement  with  Blue  Cross  to 
implement  the  program. 

\ 

Q.  Under  whal  conditions  woidd  PAT  benefits  be  provided? 

A.  PAT  is  designed  to  shorten  the  inpatient  stay  by  having  results  of  testing  available  at  the  time  of  ad- 
mission, so  that  prompt  treatment  can  follow.  PA  T can  also  help  to  alleviate  .some  of  the  bed  shortage 
in  hospitals  where  it  is  utilized,  and  may  permit  better  scheduling  within  x-ray  and  laboratory  departments. 

Q.  Under  what  conditions  would  PAT  benefits  be  provided? 

A.  Three  conditions  are  necessary  for  PAT  benefits  to  apply:  (J)  the  patient  must  be  scheduled  for  admis- 
sion prior  to  the  Pre-Admission  Testing;  (2)  the  u.se  of  PAT  will  reduce  the  length  of  inpatient  stay;  and 
(3)  the  results  will  be  relevant  to  the  diagnosis  an  I medically  valid  at  the  time  the  patient  is  admitted. 

Q.  How  does  PAT  work? 

A.  There  are  four  steps  to  he  followed: 

1.  The  physician  schedules  the  inpatient  admission. 

2.  The  physician  orders  the  Pre-Admission  Testing  in  writing  on  a special  form  provided  by  Blue  Cross. 

3.  The  patient  must  visit  the  hospital  for  testing  prior  to  admission. 

4.  Test  results  are  reported  to  the  physician  and  are  on  the  chart  at  the  time  of  admission. 

Q.  Can  PAT  be  used  to  determine  if  hospitalization  on  an  inpatient  basis  is  necessary? 

i 

^ A.  PAT  is  not  intended  to  determine  if  hospital  care  is  necessary  and  no  payment  would  be  made  for 

testing  done  for  this  purpose. 

Q.  Are  there  increased  dues  to  the  subscriber  for  Pre-Admission  Testing  and  coverage? 

A.  Since  the  tests  covered  by  Pre-Admission  Testing  are  the  type  which  would  have  been  covered  on  an 

inpatient  basis,  there  is  no  dues  increase  associated  with  PAT.  Overall,  PAT  may  help  to  hold  dues 
to  their  present  level  for  a longer  period  of  time. 

Q.  If  a hospital  and  its  Medical  Staff  agree  to  use  PAT,  will  the  physician  be  bound  to  use  only  this 
system? 

A.  PAT  is  a voluntary  program  and  no  physician  will  be  required  to  perform  Pre-Admission  Testing.  PA7 
is  simply  an  approach  designed  to  promote  more  efficient  use  of  hospital  beds. 

Q.  Who  is  eligible  for  PAT  coverage? 

A.  All  Blue  Cross  Members  are  eligible  for  PAT,  who  receive  testing  at  a Member  Hospital  which,  with 
its  Medical  Staff,  has  executed  a formal  agreement  with  Blue  Cro.ss. 

Q.  What  occurs  if  the  scheduled  inpatient  admission  is  cancelled? 

A.  If  the  scheduled  inpatient  admission  is  cancelled.  Blue  Cross  will  not  cover  PAT  charges  except  where 
catastrophic  or  unavoidable  situations  make  admission  impossible.  Special  procedures  will  be  in  effect  at 
each  participating  hospital  for  the  attending  physician  to  request  payment  in  such  ca.ses. 

Q.  How  can  a physician  learn  more  about  Pre-Admission  Testing? 

A.  Any  physician  wanting  more  information  about  PAT  may  contact  the  Professional  Relations  Depart- 
ment, Kentucky  Physicians  Mutual,  Inc.,  3101  Bardstown  Road,  Louisville,  Kentucky  40205. 
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Gone  with  the  wind 


The  gas/acid  group  of  disorders 

“The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas... neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with- 
in comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet,  select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid,  select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  A.:  Med.  Times;)./:  150  (Feb.)  1966. 


Announcing  the  “Antgasid” 


Silain-Gel 


Tablets  : simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas... neutralizes  free  acid 


AH'I^OBINS 


.\.H.  Robins  Company,  Richmond,  Virginia  23220 


One  of  the  doctor’s  most  important  roles  is 
in  education. 

For  his  patients,  the  physician  provides 
the  facts,  supplies  the  rationale,  triggers  the 
action  for  life-saving  health  practices.  To  his 
students,  he  passes  on  his  knowledge  and  the 
benefits  of  his  clinical  experience.  With  his 
colleagues,  he  shares  new  information  and 
concepts. 

Assisting  the  doctor  in  his  teaching  role  is 


a major  function  of  our  professional  educa- 
tion program.  Through  medical  conferences, 
films,  exhibits,  pamphlets,  monographs  and 
other  publications,  we  provide  him  with  the 
most  important  and  current  information  on 
cancer. 

If,  as  Henry  Brooks  Adams  speculated,  “A 
teacher  affects  eternity;  he  can  never  tell 
where  his  influence  stops”,  the  outlook  is 
optimistic. 


i 


1 


[ 


doc'tor  Cdok'ter),  n.  (ME.  doctour,  fr, 
OF.  doctour.  fr.L.  doctor  teacher,  fr. 
docere  to  teach.)  1.  A teacher;  one 
skilled  in  a profession,  or  branch  of 
knowledge;  a learned  man. 
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Clinical  Extension 
of  a pure 
Smooth  Muscle 
Relaxant 


TROCINATF 


Brand  THIPHENAMIL  HCl 


Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 


DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 


DIVERTICULITIS-MUCOUS  COLITIS 


...  the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 


SPASTIC  URETER  . . . the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  ( 1.  Urol. 
73:487-93) 


WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 


400  mg./lOO  mg.  S/C  tablets 


PRESCRIBING  INFORMATION 


RICHMOND,  VIRGINIA  23217 


The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amoimt  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 

Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 


—The  lowest  priced  tetracycline— nystatin  combination  available— 
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PROFESSIONAL  LIABILITY  INSURANCE 


Professional  Protection  Exclusively  since  1899 


LOUISVILLE  OFFICE;  Riley  Lassiter,  Representative 
Suite  260 

Shelbyville  Road  Mall  Office  Center 
400  Sherburn  Lane 

Telephone:  (Area  Code  502)  895-5501 
Mailing  Address:  P.O.  Box  20065,  Louisville,  Kentucky  40220 
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Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


When  mixed  as  directed, 
each  5 cc.  will  contain  erythromyci 
estolate  equivalent  to  125  mg. 
erythromycin  base. 


W When  mixed  as 
^ directed,  each  cc. 

will  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg, 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


The  many 
forms 
of  llosone"^ 

Erythromycin  Estolate 


Each  Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvule  contains 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 
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Thyroid  Disease  in  Child  rent 

Duncan  R.  MacMillan,  M.D.* 

Louisville,  Kentucky 


A high  index  of  suspicion  is  vital  to  early 
detection  of  thyroid  hypof unction.  The 
images  of  cretinism  and  juvenile  myxe- 
dema are  presented. 

The  spectrum  of  thyroid  disease  in 
childhood  is  similar  to  that  in  adults, 
but  its  manifestations  differ  in  one  ma- 
jor respect;  they  are  superimposed  upon  a 
growing,  developing  individual.  Hypothyroidism 
is  thus  associated  with  arrest  of  linear  growth 
and  retardation  of  development,  while  hyper- 
thyroidism is  associated  with  a degree  of 
linear  over-growth. 

Hypothyroidism  comprises  approximately 
two-thirds  of  all  thyroid  disease  in  childhood^ 
and  will  be  the  principal  topic  of  this  discus- 
sion. Graves  Disease  occurs  throughout  child- 
hood, particularly  in  the  pre-adolescent  and 
adolescent  girl,  but  presents  few  problems 
unique  to  the  pediatric  age  group,  and  will 
not  be  considered  further. 

Goiter  in  childhood  occurs  with  considerable 
frequency  and  represents  either  a)  a metabolic 
disturbance  such  as  an  enzymatic  defect,  in- 
gestion of  a goitrogen.  Graves  Disease,  etc.,  or 
b)  an  inflammatory  process  such  as  Hashi- 
moto’s  Disease,  or  c)  tumor  formation. 
Through  appropriate  studies  an  attempt  should 
be  made  to  determine  the  etiology  of  all  child- 
hood goiters.  Merely  descriptive  terms  such  as 


f Presented  at  the  Norton  Memorial  Infirmary  12th 
Annual  Post  Graduate  Medical  Seminar,  Louisville, 
Kentucky,  December  18,  1969 

* Associate  Professor,  Department  of  Pediatrics,  Uni- 
versity of  Louisville  School  of  Medicine. 
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simple  goiter,  colloid  goiter,  and  adolescent 
goiter  should  be  avoided. 

In  childhood,  loss  of  thyroid  function  after 
the  age  of  two  or  three  years  of  life  will 
result  in  the  characteristic  features  of  myxede- 
ma, plus  growth  retardation,  but  no  perma- 
nent intellectual  impairment.-  In  contrast,  in- 
adequate thyroid  function  in  utero  or  during 
the  most  rapid  periods  of  brain  myelinization, 
which  occur  during  the  first  two  or  three  years 
of  postnatal  life,  results  in  the  clinical  picture 
of  cretinism,  with  short  stature,  classic  body 
and  facial  configuration,  and  often  irreparable 
central  nervous  system  damage.^ 

Cretinism 

In  the  majority  of  cases,  cretinism  is  the 
result  of  a congenital  agenesis  or  dysgenesis 
of  the  thyroid  gland.  Rarely  it  is  due  to  an 
inborn  enzymatic  defect,  iodine  deficiency  in 
the  mother,  or  ingestion  of  goitrogens  by  the 
mother.  In  the  athyrotic  cretin  signs  and 
symptoms  of  hypothyroidism  may  antedate 
delivery.  The  mother  may  notice  a paucity  of 
fetal  movements,  and  x-rays  at  the  time  of 
birth  may  show  retardation  of  fetal  skeletal 
maturation.  Irreparable  brain  damage  may 
also  have  occurred  as  the  result  of  fetal  thyroid 
deprivation.  Although  a small  amount  of 
transfer  of  thyroid  hormone  from  mother  to 
fetus  may  occur,  in  most  instances  this  is  not 
adequate  to  support  normal  maturation  of  the 
CNS  and  skeleton.-^ 

Although  many  texts  suggest  that  cretinism 
cannot  be  diagnosed  early  in  the  newborn 
period,  the  perceptive  examiner  with  a high 
index  of  suspicion  can  make  this  diagnosis  in 

787 


Thyroid  Disease  in  Children — MacMillan 


the  newborn  nursery.  Among  the  most  char- 
acteristic features  of  cretinism  in  the  newborn 
period  is  nasal  stuffiness.  Nasal  obstruction  is 
such  that  the  infant  frequently  chokes  and 
gags  during  feeding  and  after  several  unsuc- 
cessful attempts  at  feeding  will  refuse  the 
nipple  and  go  quietly  back  to  sleep. ^ At  this 
time  the  baby  will  seem  floppy,  mottled,  and 
have  a rather  hoarse  cry.  Physiological  jaun- 
dice may  be  more  marked  and  more  prolonged 
than  usual. 

Later  in  the  first  month  of  life  symptoms 
of  lethargy,  constipation,  feeding  difficulties, 
respiratory  problems,  dry  skin,  thick  tongue, 
hoarse  cry,  and  umbilical  hernia  may  fail  to 
arouse  much  attention,  because  the  infant  is 
such  a “good”  baby.  The  infant  generally 
sleeps  through  the  night  without  feeding  and, 
although  he  feeds  poorly,  fusses  very  little. 

The  physician  examining  a cretin  in  the 
first  six  months  may  overlook  many  of  the 
characteristic  physical  findings  unless  he  has  a 
high  index  of  suspicion.  Umbilical  hernia, 
lethargy,  and  retarded  growth  are  obvious  in 
most  cases  during  this  period.  Because  the 
weight  is  less  retarded  than  the  length,  the 
physician  may  underestimate  the  true  degree 
of  growth  failure  in  these  children,  if  he 
focuses  attention  only  on  weight.  By  the  time 
the  full  syndrome  consisting  of  pot  belly,  dry 
skin,  large  tongue  myxedema,  hypothermia, 
brady-cardia,  refractory  anemia,  and  easily 
recognizable  retardation  of  growth  and  devel- 
opment develops,  most  physicians  will  diagnose 
cretinism;  but  by  then  it  may  be  too  late  for 
full  salvage  of  mental  development. 

Where  the  physician  does  not  have  a high 
index  of  suspicion,  the  subtle  signs  will  fre- 
quently be  mis-diagnosed  as  iron  deficiency 
anemia  and  iron  therapy  instituted.  The 
anemia  of  cretinism  does  not  respond  to  iron 
but  responds  promptly  to  thyroid  replacement. 

The  laboratory  substantiation  of  a clinical 
suspicion  of  cretinism  must  be  undertaken 
with  care.  As  FBI  values  normally  run  from 
8-12  ug%  in  the  first  two  weeks  of  Jife,  a 
value  in  the  usual  “normal”  range  for  this 
index  of  thyroid  function  does  not  exclude 
cretinism  during  this  period.®  In  untreated 
cretinism,  the  serum  cholesterol  may  not  be 
elevated  during  the  first  year  and  cannot  be 


counted  upon  as  a diagnostic  tool.^  The  sim- 
plest screening  test  for  cretinism  is  an  x-ray  of 
the  knee  joint.  Failure  of  ossification  of  the  up- 
per tibial  and  lower  femoral  epiphyses  is  sug- 
gestive of  cretinism  unless  the  infant  is  prema- 
ture. Where  ossification  of  these  epiphyses  has 
not  occurred  in  an  infant  suspected  of  having 
cretinism,  a tracer  dose  of  radioiodine  to 
demonstrate  the  presence  or  absence  of  a 
functioning  thyroid  is  indicated.  A diagnosis 
of  athyrotic  cretinism  may  thus  be  quickly 
confirmed  or  ruled  out  by  these  two  tests. 
Estimation  of  the  serum  thyroxin,  T3  uptake, 
and  alkaline  phosphotase  are  other  suggested 
confirmatory  tests. 

The  treatment  of  cretinism  may  be  instituted 
at  a definitive  dose  level,  providing  thyroxin 
is  used  and  the  rapid  effect  of  trioiodo- 
thyronine,  which  is  found  in  preparations  of 
desicated  thyroid,  is  avoided.  A dose  of  100 
micrograms  of  L-thyroxin  may  be  started 
immediately  upon  diagnosis.  As  it  will  take  a 
little  over  one  week  for  the  full  accummulative 
effect  of  this  dose  to  be  manifest,  one  need 
not  fear  precipitation  of  adrenal  insufficiency 
or  cardiac  failure  by  abrupt  institution  of  this 
definitive  dose.  This  also  avoids  the  delay  in 
reaching  a definitive  level  associated  with  the 
frequently  used  progression  from  a quarter 
grain  of  desicated  thyroid  up  to  one  grain, 
which  may  consume  many  weeks  or  months  of 
this  vital  period  of  development.  One  hundred 
ug  to  150  ug  of  l-thyroxin,  the  equivalent  of 
one  to  one  and  one-half  grains  of  desicated 
thyroid,  should  be  an  adequate  dose  for  the 
first  two  years,  with  adjustments  in  dosage 
being  based  on  growth,  maturation  and  the 
disappearance  of  the  clinical  features  of  myxe- 
dema and  hypothyroidism.  Proper  treatment 
should  result  in  the  restoration  of  normal 
growth  to  these  children,  although  some  im- 
pairment of  mental  development  frequently 
remains.  The  earlier  treatment  is  instituted, 
the  better  for  the  individual  patient.  However, 
the  severity  of  the  cretinism  at  the  time  of  the 
diagnosis  adversely  affects  the  outlook,  so  that 
a florid  cretin  treated  at  two  months  of  age 
may  not  do  as  well  as  a cretin  picked  up  on 
subtle  signs  and  symptoms  at  four  months  of 
age.  Although  studies  by  some  authorities 
suggest  that  close  to  fifty  percent  of  cretins 
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treated  before  the  age  of  six  months  will  reach 
an  IQ  of  90  or  above,  the  experience  of 
others  is  considerably  less  favorable,®  and 
strenuous  efforts  to  diagnose  and  treat  cre- 
tinism in  the  neonatal  period  are  essential  in 
order  to  give  these  children  a reasonable 
chance  for  normal  mental  development. 

Juvenile  Myxedema 

Juvenile  myxedema  is  hypothyroidism  ac- 
quired after  the  first  few  years  of  life  and  may 
result  from  failure  of  functioning  remnants  of 
dysgenetic  thyroids,  decompensation  of  a pre- 
viously existing  metabolic  error  or  destruction 
by  chronic  inflammatory  processes  such  as 
Hashimoto’s  Disease.  The  most  conspicuous 
manifestations  are  a retardation  of  linear 
growth  and  a delay  in  physical  and  sexual 
maturation.  Symptoms  such  as  intolerance  to 
cold,  dryness  of  skin  and  hair,  constipation, 
increased  weight  and  diminished  vigor  are 
generally  found.  Although  cerebration  may  be 
slow,  these  children  are  frequently  good 
“plodders”  and  do  fairly  well  in  school,  in- 
sulated from  many  of  the  distractions  that 
beset  the  average  school  child.  Physical  exam- 
ination reveals  skin  puffiness,  dryness  and 
roughness,  pallor  and  carotinemia,  as  well  as 
other  changes  which  characterize  the  adult 
myxedema  patient.  The  pulse  is  slow  and  the 
deep  tendon  reflexes  show  the  slow  relaxation 
phase  characteristic  of  myxedema. 

Laboratory  investigation  should  include  a 
radioactive  uptake  and  scan  of  the  thyroid,  as 
well  as  some  measurement  of  thyroxin  iodine. 
The  cholesterol  is  almost  invariably  elevated 
and  the  bone  age  retarded.  Unless  there  is 
some  suggestion  of  hypopituitarism,  a trial  of 
thyroid  is  indicated  without  additional  study. 
Failure  of  a growth  spurt  to  occur  after  six 
months  is  an  indication  for  a pituitary  work-up 
including  skull  x-ray,  thyroid  stimulation  test 
(TSH),  growth  hormone  assay  and  metapirone 
test.  As  the  period  of  critical  brain  develop- 
ment is  passed  and  some  risk  of  Addisonian 
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crisis  exists  in  a hypopituitary  child  started 
abruptly  on  thyroid,  a stepwise  approach  to 
thyroid  replacement  is  more  appropriate  in 
juvenile  myxedema. 

The  response  of  the  patient  with  acquired 
hypothyroidism  to  thyroid  replacement  is  most 
gratifying,  in  that  growth  accelerates,  excess 
weight  is  lost,  the  coarseness  of  the  features 
disappears  and  vigor  is  restored.  The  slowness 
of  the  mental  responses  is  replaced  by  mental 
alertness.  Initially,  however,  the  child’s  school 
performance  may  deteriorate  as  a greater 
awareness  and  responsiveness  to  distracting 
stimuli  develops,  almost  as  if  “blinkers”  were 
removed.  As  adjustment  to  the  “new”  environ- 
ment occurs,  the  all-round  school  performance 
will  generally  surpass  that  during  the  hypothy- 
roid period,  providing  that  new  activities  do 
not  make  excessive  inroads  into  time  reserved 
for  study.  The  gratifying  response  to  thyroid 
replacement,  available  to  the  young  person 
laboring  with  the  afflictions  of  juvenile  myxe- 
dema, provides  the  physician  with  another 
incentive  for  the  early  diagnosis  of  hypo- 
thyroidism in  children. 

The  images  of  the  mentally  retarded  child 
whose  intellect  might  have  been  saved  by  the 
early  diagnosis  of  cretinism  and  of  the  older 
child  restored  from  juvenile  myxedema  to  a 
full  and  active  childhood  should  be  retained 
by  every  physician  caring  for  children.  Hope- 
fully, they  will  generate  the  “high  index  of 
suspicion”  vital  to  the  early  detection  of  thyroid 
hypo-function. 
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Recurrent  Infectious  Mononucleosist 
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A recurrent  case  of  infections  mononucle- 
osis is  reported.  The  young  man  fulfilled 
the  clinical,  hematological  and  serologi- 
cal criteria  for  the  diagnosis  at  the  age 
of  22  and  again  three  years  later.  He  was 
completely  tvell  during  the  interval 
period. 

IF  THE  diagnosis  of  infectious  mononucle- 
osis is  restricted  to  those  cases  having  the 
clinical,  hematological,  and  serological 
findings  of  the  disease,  then  the  recorded 
cases  of  recurrent  infectious  mononucleosis  in 
the  literature  become  very  rare  indeed. 

Hoagland,^  in  his  wonderful  book  based  on 
500  consecutive  cases  of  infectious  mono- 
nucleosis studied  over  a 20  year  period,  states 
he  has  never  seen  a recurrent  case.  Bender, ^ 
in  1962,  after  searching  for  20  years,  reported 
a case  of  a 28-year-old  male  student  with 
classical  infectious  mononucleosis.  The  pa- 
tient’s heterophil  titer  was  positive  1:1792 
and  after  guinea  pig  absorption  was  positive 
1:896.  Past  history  of  this  patient  led  to  a 
review  of  a previous  hospital  record  at  the  age 
of  23.  At  that  time  he  had  the  usual  clinical 
and  hematological  picture  of  infectious  mono- 
nucleosis. The  heterophil  titer  was  positive 
1:112,  but  no  absorption  studies  were  done. 

Kaufman,®  in  1950  reported  12  cases  out 
of  a total  series  of  125  that  he  felt  had  recur- 
rent attacks.  His  criteria  for  diagnosis  was  “at 
least  one  typical  blood  smear  with  numerous 
abnormal  cells  of  the  mononuclear  series  plus 
either  a positive  heterophil  agglutination  re- 
action or  a compatible  clinical  picture  or  both.” 
He  did  not  state  what  titer  of  heterophil 
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agglutination  or  absorption  studies  were  re- 
quired. In  none  of  the  12  cases  were  heterophil 
agglutinations  done  on  both  the  first  and 
recurrent  episode  of  the  illness.  In  several 
cases  the  initial  or  recurrent  illness  was  diag- 
nosed by  a physician  other  than  the  author  or 
by  a student  health  servcie.  In  case  three  the 
author  states,  “blood  smears  and  agglutination 
tests  were  not  performed,  but  there  is  little 
doubt  that  this  was  a second  recurrence  of 
infectious  mononucleosis.”  I do  not  feel  that 
Kaufman’s  criteria  are  adequate  for  the  diag- 
nosis of  infectious  mononucleosis. 

Patterson  and  Pinniger'*  report  cases  of  re- 
current infectious  mononucleosis  in  which  some 
attacks  were  not  documented  by  hematologic 
or  serologic  data. 

Isaacs,®  in  an  article  entitled  “Chronic 
Mononucleosis,”  states  that  he  had  53  cases 
out  of  206  where  symptoms  persisted  from  3 
months  to  4 years.  The  symptoms  were  fatigue, 
exhaustion,  aching  of  the  legs,  weakness,  and 
depression.  He  reported  evening  temperature 
elevations  from  99.8  to  101,  splenomegaly, 
depressed  blood  pressure,  depressed  blood 
sugar,  and  a depressed  urine  specific  gravity. 
He  states  that  all  cases  had  infectious  mono- 
nucleosis cells  in  the  peripheral  smear  of  the 
“mature  type”  and  that  these  ranged  from  1 
to  7%  of  the  total  white  blood  cell  count.  In 
no  case  was  the  heterophil  agglutination  titer 
higher  than  1:64.  Some  of  these  cases  might 
be  considered  to  be  recurrent  infectious  mono- 
nucleosis; but  again  I feel  that  his  criteria  are 
not  sufficient  for  a definite  diagnosis  of  the 
disease. 

The  following  case  would  seem  to  fulfill  the 
clinical,  hematological  and  serological  criteria 
for  infectious  mononucleosis  in  the  initial  and 
recurrent  attack.  It  is  therefore  reported  be- 
cause of  its  rarity  and  because  of  the  diffi- 
culty that  it  posed  for  the  physician,  who 
assumed  that  recurrent  infectious  mononucle- 
osis did  not  occur. 
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Report  of  a Case 

A 22-year-old  predental  student  was  hos- 
pitalized on  3-4-67  with  an  eight-day  history  of 
severe  chills,  fever,  sore  throat,  headache  and 
malaise.  Two  days  before  admission  he  had 
some  nausea  and  occasional  vomiting.  His  past 
health  had  always  been  excellent.  Physical 
examination  revealed  an  acutely  ill  dehydrated 
young  male.  His  temperature  was  1 0 1 p.o.  There 
was  lymphadenopathy  of  the  cervical,  axillary 
and  inguinal  areas.  The  liver  and  spleen  were 
not  palpable.  The  hemoglobin  was  15.2 
grams%  and  the  WBC  was  12,300  with  neu- 
trophils 44%,  eosinophils  1%,  monocytes  2%, 
lymphocytes  13%,  and  atypical  lymphocytes 
40%.  The  mono  test  was  strongly  positive. 
The  chest  film,  VDRL,  and  urinalysis  were 
all  normal.  Liver  function  tests  revealed  an 
SCOT  of  156  units,  total  bilirubin  of  0.6mg%, 
and  a cephalin  flocculation  of  3+  in  24  and 
48  hours.  Four  subsequent  WBC’s  ranged 
from  16,500  to  13,200  with  atypical  lympho- 
cytes of  51%,  44%,  54%  and  48%.  The 
neutrophil  counts  were  44%,  31%,  33%  and 
26%  respectively.  The  patient  was  treated  with 
prednisone  with  excellent  results  and  dis- 
charged 1 3 days  after  admission  on  no 
medications  and  asymptomatic. 

The  patient  was  next  seen  one  month  prior 
to  his  second  admission  with  vague  upper 
abdominal  distress  and  no  positive  physical 
findings.  No  treatment  was  given. 

On  5-15-70  he  was  again  hospitalized  with 
a five-day  history  of  severe  headache,  chills, 
fever,  anorexia,  nausea  and  occasional  vomit- 
ing after  eating.  His  temperature  was  102.6 
p.o.  and  he  appeared  acutely  ill.  There  was  a 
slight  cervical  and  more  marked  inguinal 
lymphadenopathy.  The  rest  of  the  physical 
examination  was  normal.  The  admitting  blood 
count  revealed  a hemoglobin  of  16.3  grams  %, 
WBC  7,000  with  neutrophils  45%,  eosinophils 
10%,  monocytes  6%,  lymphocytes  32%  and 
atypical  lymphocytes  7%.  The  mono  test  was 
negative.  Urinalysis  SCOT,  total  bilirubin, 
alkaline  phosphatase,  VDRL  and  chest  film 
were  all  normal  on  admission. 


In  spite  of  the  suggestive  clinical  and 
hematological  findings  for  a diagnosis  of  in- 
fectious mononucleosis,  it  was  not  seriously 
considered  because  of  the  feeling  that  recurrent 
infectious  mononucleosis  did  not  occur.  Some 
small  comfort  was  obtained  from  the  negative 
mono  test. 

The  patient  continued  to  have  a hectic 
febrile  course  and  was  treated  only  with 
analgesics.  Multiple  studies  were  done  to 
establish  a diagnosis.  Agglutinations  for  bru- 
cella abortus,  proteus  OX- 19,  paratyphoid  A 
and  B,  and  typhoid  O and  H were  normal. 
A thick  blood  smear  for  malaria,  LE  cell 
preparation,  electrophoretic  protein  study,  3 
stools  for  ova  and  parasites,  3 blood  cultures, 
serum  amylase,  and  sedimentation  rate  were 
all  negative  or  normal.  Gallbladder  and  upper 
gastorintestinal  x-rays  were  normal.  Bone  mar- 
row examination  revealed  no  abnormality  ex- 
cept slight  eosinophilic  hypercellularity.  The 
erythrocytic  series,  platelets,  megakaryocytes, 
plasmacytes  and  reticulum  cells  appeared 
normal.  No  parasites  or  foreign  body  cells 
were  found.  Bone  marrow  cultures  were  nega- 
tive on  multiple  media.  Lymph  node  biopsy 
revealed  only  slight  hyperplasia  with  no  spe- 
cific type  of  reaction.  Muscle  biopsy  was 
normal. 

On  the  ninth  day  of  hospitalization  the 
WBC  was  15,000  with  neutrophils  29%, 
eosinophils  14%,  monocytes  2%,  lymphocytes 
39%  and  atypical  lymphocytes  16%.  On  the 
eleventh  and  thirteenth  hospital  days  the 
mono  test  was  positive.  At  this  time  the 
heterophil  agglutination  was  positive  1:112 
and  with  guinea  pig  absorption  was  positive 
1:14.  There  was  no  agglutination  after  absorp- 
tion with  beef  erythrocytes.  On  the  eighteenth 
hospital  day  the  WBC  was  20,400  with  neu- 
trophils 35%,  eosinophils  3%,  monocytes  9%, 
lymphocytes  19%,  and  atypical  lymphocytes 
32%. 

After  the  diagnosis  of  infectious  mono- 
nucleosis was  finally  made  the  patient  was 
started  on  prednisone  therapy  with  an  excel- 
lent clinical  response.  The  drug  was  reduced 
in  a step-wise  manner  and  he  was  discharged 
on  6-6-70  on  10  mg.  of  prednisone  daily. 
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A WBC  on  6-12-70  was  13,100  with 
neutrophils  26%,  monocytes  2%,  eosinophils 
3%,  lymphocytes  59%  and  atypical  lympho- 
cytes 10%.  All  therapy  was  stopped  and  on 
6-26-70  the  patient  was  asymptomatic  with  a 
WBC  of  11,400.  The  neutrophils  were  45%, 
monocytes  5%,  eosinophils  8%,  lymphocytes 
38%  and  atypical  lymphocytes  7%. 

Comment 

Until  very  recently,  all  attempts  at  identify- 
ing the  etiologic  agent  or  agents  of  infectious 
mononucleosis  were  unsuccessful.  In  1968, 
several  groups  of  workers®-  ® demonstrated  a 
relationship  between  patients  with  infectious 
mononucleosis  and  the  Epstein-Barr  virus 
(EBV).  If  the  EBV  is  proven  to  be  the  cause 
of  infectious  mononucleosis  and  if  the  observa- 
tion made  by  Lehane®  and  others  that  the  pres- 
ence of  EBV  antibodies  prevents  the  develop- 
ment of  clinical  infectious  mononucleosis,  this 
would  explain  why  recurrent  cases  are  so  rare. 


Further  work  in  this  area  will  be  awaited  with 
great  interest. 

Undoubtedly,  many  cases  of  infectious 
mononucleosis  are  falsely  diagnosed.  The 
mother’s  statement  that  her  child  “has  had  in- 
fectious mono  three  times”  is  all  too  familiar. 
It  is  a very  socially  acceptable  disease  in  this 
era  and  is  almost  sure  to  excuse  the  patient 
from  two  to  six  weeks  of  school.  On  the  other 
hand,  as  reported  here,  it  apparently  can  re- 
cur, even  using  the  strictest  criteria. 
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create  additional  interest  and  encourage  greater 
readership. 

Footnotes  and  bibliographies  should  conform  to 
the  style  of  the  Quarterly  Cumulative  Index  Medicus 
published  by  the  American  Medical  Association.  This 
requires  in  the  order  given  name  of  author,  title  of 
article,  name  of  periodical,  with  volume,  page,  month 
— day  of  month  if  weekly — and  year.  The  Journal  of 
the  KMA  does  not  assume  responsibility  for  the 
accuracy  of  references  used  with  scientific  articles. 


Memos 

All  scientific  material  appearing  in  The  Journal  is 
reviewed  by  the  Board  of  Consultants  on  Scientific 
Articles.  The  editors  may  use  up  to  six  illustrations, 
with  the  essayist  bearing  the  cost  of  all  over  three 
one-column  halftones. 

Arrangements  for  reprints  of  an  article  should  be 
made  directly  with  the  publisher  of  The  Journal, 
Gibbs-Inman  Printing  Company,  817  W.  Market  St., 
Louisville,  Ky. 

The  bylaws  of  the  Kentucky  Medical  Association 
provide  that  all  scientific  discussions  and  papers  read 
before  the  KMA  Annual  Meeting  shall  be  referred 
to  the  KMA  Journal  for  consideration  for  publication. 
The  bylaws  further  state  that  the  editor  or  the  as- 
sociate editor  may  accept  or  reject  these  papers  as  it 
appears  advisable  and  return  them  to  the  author  if  not 
considered  suitable  for  publication. 

Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Ephraim 
McDowell  Drive,  Louisville,  Kentucky  40205. 


792 


December  1970  • The  Journal  of  < 


Thank  You 


The  Journal  approaches  its  sixty-eighth 
Christmas  this  month.  For  all  of  us  the 
year  past  has  been  an  eventful  one,  and 
we  welcome  the  year-end  holiday  season  as  a 
bit  of  a respite,  and  a chance  to  review  our 
course.  We  at  The  Journal  of  the  Kentucky 
Medical  Association  well  know  how  much  we 
are  indebted  to  others  for  the  success  of  this 
past  year,  and  take  pleasure  in  acknowledg- 
ing their  contributions  herewith. 

Many  fine  scientific  articles  have  been  pub- 
lished, including  further  items  in  the  continu- 
ing series  entitled  “Medical  Progress.”  Our 
thanks,  too,  to  the  scientific  editorial  consult- 
ants; their  largely  unsung  labors  of  love,  in 
reading  and  commenting  on  papers  submitted, 
form  a core  around  which  this  Journal  is  buUt. 

Several  physicians  have  contributed  special 
articles,  some  have  been  regular  columnists, 
and  many  have  helped  us  along  with  news 
items  of  interest.  To  all  of  these  doctors  we 
are  indebted. 

For  their  very  real  advice  and  counsel  we 
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extend  our  appreciation,  also,  to  the  adminis- 
tration and  faculty  of  each  of  the  medical 
schools  in  Kentucky.  They  form  a base  upon 
which  our  medical  culture,  heritage  and  edu- 
cation can  grow,  and  they  have  been  con- 
sistently helpful  and  cooperative.  For  this 
pleasant  relationship  we  are  grateful. 

To  the  companies  whose  advertising  has  been 
presented  on  these  pages,  we  offer  our  thanks 
for  their  confidence  and  support.  Such  support 
enables  us  to  present,  with  reasonable  econ- 
omy, the  ongoing  story  of  Kentucky  medicine 
to  its  participants  — you,  the  physicians  of 
this  state.  We  appreciate  that  opportunity. 

To  all  these  people  — to  all  involved  in  any 
way  in  the  fascinating  and  complex  process  of 
medical  care  in  Kentucky  this  past  year  — we 
say  well  done.  Thank  you  for  our  efforts. 
May  your  frustrations  diminish  and  your  peace 
of  mind  increase. 

Merry  Christmas. 

Walter  I.  Hume,  Jr.,  M.D. 


JOURNEYS  END 


when  on  my  day  of  life  the  night  is  falling, 

And,  in  the  wind  from  unsunned  spaces  blown, 

I hear  far  voices  out  of  darkness  calling 
My  feet  to  paths  unknown; 

Thou,  who  hast  made  my  home  of  life  so  pleasant. 
Leave  not  its  tenant  when  its  walls  decay; 

0 Love  Divine,  O Helper  ever  present, 

Be  Thou  my  strength  and  stay. 

1 have  but  Thee,  my  Father!  let  Thy  Spirit 
Be  with  me  then  to  comfort  and  uphold; 

No  gate  of  pearl,  no  branch  of  palm  I merit. 

Nor  street  of  shining  gold, 

Stiffice  it  if  — my  good  and  ill  unreckoned. 

And  both  forgiven  thro’  Thine  a-bounding  grace  — 

I find  myself  by  hands  familiar  beckoned 
Unto  my  fitting  place. 

Some  humble  door  among  Thy  many  mansions, 

Some  sheltering  shade  where  sin  and  striving  cease. 
And  flows  forever  through  heaven’s  green  expansions 
The  river  of  Thy  peace. 

There,  from  the  music  round  about  me  stealing, 

I fain  would  learn  the  new  and  holy  song. 

And  find  at  last,  beneath  Thy  trees  of  healing. 

The  life  for  which  I long. 


John  Greenleaf  Whittier  (1807-1892) 
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Deceased  Kentucky  Physicians 


Salvador  Adriano,  Erlanger 
Alexander  John  Alexander,  Lexington 
Moses  Algaze,  Ashland 
Omar  Copeland  Amstutz,  Irvine 
George  Fielding  Ballard,  Harrodsburg 
James  Dudley  Banta,  Lexington 
Leonard  S.  Berman,  Maysville 
Max  Ewart  Blue,  Richmond 
Martin  Harold  Boldt,  Louisville 
Horace  Signor  Brannon,  Covington 
Allen  Burgess  Carter,  Paintsville 
Willie  Farmer  Carter,  Pleasureville 
Claud  Wilbur  Chappell,  Louisville 
Garland  Hunt  Clark,  Winchester 
William  C.  Cloyd,  Richmond 
Armand  Earl  Cohen,  Louisville 
Thomas  Benton  Coleman,  Louisville 
Ward  Louis  Corum,  Louisville 
Irwin  H.  Cutler,  Louisville 
Herbert  G.  Davis,  Glasgow 
Tracy  I.  Doty,  PikevUle 
Kathryn  C.  Epple,  Mexico,  Mo. 

Lawrence  K.  Epple,  Mexico,  Mo. 

Max  Ervin,  Louisville 
Ernest  Morrison  Ewers,  Nashville,  Tenn. 
Clifton  George  Follis,  Glasgow 
Winfield  S.  Gabhart,  Harrodsburg 
Lawrence  Ullis  Gilliam,  Corbin 
William  Albert  Graham,  Flemingsburg 
Thomas  A.  Griffith,  Simpsonville 
Allen  Evans  Grimes,  Lexington 
Charles  E.  Hall,  Pikeville 
Fred  Turnley  Harned,  Jr.,  Hopkinsville 
*List  of  names  of  deceased  physicians  available  to 


Rex  Edward  Hayes,  Glasgow 
Charles  Bowman  Johnson,  Russell 
Arch  D.  Kennedy,  Louisville 
Paul  A.  Keeney,  Louisville 
Oscar  Oswald  Miller,  Louisville 
Charles  Thomas  Moran,  Louisville 
William  Gregory  Morgan,  Owensboro 
W.  B.  Negley,  Maceo 
Perry  Overby,  Mt.  Olivet 
James  L.  Patterson,  Wheelwright 
James  A.  Payne,  Louisville 
Clark  Bascom  Pergrem,  Elkhorn  City 
John  W.  Price,  Jr.,  Louisville 
Robert  L.  Rainey,  Louisville 
Grant  Rice,  Oil  Springs 
Wallace  Edward  Rich,  Louisville 
Rob  Gibson  Richardson,  Somerset 
Leslie  M.  Ringel,  Covington 
John  Hunt  Rutledge,  Hazard 
William  Jack  Schutz,  Louisville 
Price  Sewell,  Jr.,  Jackson 
William  J.  Smith,  Belfry 
Ben  Wilson  Smock,  Louisville 
John  Stites,  Louisville 
LaVern  L.  Swigart,  Williamson,  W.  Va. 
Lawrence  A.  Taugher,  Louisville 
Eugene  Todd,  Jr.,  Lexington 
Roy  Waddell,  Salem 
James  E.  Winter,  Dallas,  Texas 
Benjamin  Franklin  Wright,  Seco 
Walter  S.  Wyatt,  Lexington 
Allan  Frey  Zoeller,  Louisville 

The  Journal  as  of  November  15,  1970. 
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Letters  To  The  Editor 


The  Letters  To  The  Editor  column  is  a means 
for  the  KMA  physicians  to  express  their  opinions 
and  viewpoints  on  varied  topics.  If  you  have  an 
item  you  would  like  brought  before  your  fellow 
practitioners,  please  submit  it  to  Letters  To  The 
Editor,  Kentucky  Medical  Association,  3532 
Ephraim  McDowell  Dr.,  Louisville,  Kentucky 
40205.  Communications  should  not  exceed  250 
words.  The  right  to  abstract  or  edit  is  reserved 
by  the  editors  of  The  Journal.  Names  will  be 
withheld  upon  request,  but  anonymous  letters 
will  not  be  accepted. 


EDITOR’S  NOTE;  The  following  letter  was  received 
by  Lewis  Dickinson,  M.D.,  insurance  editor,  in  re- 
sponse to  the  Insurance  Page  that  appeared  in  the 
October,  1970,  issue  of  The  Journal. 


Dear  Editor: 

While  I thank  you  for  the  clipping  you  sent  me 
of  your  editorial  in  The  Journal  of  the  Kentucky 
Medical  Association,  I am  surprised  at  your  char- 
acterization of  Mr.  Tunley’s  article  on  pre-paid 
group  medical  insurance  in  the  August  American 
Legion  Magazine. 

Mr.  Tunley  reported  the  pressure  on  Capitol  Hill 
for  a national  health  plan.  You  had  better  believe 
it  is  there — in  fact  you  do  believe  it,  you  know  it. 

But  what  he  spoke  in  favor  of  was  the  general 
shape  of  the  Kaiser  plan.  The  Kaiser  plan  is  private 
medicine,  run  by  a corporate  entity  of  doctors,  now 
close  to  40  years  old.  Far  from  being  a socialistic 
system,  the  Kaiser  plan  is  a form  of  double  capital- 
ism. At  its  heart,  the  doctors  have  become  insurers 
too,  so  they  are  running  both  a medical  and  an  insur- 
ance corporation — and  reaping  the  benefits  of  both 
at  less  cost  to  patients  by  the  elimination  of  third 
party  insurers. 

If  you  are  astounded  that  we  should  publish 
Tunley’s  warm  appraisal  of  this  effective  private 
system,  which  shows  what  can  be  done  for  medicine 
if  it  employs  modern  management  techniques, 
imagine  how  astounded  I am  that  you  should  think 
this  is  a pitch  for  socialism. 

You  cannot  find  one  word  in  Mr.  Tunley’s  article 
in  behalf  of  national  health  Insurance.  You  can 
find  a passage  in  which  he  reports  that  its  pro- 
ponents look  upon  the  outlines  of  the  Kaiser  plan 
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as  a management  technique  which  they  count  on  to 
make  socialized  medicine  work.  I think  it  is  evident 
from  Mr.  Tunley’s  article  that  prepaid  group  insur- 
ance may  be  the  last  hope  of  private  medicine  to 
forestall  the  pell-mell  rush  toward  a national  health 
plan  now  under  way  in  Washington. 

I hope  you  can  find  space  in  The  Journal  of  the 
Kentucky  Medical  Association  to  publish  this  letter 
of  mine,  in  all  fairness  to  myself,  Mr.  Tunley,  the 
Legion,  and  the  members  of  the  Kentucky  Medical 
Association. 

Robert  B.  Pitkin 

Editor 

The  American  Legion  Magazine 


3n  iHemoriam 


MARTIN  H.  BOLDT,  M.D. 

Louisville 
1917  - 1970 

Martin  H.  Boldt,  M.D.,  an  internist,  died  Septem- 
ber 18  at  the  age  of  53.  Doctor  Boldt  got  his 
medical  degree  from  Columbia  University  in  1943. 

He  was  an  associate  professor  of  medicine  at  the 
University  of  Louisville  School  of  Medicine,  a past 
president  of  the  Louisville  Society  of  Internists  and 
served  on  the  American  Board  of  Internists. 

WALLACE  EDWARD  RICH,  M.D. 

Louisville 
1892  - 1970 

Wallace  Edward  Rich,  M.D.,  a specialist  in  psy- 
chiatry, died  September  18  at  the  age  of  78.  Doctor 
Rich  was  the  first  superintendent  of  the  Kentucky 
State  Hospital  at  Danville.  He  joined  the  staff  of  the 
Eastern  State  Hospital  in  Lexington  in  1952  where 
he  served  until  his  retirement  in  1969.  He  was  a 
member  of  the  Fayette  County  Medical  Society,  the 
Kentucky  and  American  Medical  Associations  and 
the  Kentucky  and  American  Psychiatric  Associations. 

JOHN  STITES,  M.D. 

Louisville 

1905-1970 

John  Stites,  M.D.,  Louisville,  a specialist  in  internal 
medicine,  died  at  the  age  of  65  on  October  20. 

Doctor  Stites,  a graduate  of  the  University  of  Louis- 
ville Medical  School,  had  retired  from  practice  in 
1963  because  of  ill  health.  He  served  in  the  U.  S. 

Army  from  1941  to  1946,  30  months  of  this  time 
overseas,  and  then  returned  to  Louisville  to  practice 
in  association  with  his  brother,  Frank  M.  Stites  Jr., 

M.D. 
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ORGANIZATION  SECTION 


KEMPAC  Directors  Elect 
Doctors  Peters,  Rainey,  Stewart 


Specialty  College  Recognizes 
Achievements  Of  Area  Doctors 


Doctor  Peters  Doctor  Rainey 


C.  Kenneth  Peters,  M.D.,  Louisville,  was  re-elected 
chairman  of  the  KEMPAC  Board  of  Directors  at 
its  annual  meeting  November  12.  Fred  C.  Rainey, 
M.D.,  Elizabethtown,  was  re-elected  vice-chairman. 
John  P.  Stewart,  M.D.,  Frankfort,  was  newly  elected 
to  the  office  of  secretary-treasurer. 

Doctor  Stewart,  who  has 
represented  the  Sixth  Con- 
gressional District  on  the 
KEMPAC  Board  for  the 
last  four  years,  attended 
the  University  of  Penn- 
sylvania Medical  School, 
served  his  internship  and 
residency  in  radiology  at 
the  University  of  Michigan 
and  has  been  in  private 
practice  in  Frankfort  since 
1956. 

A new  member-at-large  of  the  KEMPAC  Board 
is  Mrs.  William  E.  Pearson,  Owensboro,  who  is  one 
of  the  representatives  of  the  Woman’s  Auxiliary 
to  KMA. 

A workshop  for  KEMPAC  Board  members,  the 
KMA  Executive  Committee  and  the  KMA  Commit- 
tee on  Legislative  Activities  was  discussed  at  the 
November  12  meeting.  The  workshop,  designed  to 
establish  guidelines  for  KEMPAC  and  to  explore 
ways  to  expand  membership,  is  scheduled  for  early 
in  1971.  The  date  and  place  of  the  workshop  will 
be  announced  at  a later  date. 


The  American  College  of  Physicians  recently 
recognized  several  Kentucky  members  by  granting 
them  Fellowship  or  Membership  in  the  54-year-old 
international  specialty  society.  The  college  dedicates 
itself  to  upgrading  medical  care,  teaching,  and  re- 
search through  stringent  standards  of  membership 
and  programs  of  continuing  education. 

Kentuckians  so  honored  include:  Fellowships — 
Howard  B.  McWhorter,  M.D.,  Ashland;  James  W. 
Hollingsworth,  M.D.,  and  John  W.  Schaefer,  M.D., 
of  Lexington;  Alan  M.  Bornstein,  M.D.,  Daniel  E. 
Leb,  M.D.,  and  Elliott  Podoll,  M.D.,  all  of  Louisville. 
Elected  to  Membership  were:  David  J.  Brecount, 
M.D.,  Leonard  S.  Gettes,  M.D.,  and  Wayne  W. 
Peternel,  M.D.,  of  Lexington;  and  Norman  Glazer, 
M.D.,  John  N.  Goldsborough,  M.D.,  Temple  B. 
Stites,  M.D.,  Walter  L.  Thompson,  M.D.,  and  Frank 
W.  Lehn,  M.D.,  of  Louisville. 

The  American  College  of  Physicians  now  has 
16,000  members  and  is  a pioneer  in  post-graduate 
courses  and  other  means  for  continuing  education. 


General  Practice  Departments 
Planned  For  Medical  Schools 

A law  requiring  the  University  of  Louisville  School 
of  Medicine  and  the  University  of  Kentucky  College 
of  Medicine  to  set  up  departments  of  general  practice 
was  passed  by  the  last  Kentucky  Legislature.  Progress 
is  being  made  to  implement  this  law  at  both  medical 
schools. 

The  U.  of  L.  Medical  Council,  at  a recent  meeting, 
voted  unanimously  to  establish  a department  of  gen- 
eral or  family  practice  at  the  earliest  possible  date. 
The  Council  authorized  Dean  Douglas  Haynes,  M.D., 
Louisville,  to  form  a committee  to  find  a chairman 
for  the  department. 

The  U.  of  K.  College  of  Medicine  is  also  making 
progress  toward  establishing  a similar  department, 
according  to  Ben  F.  Roach,  M.D.,  Midway,  who  is 
president  of  the  Kentucky  Academy  of  General 
Practice  and  a member  of  a seven-man  committee  ap- 
pointed by  the  U.  of  K.  Medical  School  Dean,  Wil- 
liam S.  Jordan,  Jr.,  M.D.,  Lexington,  to  plan  a de- 
partment of  general  practice. 


Doctor  Stewart 
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Cancer  Treatment  Symposium 
To  Be  Held  January  23 

Authorities  in  the  fields  of  surgery,  radiotheraphy, 
otolaryngology  and  oral  pathology  will  participate  in 
a symposium  on  “Recent  Advances  in  the  Treatment 
of  Head  and  Neck  Cancer,”  January  23,  1971,  in 
the  Health  Sciences  Library,  Health  Sciences  Center, 
University  of  Louisville. 

Sponsored  by  the  Department  of  Surgery,  Uni- 
versity of  Louisville  School  of  Medicine,  in  con- 
junction with  the  School  of  Dentistry,  it  will  be  from 
9:00  a.m.  to  1:00  p.m.,  with  registration  at  8:45.  It 
is  supported  by  the  American  Cancer  Society,  Ken- 
tucky Division,  and  in  part  by  the  Ohio  Valley 
Regional  Medical  Program. 

The  symposium  is  open  to  all  physicians,  dentists, 
house  physicians  and  related  groups.  There  is  no 
registration  fee.  Credit  hours  have  been  applied  for 
from  the  American  Academy  of  General  Practice, 
Kentucky  Division.  Four  credit  hours  will  be  given 
by  the  Academy  of  General  Dentistry  for  Continuous 
Education. 


Academy  Of  Pediatrics  Calls 
For  Council  On  Children 

The  American  Academy  of  Pediatrics  called,  dur- 
ing their  recent  national  meeting,  for  the  formation 
of  a National  Advisory  Council  on  Children  which 
would  be  responsible  to  the  President  of  the  United 
States.  The  Academy  also  called  for  the  creation 
of  a voluntary  multidisciplinary  national  health 
service  corps,  and  a national  health  insurance  pro- 
gram to  insure  comprehensive  coverage  for  all 
children. 

These  were  among  the  recommendations  made  by 
the  AAP  in  a special  study  on  the  delivery  of  health 
care  to  children.  This  report  called  for  an  expan- 
sion in  the  supply  of  physicians;  an  increase  in  en- 
rollment in  medical  schools;  an  increase  in  scholar- 
ships, loans  and  other  methods  of  tuition  financing 
for  medical  schools;  expanded  and  well-funded  resi- 
dency programs  for  the  training  of  primary  care 
physicians;  and  adequate  funding  for  medical  schools. 


Health  Conference,  March  25-26 

The  24th  National  Conference  on  Rural  Health 
will  be  held  March  25-26  in  Atlanta,  Georgia.  The 
theme  of  the  meeting,  sponsored  by  the  Council  on 
Rural  Health,  American  Medical  Association,  will 
be  “Community  Health  Programs  for  Tomorrow.” 
Among  the  outstanding  speakers  scheduled  is 
Vernon  E.  Wilson,  M.D.,  administrator  of  the 
Health  Services  and  Mental  Health  Administration 
of  the  Department  of  Health,  Education  and  Wel- 
fare, who  will  speak  on  “Rural  Health  Care  Sys- 
tems.” “Medical  School  Involvement  in  Community 
Medicine”  will  be  the  topic  of  Hugh  S.  Fulmer, 
M.D.,  of  the  University  of  Massachusetts  Medical 
School. 


Resolution  On  Amphetamines 

Amphetamines  was  the  subject  of  a resolution 
passed  by  the  1970  House  of  Delegates.  Members 
of  the  KMA  Executive  Committee  felt  that  it  was  a 
timely  and  significant  matter  that  should  be  brought 
to  the  attention  of  The  Journal  readers.  The  re- 
solved read  as  follows: 

“The  members  of  the  Kentucky  Medical  Asso- 
ciation reaffirm  their  belief  that  these  danger- 
ous drugs  should  be  prescribed  with  utmost  care 
only  for  very  limited  specific  indications  as 
outlined  by  the  American  Medical  Association 
Council  on  Drugs  and  Therapeutics.” 


Henderson  County  Resolution 

The  Henderson  County  Medical  Society  recently 
resolved  that  the  organization  would  “petition  the 
Kentucky  Department  of  Highways  to  take  all  reason- 
able action  to  prevent  the  continuation  of  serious 
motor  vehicle  accidents  on  U.  S.  Highway  41  in  the 
area  between  the  North  Cloverleaf  and  the  Evans- 
ville bridges.” 

Copies  of  this  Resolution  have  been  sent  to  the 
Kentucky  Commissioner  of  Highways,  the  U.  S. 
Bureau  of  Roads,  Department  of  Transportation,  the 
Mayor  and  Commissioners  of  the  City  of  Henderson, 
the  Judge  and  Magistrates  of  Henderson  County 
and  to  the  local  news  media. 


Learning  System  Announced 

MEDCOM,  Inc.  recently  announced  a complete 
medical  learning  system  on  the  subject  of  depression. 
This  continuing  education  project,  provided  as  a 
service  by  a pharmaceutical  company,  consists  of  a 
documentary  film,  a comprehensive  monograph  and 
a self-evaluation  section. 

It  is  available  for  use  by  county  program  chair- 
men, hospital  staff  program  chairmen  and  all  other 
interested  physicians.  Anyone  wanting  further  in- 
formation on  the  project  should  contact  the  KMA 
Headquarters  Office. 


PHYSICIAN  NEEDED 


HODGENVILLE,  KENTUCKY 


(Larue  County  Seat) 

V Office  Space  Reserved 

V 120  Bed  Institution 

Call:  Dr.  J.  D.  Handley  — 358-3829 
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William  M.  Carney,  M.D.,  has  recently  completed 
his  residency  in  pathology  and  joined  Laszlo  Makk, 
M.D.,  and  Herbert  Dickstein,  M.D.,  in  practice  in 
Louisville.  Doctor  Carney  graduated  from  the  Uni- 
versity of  Louisville  and  interned  and  served  his 
residency  at  Louisville  General  Hospital. 

John  T.  Sullivan,  M.D.,  has  joined  J.  C.  Cantrill, 
M.D.;  R.  K.  Brown,  M.D.;  and  D.  V.  Hollingsworth, 
M.D.,  in  practice  in  Georgetown.  A graduate  of  the 
Tulane  University  Medical  School,  Doctor  Sullivan 
interned  at  the  United  States  Public  Health  Service 
Hospital  in  New  Orleans. 

Lewis  P.  Hicks,  M.D.,  is  currently  with  the  Kentucky 
Department  of  Health.  He  graduated  from  the  Uni- 
versity of  North  Carolina  Medical  School,  interned 
at  the  University  of  Kentucky  and  has  served  with 
the  U.S.  Army. 

Alejandro  G.  Pontaoe,  M.D.,  has  recently  joined  the 
staff  of  the  Western  State  Hospital  in  Hopkinsville. 
He  practiced  psychiatry  in  the  Philippines  from 
1964  to  1969  and  was  staff  phychiatrist  at  Western 
State  Hospital  in  Virginia  from  1969  until  he  came 
to  Kentucky. 

William  Powers,  M.D.,  is  now  practicing  with  B. 
P.  Smith,  M.D.,  in  Hawesville.  He  graduated  from 
the  University  of  Louisville,  interned  at  Orange. 
California,  and  served  with  the  U.S.  Army  before 
coming  to  Kentucky. 

W.  A.  Warner,  M.D.,  has  joined  the  staff  of  the 
University  of  Kentucky  Medical  Center  in  Lexing- 
ton. A specialist  in  the  fields  of  pulmonary  medicine 
and  anesthesiology.  Doctor  Warner  has  been  on  the 
faculty  of  the  University  of  Iowa  and  the  University 
of  Florida. 

\^'alter  D.  Harris,  M.D.,  has  recently  completed  a 
tour  of  duty  with  the  U.S.  Army  and  is  practicing 
in  association  with  H.  L.  Reams,  M.D.,  Lexington. 
Doctor  Harris  is  specializing  in  otolaryngology. 

Phyllis  D.  Corbitt,  M.D.,  a general  practitioner,  is 
now  associated  with  Dale  E.  Dunkelberger,  M.D.,  in 
Wilmore.  Doctor  Corbitt  graduated  from  and  interned 
at  the  Vanderbilt  University  Medical  School.  She 
has  served  as  a medical  missionary  in  Africa. 


WANTED 

GENERAL  PRACTITIONER  TO 
JOIN  ACTIVE  GROUP  IN  LARGE 
NON-OB,  NON-PEDIATRIC  PRAC- 
TICE WITH  LARGE  INDUSTRIAL 
COMPONENT.  WELL  ESTAB- 
LISHED. NEW  BUILDING— X-RAY 
— LABORATORY  FACILITIES  — 
CINCINNATI  AREA.  FUTURE  BO- 
NANZA FOR  RIGHT  PERSON 
WILLING  TO  WORK. 

WRITE  BOX  33 
Cincinnati,  Ohio  45232 


Meeting  Announced 

The  Northern  Kentucky  Eye,  Ear,  Nose  and 
Throat  Society  recently  announced  that  it  will  meet 
every  first  Thursday  of  the  month  at  the  time  of 
the  Campbell-Kenton  Medical  Society  meeting. 

The  present  officers  are  Alvin  C.  Poweleit,  M.D.. 
F.A.C.S.,  Covington,  president;  Robert  C.  Kratz. 
M.D.,  Newport,  vice-president;  and  Robert  L.  Strawn. 
M.D..  Covington,  secretary-treasurer. 
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It'll  Turn  You  On. 


December  14 
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Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144  S-144  tab- 
lets in  1 2 rolls. 


t 


ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis.  Missouri  63102 


tucky  Medical  Association  • December  1970 


799 


r 


LEASING 

TAILORED  FOR 

Doctors! 

The  quickest,  easiest, 
most  economical  way  to 
acquire  a car. 

Conserve  your  precious  time 
and  keep  your  cash! 

Let  us  do  your 
Car  shopping  for  you! 

(Any  make  or  model) 


In  lifmnrtam 


IRWIN  H.  CUTLER,  AA.D.  ' 

Louisville 
1893-1970 

Irwin  H.  Cutler,  M.D.,  76,  a recently  retireii 
Louisville  physician,  died  November  2.  A native  o| 
Chicago,  Doctor  Cutler  was  a graduate  of  the  Unj  i 
versity  of  Illinois  College  of  Medicine.  He  has  beei 
in  general  practice  in  Louisville  for  many  year? 
Doctor  Cutler  was  a member  of  the  Jeffersoi 
County  Medical  Society  and  the  Kentucky  an. 
American  Medical  Associations. 

1 

WILLIAM  C.  CLOYD,  M.D. 

Richmond 

1913-1970 

William  C.  Cloyd,  M.D.,  57,  a general  practitione 
in  Richmond  for  several  years,  died  November  3 
He  was  the  medical  advisor  to  the  Richmond  Selec 
tive  Service  Board  for  25  years.  A native  of  Camp 
bellsville.  Doctor  Cloyd  was  a graduate  of  the  Uni 
versity  of  Louisville  School  of  Medicine.  He  wa 
active  in  Boy  Scout  work  and  a member  of  thi 
Madison  County  Medical  Society  and  the  Kentucky 
and  American  Medical  Associations. 

PRICE  SEWELL  JR.,  M.D. 

Jackson 

1913-1970 


WE  ALSO  LEASE 
Medical  & Surgical  Equipment 
and  Office  Furnishings 

Why  Make  a Capital  Investment? 

General 

LEASING 

CORPORATION 

A DIVISION  OF  KOSTER-SWOPE,  INC. 

3712  FRANKFORT  AVENUE 
Louisville — St.  Matthews 

897-1641  895-2451 

V 


Price  Sewell  Jr.,  M.D.,  57,  a general  practitionei 
in  Breathitt  County,  died  November  14.  A graduatt 
of  the  Vanderbilt  University  School  of  Medicine 
Doctor  Sewell  was  chairman  of  the  Breathitt  Countj 
Board  of  Health  and  a member  of  the  Jackson  Cit\ 
School  Board  of  Education. 

WALTER  S.  WYATT,  M.D.  * 

Lexington  | 

1883-1970  1 

Walter  S.  Wyatt,  M.D.,  a Lexington  physican  foi  I 

almost  half  a century,  died  November  10  at  the  age  j 

of  87.  He  started  practice  in  Lexington  in  1911  andi 
joined  the  Lexington  Clinic  in  1920.  He  practiced! 
medicine  full  time  until  1954  and  then  part-time  ! 
until  retiring  in  1957.  One  of  the  state’s  first  special- 1 
ists  in  gastroenterology.  Doctor  Wyatt  received  his  I 
M.D.  degree  from  Johns  Hopkins  University  and  ' 
did  post-graduate  work  at  Lakeside  Hospital  in 
Cleveland  and  Boston  City  Hospital. 


WILLIAM  J.  SCHUTZ,  M.D. 

Louisville 
1906-1970 

William  J.  Schutz,  M D.,  64,  president  of  the 
Louisville  Eye  Society,  died  October  23,  1970.  An 
associate  professor  at  the  University  of  Louisville 
Medical  School,  he  was  an  ophtalmologist.  Doctor 
Schutz  was  a member  of  the  national,  state  and 
county  medical  associations,  American  Academy  of 
Ophthalmologists,  a fellow  of  the  American  College  , 
m of  Surgeons  and  a diplomat  of  the  American  Board 
of  Ophthalmology. 
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The  J.  A.  Ouchterlony  Memorial  Meeting  of 
The  Kentucky  Medical  Association 

Terrace  Room,  Kentucky  Hotel,  Louisville,  Kentucky,  September  22-24,  1970 


Digest*  of  Proceedings  of  the  Regular  Sessions  of  the 

HOUSE  OF  DELEGATES 

Richard  F.  Greathouse,  M.D.,  Louisville 
Speaker  of  the  House,  Presiding 


First  Session 

Speaker  Greathouse  called  the  120th  Meet- 
ing of  the  KMA  House  of  Delegates  to  order 
at  9:15  a.m.  and  asked  Paul  Parks,  M.D., 
Bowling  Green,  to  give  the  invocation.  He  an- 
nounced that  J.  Sankey  Williams,  M.D.,  Nich- 
olasville.  Chairman  of  the  Credentials  Commit- 
tee, was  not  able  to  be  in  attendance  at  this 
meeting  and  called  on  Charles  C.  Kissinger, 
M.D.,  to  give  the  report  of  the  Credentials 
Committee.  Doctor  Kissinger  reported  that  a 
quorum  was  present.  A motion  was  made, 
seconded,  and  passed  that  the  minutes  of  the 
1969  session  of  the  House  of  Delegates  be 
approved  as  published  in  the  December,  1969, 
Journal  of  the  Kentucky  Medical  Association. 

S.  R.  Scheen,  M.D.,  LouisvUle,  Secretary, 
presented  the  general  announcements.  He 
called  attention  to  the  scientific  sessions  be- 
ginning at  8:50  a.m.  on  Tuesday,  September 
22,  at  the  Convention  Center.  He  emphasized 
that  the  highlight  of  the  meeting,  the  Presi- 
dent’s Luncheon,  would  be  held  on  Wednes- 
day and  feature  Mr.  Ralph  Lee  Smith,  author 
of  At  Your  Own  Risk.  Doctor  Scheen  re- 
minded the  delegates  that  the  six  reference 
committees  would  convene  at  2:00  p.m.,  Mon- 
day, in  various  rooms  on  the  mezzanine  floor 
of  the  Kentucky  Hotel  and  that  the  Nomi- 
nating Committee  for  general  officers  would 
meet  at  the  close  of  this  first  session  of  the 
House.  Doctor  Scheen  concluded  his  announce- 
ments by  reminding  the  delegates  to  use  the 
Message  Center  and  to  visit  the  technical  and 
scientific  exhibits  during  this  year’s  Annual 
Meeting. 

Doctor  Scheen  then  read  the  list  of  physi- 
cians who  had  died  since  the  1969  meeting  of 


• Fditorial  Note:  A tape  recordinp,  was  made  of  the  two  sessions 
of  the  House  of  Delegates,  and  any  member  who  destres  to 
examine  the  transcript  of  these  proceeding  may  visit  the  Head- 
quarters Office  and  listen  to  the  recording. 


the  House  of  Delegates,  following  which  the 
members  of  the  House  stood  for  a moment  of 
silent  tribute.  The  names  of  these  physicians, 
their  locations,  and  dates  of  death  were  given 
as  follows: 


Adriano,  Salvador 
Alexander,  Alexander  John 
Algaze,  Moses 
Baker,  Everett  Harold 
Eallard,  George  Fielding 
Banta,  James  Dudley 
Blue,  Max  Ewart 
Brannon,  Horace  Signor 
Burkhart,  Henry  C. 

Carter,  Allen  Burgess 
Carter,  Willie  Farmer 
Chappell,  Claud  Wilbur 
dark,  Garland  Hunt 
Cohen,  Armand  Earl 
Coieman,  Thomas  Benton 
Corum,  Ward  Louis 
Davis,  Herbert  G. 

Doty,  Tracy  I. 

Epple,  Kathryn  C. 

Eppie,  Lawrence  K. 

Ervin,  Max 

Ewers,  Ernest  Morrison 
Follis,  Clifton  George 
Gabhart,  Winfield  S. 
Gilliam,  Lawrence  Ullis 
Graham,  William  Albert 
Griffith,  Thomas  A. 

Grimes.  Allen  Evans 
Haii,  Charles  E. 

Harned,  Fred  Turnley,  Jr. 
Hayes,  Rex  Edward 
Kennedy,  Arch  D. 

Keeney,  Paul  A. 

Kirby.  Thomas 
Miller,  Oscar  Oswald 
Moran,  Charles  Thomas 
Morgan,  William  Gregory 
Negley,  W.  B. 

Overby,  Perry 
Payne,  James  A. 

Pergrem.  Clark  Bascom 
Price,  John  W.,  Jr. 

Rainey,  Robert  L. 

Rice,  Grant 

Richardson.  Rob  Gibson 
Ringel,  Leslie  M. 

Rutledge,  John  Hunt 
Smith,  William  J. 

Smock,  Ben  Wilson 
Swigart,  LaVern  L. 
Taugher,  Lawrence  A. 
Todd.  Eugene,  Jr. 

Waddell,  Roy 
Wilson,  Laban  Robbins 
Winter,  James  E. 

Wrieht,  Benjamin  Franklin 
Zoeller,  Allan  Frey 


Erlanger 

Lexington 

Ashland 

Louisville 

Harrodsburg 

Lexington 

Richmond 

Covington 

Harlan 

Paintsville 

Pleasureville 

Louisville 

Winchester 

Louisville 

Louisville 

Louisville 

Glasgow 

Pikeville 

Mexico,  Mo. 

Mexico,  Mo. 

Louisville 

Nashville,  Tenn. 

Glasgow 

Harrodsburg 

Coibin 

Flemingsburg 

Simpsonville 

Lexington 

Pikeville 

Hopkinsville 

Glasgow 

Louisville 

Louisville 

Bowling  Green 

Louisville 

Louisville 

Owensboro 

Maceo 

Mt.  Olivet 

Louisville 

Elkhorn  City 

Louisville 

Louisville 

Oil  Springs 

Somerset 

Covington 

Hazard 

Belfry 

Louisville 

Williamson,  W.  Va. 

Louisville 

Lexington 

Salem 

Franklin 

Dallas,  Texas 

Seco 

Louisville 


Nov.  3.  1969 
Nov.  18,  1969 
Feb,  2,  1970 

Sept,  18,  1969 
Feb.  22,  1970 
May  7,  1969 

Jan.  15.  1970 

Unknown 

Sept.  29,  1969 
Mar.  24.  1970 
Dec.  21.  1969 
Jan.  2,  1970 

Jan.  27,  1970 
April  23.  1970 
Feb.  13.  1970 
Mar.  24,  1970 
Dec.  31,  1969 
Aug.  23,  1969 
July  24,  1969 
July  24.  1969 
July  1.  1970 

Unknown 
Jan.  12,  1970 
June  11,  1969 
Feb.  25,  1970 
Aug.  23,  1969 

LInknown 
April  5,  1970 
Sept.  2,  1969 
April  1.  1970 
Dec.  10,  1969 
Aug.  5.  1970 
July  17.  1970 
Sept.  13.  1969 
Ftb.  12,  1970 
April  18,  1970 
Jan.  17.  1970 
Mar.  18,  1970 
May  2,  1970 

Dec.  24,  1969 
Nov.  30,  1969 
Feb.  25,  1970 
Aug.  5.  1970 
April  1970 
Unknown 
Sept.  12,  1969 
Sept.  27.  1969 
June  29.  1969 
Jan.  1.  1970 

Mar.  7.  1970 
July  7,  1970 

Feb.  22,  1970 
April  24,  1970 
June  5,  1969 
July  7.  1970 

Aug.  11,  1 969 
June  6,  1970 


Doctor  Greathouse  then  announced  the 
reference  committee  appointments  as  fol- 
lows: 


Reference  Committee  No.  1 

Harold  L.  Bushey,  M.D.,  Barbourville,  Chairman 
Glenn  F.  Baird,  M.D.,  Florence 
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Winston  L.  Burke,  M.D.,  Lexington 
Frank  M.  Gaines,  Jr.,  M.D.,  Louisville 
Walter  R.  Johnson,  M.D.,  Paducah 

Reference  Committee  No.  2 

Faull  S.  Trover,  M.D.,  Madisonville,  Chairman 
Peter  P.  Bosomworth,  M.D.,  Lexington 
Harry  B.  Huntsman,  II,  M.D.,  Greensburg 
Edwin  P.  Solomon,  Jr.,  M.D.,  Louisville 
James  O.  Willoughby,  M.D.,  Bowling  Green 

Reference  Committee  No.  3 

Cecil  L.  Grumbles,  M.D.,  Louisville,  Chairman 
Carl  J.  Brueggemann,  M.D.,  Covington 
Jerry  D.  Fraim,  M.D.,  Paintsville 
John  P.  Hill,  Jr.,  M.D.,  Somerset 
John  S.  Oldham,  M.D.,  Owensboro 

Reference  Committee  No.  4 

Thomas  L.  Heavern,  M.D.,  Highland  Heights, 
Chairman 

Braham  B.  Baughman,  M.D.,  Frankfort 
Leslie  W.  Blakey,  M.D.,  Lexington 
W.  Neville  Caudill,  M.D.,  Louisville 
Hugh  L.  Houston,  M.D.,  Murray 

Reference  Committee  No.  5 

Glenn  W.  Bryant,  M.D.,  Louisville,  Chairman 
Thomson  R.  Bryant,  M.D..  Lexington 
Billy  G.  Jackson,  M.D.,  Princeton 
Stephen  B.  Kelly,  M.D.,  Somerset 
Raymond  D.  Wells,  M.D.,  Inez 

Reference  Committee  No.  6 

John  F.  Berry,  Jr.,  M.D.,  Lexington,  Chairman 
George  P.  Archer,  M.D.,  Prestonsburg 
James  B.  Cox,  M.D.,  Hopkinsville 
Edward  N.  Maxwell,  M.D.,  Louisville 
W.  Vinson  Pierce,  M.D.,  Covington 

The  Speaker  reported  that  the  tellers  for 
the  meeting  would  be  Edward  C.  Bowling, 
M.D.,  Stanford,  Chairman;  C.  Douglas  Le- 
Neave,  M.D.,  Mayfield;  and  Earl  P.  Oliver, 
M.D.,  Scottsville. 

Doctor  Greathouse  named  the  physicians  on 
the  Nominating  Committee  as  follows:  W.  E. 
Bccknell,  M.D.,  Manchester,  Chairman;  Clyde 
Brassfield,  M.D,,  Elizabethtown;  Thomson  R. 
Bryant,  Jr.,  M.D.,  Lexington;  W.  Fielding  Ru- 
bel,  M.D.,  Louisville;  Sandford  L.  Weiler, 
M.D.,  Frankfort. 

The  reports  of  the  officers  and  committees 
were  presented  by  the  Speaker  and  then  re- 
ferred to  the  respective  reference  committees 
as  follows:  (Only  the  reports  of  the  officers 
were  read.) 

Report  of  the  President — Reference  Committee 
No.  1 with  the  following  exception:  Paragraphs  11 
and  12  on  page  3 and  ending  on  page  4 of  the  Re- 
ports Booklet  referred  to  Reference  Committee  No. 
6. 

At  this  time.  Doctor  Cawood  combined  his 
Annual  Report  of  the  President  and  the  Presi- 
dential Address  in  one  presentation. 


Report  of  the  President,  Woman’s  Auxiliary  to  } 

KMA — Reference  Committee  No.  1 ,f 

Report  of  the  President-Elect — Reference  Commit-  I 

tee  No.  1 I 

As  part  of  his  report.  Doctor  Quertermous 
submitted  the  following  resolution  from  the 
Calloway  County  Medical  Society  which  was 
unanimously  adopted  by  the  House: 

WHEREAS,  Ora  K.  Mason,  M.D.,  was  taken  from 
us  on  September  20,  1970,  and 
WHEREAS,  she  had  been  for  nearly  fifty  (50) 
years  a conscientious  and  dedicated  physician,  and 
WHEREAS,  she  gave  unselfishly  of  her  time,  her 
talents  and  her  energies  to  her  patients,  her  com- 
munity and  this  State,  and 
WHEREAS,  she  and  her  physician  husband  were 
innovative  and  dedicated  to  the  progress  of  medicine 
in  Kentucky,  and  now  therefore  be  it 

RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion meeting  in  Louisville,  Kentucky,  at  its  120th 
Annual  Session  hereby  offer  our  deep  and  abiding 
sympathy  to  the  family  of  Doctor  Ora  K.  Mason, 
and  be  it  further 

RESOLVED,  that  this  resolution  become  an  of- 
ficial part  of  the  proceedings  of  this  120th  Annual 
Meeting  and  a copy  of  the  said  resolution  be  for- 
warded to  the  family  of  Doctor  Mason  with  an  ex- 
pression of  our  gratitude  for  her  service  and  dedica- 
tion to  the  medical  profession,  to  her  patients  and  to 
all  the  people  of  this  Commonwealth. 

Doctor  Greathouse  announced  that  the 
Chairman  of  the  KMA  Awards  Committee, 

Richard  F.  Grise,  M.D.,  Bowling  Green,  would 
now  present  his  committee’s  report  to  the 
House.  Doctor  Grise  stated  that  his  committee’s 
responsibility  was  to  nominate  individuals  for 
the  Outstanding  General  Practitioner  Award 
and  the  Distinguished  Service  Medal.  Bush  A. 

Hunter,  M.D.,  Lexington,  was  nominated  for 
the  Outstanding  General  Practitioner  Award. 

A motion  was  made,  seconded  and  carried  to 
accept  this  nomination  and  confer  the  award 
upon  Doctor  Hunter.  William  R.  Willard,  M.D., 
Lexington,  was  nominated  for  the  Dis- 
tinguished Service  Medal;  following  which  a 
motion  was  made,  seconded,  and  carried  to  ac- 
cept the  nomination  and  confer  the  medal  upon 
Doctor  Willard. 

The  Speaker  then  continued  with  the  refer- 
rals of  reports  to  the  reference  committees. 

Report  of  the  Speaker  of  the  House — Reference 
Committee  No.  1 

Report  of  the  Chairman,  Board  of  Trustees — 

Reference  Committee  No.  1 with  the  following  ex- 
ceptions: The  Comprehensive  Health  Planning  Com- 
mittee Report,  on  page  8 of  the  Reports  Booklet, 
referred  to  Reference  Committee  No.  5;  the  Finance 
Committee  Report,  page  8,  referred  to  Reference 
Committee  No.  6;  the  Occupational  Pulmonary  Di- 
sease Committee  Report,  page  9,  referred  to  Refer- 
ence Committee  No.  3;  the  Emergency  Medical  Care 
Planning  Committee  Report,  page  9,  referred  to 
Reference  Committee  No.  2;  and  the  Ad  Hoc  Chiro- 
practic Committee  Report,  page  9,  referred  to  Ref- 
erence Committee  No.  5. 

Report  of  the  Secretary — Reference  Committee 
No  1 

Report  of  the  Editor — Reference  Committee  No.  1 
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Reporl  of  the  Treasurer — Reference  Committee 

^Report  of  the  Delegates  to  AM  A— Reference  Com- 
mittee No.  1 r,  c 

Report  of  the  Executive  Director — Reference 

Committee  No.  1 

At  this  time,  Doctor  Greathouse  announced 
that  in  keeping  with  a Board  of  Trustees  rec- 
ommendation, the  president  of  each  of  the 
Student  AMA  Chapters  had  been  invited  to 
present  an  oral  report  to  the  House.  He  then 
called  Mr.  Phil  Mayer,  President  of  the  Uni- 
versity of  Louisville  School  of  Medicine  SAMA 
Chapter,  to  the  podium  for  his  report.  Fol- 
lowing Mr.  Mayer’s  presentation,  the  Speak- 
er asked  Mr.  Bob  Cooper,  representing  the 
University  of  Kentucky  College  of  Medicine 
SAMA  Chapter,  to  come  forward  to  present  his 
report  to  the  members  of  the  House. 

The  reports  of  the  medical  students  were 
very  well  received  by  the  House,  and  Doctor 
Greathouse  commended  each  on  his  presenta- 
tion. 

The  Kentucky  State  Association  of  Medical 
Assistants  served  coffee  and  sweet  rolls  to  the 
members  of  the  House  at  10:25  a.m.  in  the 
rear  of  the  Terrace  Room. 

The  Speaker  then  continued  with  the  re- 
ferrals of  reports  to  the  reference  committees: 

Report  of  the  Judicial  Council — Reference  Com- 
mittee No.  6 . , c , u- 

Report  of  the  Rural  Kentucky  Medical  Scholarship 
Fund — Reference  Committee  No.  6 

Report  of  the  Board  of  Directors,  Kentucky  Phy- 
sicians Mutual,  Inc. — Reference  Committee  No.  4 
Report  of  the  Scientific  Program  Committee — 
Reference  Committee  No.  2 

Report  of  the  Scientific  Exhibits  Committee— Ref- 
erence Committee  No.  2 

Report  of  the  Committee  on  Medical  Education- 
Reference  Committee  No.  2 

Report  of  the  Hospital  Committee — Reference 
Committee  No.  2 

Report  of  the  Committee  on  Educational  Tele- 
vision— Reference  Committee  No.  2 

Report  of  the  Disaster  Medical  Care  Committee — 
Reference  Committee  No.  2 

Report  of  the  Cancer  Coordinating  Committee- 
Reference  Committee  No.  2 

Report  of  the  Advisory  Committee  to  Blue  Shield 
— Reference  Committee  No.  4 

Report  of  the  Advisory  Committee  to  Blue  Cross — 
Reference  Committee  No.  4 

Report  of  the  Committee  on  Occupational  Health, 
Physical  Medicine,  and  Rehabilitation — Reference 
Committee  No.  3 

Report  of  the  Maternal  Mortality  Study  Commit- 
tee— Reference  Committee  No.  3 

Report  of  the  Advisory  Committee  to  Selective 
Service — Reference  Committee  No.  5 

Report  of  the  Committee  to  Study  the  Constitution 
and  Bylaws — Reference  Committee  No.  6 

Report  of  the  Interim  Meeting  Program  Commit- 
tee— Reference  Committee  No.  6 

Report  of  the  McDowell  House  Board  of  Man- 
agers— Reference  Committee  No.  6 

Report  of  the  Memorials  Commission — Reference 
Committee  No.  6 

Report  of  the  Committee  on  Legislative  Activities 


Reference  Committee  No.  3 with  the  following 

exception:  The  last  paragraph  on  page  33  and 

paragraphs  1 and  2 on  page  34  of  the  Reports  Book- 
let referred  to  Reference  Committee  No.  6. 

Report  of  the  Committee  on  Orientation— Refer- 
ence Committee  No.  3 , , ^ nr 

Report  of  the  Committee  on  Health  Careers — Ref- 
erence Committee  No.  3 

Report  of  the  Committee  on  Community  and 
Rural  Health— Reference  Committee  No.  4 

Report  of  the  Committee  on  Air  and  Water  Pol- 
lution— Reference  Committee  No.  4 

Report  of  the  Cults  Committee — Reference  Com- 
mittee No.  3 . r 

Report  of  the  Senior  Day  Committee — Reference 

Committee  No.  4 , . r.u  • 

Report  of  the  Committee  on  School  Health,  Physi- 
cal Education  and  Medical  Aspects  of  Sports — Ref- 
erence Committee  No.  4 ^ 

Report  of  the  Advisory  Committee  to  Woman  s 
.Auxiliary — Reference  Committee  No.  1 

Report  of  the  Coordinating  Commission  on  Gov- 
ernmental Medical  Services — Reference  Committee 
No.  5 

Report  of  the  Technical  Advisory  Committee  on 
Physician  Services  (Title  XIX )— Reference  Com- 
mittee No.  5 . 

Report  of  the  Advisory  Committee  on  Title  XVlll 
(Social  Security  Act)— Reference  Committee  No.  5 
Report  of  the  Claims  and  Utilization  Review 
Committee — Reference  Committee  No.  5 

Report  of  the  Committee  on  Appalachian  and 
OEO  Programs — Reference  Committee  No.  5 

Report  of  the  Committee  on  Plans  and  Develop- 
ment— Reference  Committee  No.  6 

New  Business 

New  Business  was  presented  to  the  House 
by  the  Speaker  and  referred  to  reference  com- 
mittees indicated  as  follows: 

(A)  Resolution  from  Allen  County  Medical  So- 
ciety relating  to  the  Kentucky  Medical  Assistance 
Program — Reference  Committee  No.  5 

(B)  Resolution  of  Campbell-Kenton  County  Med- 
ical Society  also  pertaining  to  the  Kentucky  Medical 
Assistance  Program — Reference  Committee  No.  5 

(C)  Resolution  of  Fayette  County  Medical  Society 
pertaining  to  the  Report  of  the  Surgeon  General  s 
Advisory  Committee  on  Smoking  and  Health — 
Reference  Committee  No.  4 

(D)  Resolution  of  Campbell-Kenton  County  Med- 
ical Society  on  the  subject  of  Peer  Review— Refer- 
ence Committee  No.  5 

(E)  Resolution  of  Campbell-Kenton  County  Med- 
ical Society  concerning  Compensation  for  Peer  Re- 
view Activity — Reference  Committee  No.  5 

(F)  Resolution  of  Campbell-Kenton  County  Med- 
ical Society  relating  to  Foreign  Graduate  Licensure — 
Reference  Committee  No.  2 

(G)  Resolution  from  Richard  B.  McElvein,  M.D., 
Fayette  County,  on  the  subject  of  Amphetamines — 
Reference  Committee  No.  4 

(H)  Resolution  from  Warren,  Edmonson  and 
Butler  Counties  relating  to  Blue  Shield  Claim  Forms 
— Reference  Committee  No.  4 

(I)  Resolution  of  Jefferson  County  Medical  So- 
ciety concerning  Compensation  for  KMA  President 
— Reference  Committee  No.  1 

(J)  Resolution  of  Jefferson  County  Medical  So- 
ciety pertaining  to  Approval  of  Family  Planning — 
Reference  Committee  No.  4 

(K)  Resolution  of  Jefferson  County  Medical  So- 
ciety on  the  .subject  of  Medicaid — Reference  Com- 
mittee No.  5 

(L)  Resolution  of  Jefferson  County  Medical  So- 
ciety on  Medicare — Reference  Committee  No.  5 
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(M)  Resolution  of  Jefferson  County  Medical  So- 
ciety relating  to  Departments  of  General  Practice — 
Reference  Committee  No.  2 

(N)  Resolution  of  Hardin  County  Medical  Society 
pertaining  to  Election  of  Officers — Reference  Com- 
mittee No.  6 

Vice-Speaker  Cooper  announced  the  meet- 
ing places  for  the  nominating  committees  for 
general  officers  and  the  five  trustee  districts 
electing  trustees  and  alternates  this  year.  Doc- 
tor Cooper  stated  that  the  Nominating  Com- 
mittee would  report  immediately  following  the 
close  of  the  first  scientific  session  on  Tuesday 
morning  at  the  Convention  Center,  as  well  as 
at  the  second  meeting  of  the  House  on  Wednes- 
day. In  accord  with  the  Bylaws,  nominations 
may  be  made  from  the  floor  on  Wednesday 
without  discussion  or  comment.  In  completing 
his  announcements.  Doctor  Cooper  reminded 
the  reference  committee  chairman  of  their 
noon  luncheon.  The  fact  was  emphasized  that 
reference  committee  reports  would  be  made 
available  to  the  House  members  at  4:00  p.m., 
Wednesday,  at  the  entrance  of  the  Terrace 
Room. 

The  first  session  of  the  House  of  Delegates 
was  adjourned  at  11:20  a.m. 

Second  Session 

Speaker  Greathouse  called  the  second  ses- 
sion of  the  House  of  Delegates  to  order  on 
September  23,  at  7:25  p.m.,  and  the  invoca- 
tion was  given  by  Donald  Chatham,  M.D., 
Shelbyville.  Doctor  Kissinger  reported  that  a 
quorum  was  present. 

William  W.  Hall,  M.D.,  Owensboro,  Chair- 
man of  the  Board  of  Trustees,  was  then  recog- 
nized to  present  the  final  report  of  the  Board. 
He  read  the  following  resolution,  which  was 
passed  by  the  Board  at  its  September  23  meet- 
ing, and  moved  its  adoption.  The  motion  was 
seconded  and  carried: 

WHEREAS,  the  1970  KMA  Annual  Meeting  has 
made  a substantial  contribution  in  the  field  of  con- 
tinuing medical  education  and  has  been  well  re- 
ceived, and 

WHEREAS,  many  individuals,  organizations  and 
agencies  including  guests,  and  state  essayists,  scientif- 
ic and  technical  exhibitors,  newspapers,  radio  and 
television  stations,  hotels,  and  the  Convention  Cen- 
ter. have  contributed  to  its  success,  therefore  be  it 

RESOLVED:  that  this  House  of  Delegates  go -on 

*//i  order  to  make  the  Digest  of  Proceedings  of  the 
second  meeting  of  the  House  of  Delegates  more 
understandable  and  because  it  will  occupy  less  space 
in  The  Journal,  the  KMA  Board  of  Trustees  passed 
the  following  motion  several  years  ago:  "that  if  no 
dissenting  action  on  the  committee’s  recommenda- 
tions is  made  either  by  the  committee  or  the  KMA 
Board  of  Trustees,  only  the  reference  committee 
action  on  the  report  be  printed  in  The  Journal.” 


record  as  expressing  its  deepest  appreciation  to  all 
individuals  and  organizations  who  have  had  a part  in 
the  development  and  implementation  of  the  1970 
Annual  Meeting. 

Following  this  action.  Doctor  Scheen  was 
called  to  the  podium,  and  he  gave  special 
recognition  to  the  representatives  of  the  sur- 
rounding state  medical  associations  who  at- 
tended KMA’s  annual  session.  These  were: 
T.  L.  Fruin,  M.D.,  Chicago,  President,  Illinois 
State  Medical  Society;  Lowell  H.  Steen,  M.D., 
Indianapolis,  President,  Indiana  State  Medical 
Association;  Oscar  W.  Clark,  M.D.,  Columbus, 
Councilor  of  the  Ninth  District,  Ohio  State 
Medical  Association;  Tom  E.  Nesbitt,  M.D., 
Nashville,  President,  Tennessee  Medical  As- 
sociation; George  R.  Callender,  Jr.,  M.D., 
Charleston,  President,  West  Virginia  Med- 
ical Association;  and  Joseph  L.  Fisher,  M.D., 
Jefferson  City,  President,  Missouri  State  Medi- 
cal Association. 

The  Vice-Speaker  said  that  the  reports  of 
the  reference  committees  would  now  be  read. 

REFERENCE  COMMITTEE  NO.  1* 

Harold  L.  Bushey,  M.D., 
Barbourville,  Chairman 

Reference  Committee  No.  1 con.sidered  the  fol- 
lowing reports: 

1.  Report  of  the  President 

Paragraphs  II  and  12  on  Page  3 referred  to  Ref- 
erence Committee  No.  6 

2.  Report  of  the  President,  Woman’s  Auxiliary  to 
KMA 

3.  Report  of  the  President-Elect 

4.  Report  of  the  Speaker  of  the  House 

5.  Report  of  the  Chairman,  Board  of  Trustees 

Comprehensive  Health  Planning  Committee  Report 

referred  to  Reference  Committee  No.  6 

Finance  Committee  Report  referred  to  Reference 
Committee  No.  6. 

Occupational  Pulmonary  Disease  Committee  Re- 
port referred  to  Reference  Committee  No.  3 

Emergency  Medical  Care  Planning  Committee  Re- 
port referred  to  Reference  Committee  No.  2 

Ad  Hoc  Chiropractic  Committee  Report  referred  to 
Reference  Committee  No.  3 

6.  Report  of  the  Secretary 

7.  Report  of  the  Editor 

8.  Report  of  the  Treasurer 

9.  Report  of  the  Delegates  to  AMA 

10.  Report  of  the  Executive  Director 

38.  Report  of  the  Advisory  Committee  to  the 
Woman’s  Auxiliary 

Resolution  I — Compensation  for  KMA  President 
(Jefferson  County) 


Report  of  the  President 

Many  years  ago,  Wilfred  Peterson  said,  “Sooner 
or  later  a man,  if  he  is  wise,  discovers  that  life  is  a 
mixture  of  good  days  and  bad,  victory  and  defeat, 
give  and  take.”  This  past  year  revealed  good  days  and 
bad,  victory  and  defeat,  give  and  take.  In  this  final 
report  to  you  as  President  of  The  Kentucky  Medical 
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Association,  it  is  pleasing  to  tell  you  that  good  days 
have  overshadowed  the  bad  during  this  past  year.  I 
am  extremely  grateful  and  very  proud  to  have  had 
the  opportunity  to  serve  you. 

It  has  given  me  an  insight  into  the  day-to-day  ac- 
tivities of  organized  medicine.  It  has  afforded  great- 
er opportunity  to  work  with  our  Board  of  Trustees, 
committee  members,  and  with  many  of  you.  It  is 
my  sincere  belief  that  this  organization  is  being  served 
by  some  of  the  most  dedicated  physicians  in  Amer- 
ica. For  this,  you  have  my  lasting  gratitude. 

Since  you  are  here  today  to  conduct  the  many  and 
varied  affairs  of  this  organization,  I want  to  get  very 
quickly  into  my  final  report  as  President.  This  is  a 
report  to  you  of  selected  activities  during  my  tenure. 
It  covers  goals  to  achieve  in  the  future,  and  a few 
thoughts  I would  like  to  share  with  you.  First,  many 
activities  occurred  during  the  year.  It  is  not  possible 
to  t«uch  on  all  of  them  at  length.  I do  want  to  set 
out  for  you  some  of  the  regions  of  accomplishment 
of  our  Association  during  1969-1970.  These  are  not 
in  any  particular  order  of  importance.  It  is  presented 
for  us  to  briefly  think  together  about  the  many,  many 
fields  of  endeavor  which  our  Association  touches  in 
one  year. 

Let  me  list  for  your  consideration,  some  of  these 
activities.  Peer  Review  came  of  age  in  Kentucky  in 
1970.  Concentrated  effort  places  us  far  ahead  of  most 
other  states.  The  hard-working  Peer  Review  Commit- 
tee has  functioned  almost  on  a daily  basis.  Giant 
strides  have  been  taken  in  a field  that  becomes  in- 
creasingly more  important  each  day.  Become  activists 
to  keep  the  right  given  us  at  the  time  of  Magna 
Charta  that  the  control  of  a profession  rests  with  its 
own  peers.  To  do  otherwise  permits  the  bureaucrats 
to  push  us  into  serfdom. 

Much  time  was  spent  this  year  studying,  talking, 
and  thinking  about  the  “Physician’s  Assistant.”  Our 
1970  Interim  Meeting  and  other  meetings  emphasized 
allied  health  manpower.  KMA  has  a firm  footing  on 
which  to  base  its  future  activities  in  this  vital  work. 
No  allied  personnel  should  be  added  unless  there  is 
a need.  If  need  is  established,  a demand  for  the  prop- 
er training  follows.  Much  work  needs  to  be  done. 
Much  appreciation  is  due  to  many  members  of  KMA 
and  the  Auxiliary. 

A very  important,  though  possibly  little  known 
event,  took  place  in  Kentucky  this  year  with  the 
formation  of  our  first  multi-county  society  — Pen- 
nyrile.  With  the  government  continuing  to  encroach 
further  and  further  into  the  practice  of  medicine, 
there  is  a need  to  show  our  strength  by  forming 
multi-county  medical  societies.  A number  of  physi- 
cians have  an  opportunity  to  be  effectively  heard  at 
every  level  concerning  the  many  matters  which  are 
such  an  integral  part  of  our  lives.  It  permits  more 
opportunity  for  educational  endeavor  and  just  plain 
getting  to  know  each  other  better.  This  type  of  de- 
velopment is  one  of  deep  and  lasting  significance  to 
KMA  and  to  the  practice  of  medicine  in  Kentucky. 

Our  Rural  Kentucky  Medical  Scholarship  Program 
reached  a new  peak  this  year.  By  1970  over  one  mil- 
lion dollars  has  been  loaned  to  deserving  students 
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who  are  or  will  practice  in  the  rural  parts  of  Ken- 
tucky. We  now  have  161  loan  recipients  in  over  85 
Kentucky  counties.  The  presence  of  these  physicians 
is  vital  for  adequate  medical  services  in  many  of 
these  counties.  Some  counties  today  would  not  have  a 
single  physician  without  this  fine  scholarship  pro- 
gram. This  subject  will  be  mentioned  further  in  my 
recommendations. 

1969-70  was  a legislative  year  in  Kentucky.  Often 
times,  those  of  you  who  are  not  intimately  involved 
with  this  phase  of  our  activity  are  not  aware  of  the 
many  hours  of  work  given  by  the  Committee  on 
Legislative  Activity.  Numerous  legislative  programs 
sponsored  by  KMA  were  passed  by  the  General  As- 
sembly. It  was  a busy  and  productive  year  by  the 
Legislature  in  health  and  medicine.  A record  138 
bills  introduced  in  those  categories  required  constant 
.scrutiny  and  study  by  KMA.  A “Uniform  Anatomi- 
cal Gift  Act,”  an  act  to  allow  physicians  to  treat 
minors  for  venereal  disease  without  parental  consent, 
and  a bill  merging  the  TB  Hospital  Commission  and 
the  TB  Control  Section  of  the  State  Board  of  Health 
are  a few  of  the  many  bills  improving  health  care 
in  Kentucky. 

KMA  sponsored  legislation  to  improve  the  educa- 
tional standards  of  all  those  engaged  in  the  practice 
of  the  healing  arts  in  Kentucky.  In  spite  of  the  Leg- 
islature’s final  lack  of  action,  all  legislators  are  more 
aware  of  KMA’s  positive  stand  for  better  health  care 
of  all  Kentuckians.  We  must  continue  to  inform  our 
fellow  physicians,  the  legislators,  and  the  public  that 
medical  quackery  is  a health  hazard  as  well  as  a 
large  economic  loss.  Please  help  us  to  introduce  good 
legislation  in  1972.  The  affairs  of  medicine  will  re- 
main securely  locked  in  the  hands  of  physicians  only 
if  they  give  enthusiastically  of  their  time,  resources, 
and  energy  for  good  citizenship.  To  do  otherwise  is 
abandoning  the  control  of  our  profession  to  bureau- 
crats who  are  paid  by  our  taxes  for  their  continuous 
and  incessant  activities  to  attain  dictatorial  policy 
over  us  without  our  consent. 

The  issue  of  National  Health  Insurance  is  before 
us.  While  Medicare  is  working  reasonably  well,  it 
has  been  projected  that  in  the  next  25  years  there 
would  be  a 236  billion  dollar  deficit  in  hospital- 
related  benefits  alone.  Medicaid  is  in  extreme  dif- 
ficulty. The  Government  cannot  handle  what  it  has 
now.  Even  the  liberal  Chet  Huntley  said  in  a Life 
Magazine  article,  “In  1937-38  I thought  the  Govern- 
ment was  the  answer  to  all  our  problems.  But  The 
Federal  Government  I have  concluded  is  an  insuffer- 
able jungle  of  self-serving  bureaucracy.”  It  is  obvious 
that  an  all  inclusive  Government  take-over  would 
aggravate  the  problem  with  no  guarantee  for  im- 
provement. It  would  certainly  not  decrease  the  cost. 
Money  alone  cannot  solve  the  health  problems  any- 
way. Our  Country  must  learn  from  previous  mistakes 
and  not  rush  into  a totally  new  health  insurance  sys- 
tem. Medical  progress  is  at  an  all  time  high.  Why 
then  try  NHI?  KMA  is  responding.  AMA  is  taking 
positive  action.  The  AMA  MediCredit  Plan  would 
get  the  job  done  at  a cost  of  only  10.2  billion  dol- 
lars. It  is  voluntary;  Medicare  is  undisturbed. 

Blue  Shield  and  commercial  insurance  companies 
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should  be  utilized  more — not  obliterated  by  Govern- 
ment. They  have  experience,  expertise,  and  desire. 
The  success  of  our  usual  and  customary  program 
demonstrates  the  result  of  a well-planned  program 
and  good  communications.  What  has  the  Govern- 
ment spent  in  the  Medicaid  and  Medicare  Programs 
on  duplicate  costs  of  auditing  and  accounting  alone? 
Duplicating  is  expensive. 

Physicians  must  be  deeply  involved  in  any  medical 
programs.  Governmental  officials  should  learn  it  well 
before  they  are  further  hamstrung  in  their  own 
bureaucratic  red  tape.  Physicians  must  be  treated 
fairly.  Their  presence  at  the  decision-making  table 
is  the  only  way  to  assure  people  of  access  to  medical 
services.  Too,  it  must  be  realized  that  good  health  re- 
quires self-responsibility  and  action  on  the  part  of 
each  person  as  well  as  availability  of  medical  services. 

These  are  a few  of  the  wide  variety  of  activities 
in  which  we  have  been  involved  during  1970.  The 
reports  of  our  officers  and  committees  visualize  the 
work  involved.  As  you  must  realize,  this  continued 
broadening  of  our  activities  creates  ever  greater  de- 
mands on  the  KMA  staff  and  particularly  on  the 
man  who  heads  the  staff.  Bob  Cox  has  been  my 
good  right  arm.  He  continues  to  give  us  superior 
staff  support.  My  gratefulness  is  extended  to  all  the 
staff  members,  who  made  my  task  much  easier. 

Every  man  who  is  privileged  to  serve  this  organi- 
zation as  its  President,  sees  many  regions  wherein 
he  feels  the  Association  could  and  should  be  more 
involved  than  it  is  today.  In  this  final  report  to  you, 
some  of  these  are  set  forth  for  your  consideration. 

There  is  much  talk  about  “image.”  Certainly  it 
is  an  overworked  word.  However,  those  of  us  who 
have  had  an  opportunity  to  serve  organized  medi- 
cine know  that  our  collective  image  could  stand 
improvement.  It  is  for  this  reason  that  a recom- 
mendation is  made  to  you,  that  KMA  mount  a con- 
tinuing and  active  public  relations  program  in  the 
year  and  years  ahead.  More  activity  is  needed  than 
we  have  had  in  the  past.  We  need  to  look  long  and 
hard  at  the  outside  organizations  which  have  made 
proposals  to  KMA.  KMA  needs  to  create  a more  ef- 
fective public  relations  program  within  our  own  staff 
and  organization.  It  is  imperative  that  this  be  done  if 
our  deep  concern  about  the  health  and  health  care  is 
projected  to  all  the  people  of  this  Commonwealth. 
Think  hard  about  this. 

Continuing  Medical  Education  is  demanding,  de- 
serving and  an  essential  element  to  us.  More  avenues 
of  opportunity  are  open,  such  as  our  Educational 
Television  Committee.  The  time  is  now  for  the  pro- 
fession to  give  more  aid  to  its  practitioners  to 
practice  good  medicine. 

Peer  Review  has  come  of  age  in  Kentucky.  'It  is 
further  recommended  to  you  that  increased  em- 
phasis be  placed  on  Peer  Review  in  the  days  ahead. 
A constant  effort  must  be  made  to  assure  quality  of 
our  own  profession  in  the  most  advantageous  man- 
ner possible.  There  are  forces  outside  medicine  who 
want  to  tell  us  how  to  practice  good  medicine.  For 
this  reason,  it  is  stressed  earnestly  that  Peer  Review 
become  an  ever  increasingly,  important  part  of  our 


activity  within  KMA.  Peer  Review  is  our  responsibili- 
ty. Today  it  is  our  privilege.  Let  us  not  lose  that 
privilege.  The  communications  media  and  others 
are  trying  to  degrade  the  Medical  profession.  It  is 
not  possible  to  understand.  Society  should  build  on 
what  it  has  and  profit  from  the  mistakes  of  history. 
Don’t  destroy  what  you  have.  Practicing  physicians 
are  responsible  for  the  practice  of  medicine. 

I have  been  very  intrigued  by  the  use  of  founda- 
tions in  medicine.  Our  best  chance  for  growth  and 
strength  is  through  our  Organization  and  perhaps  the 
foundation  approach.  Physicians  are  changing  the  de- 
livery of  health  care.  All  plans  initiated  depend  on 
the  dedication  and  drive  of  physicians.  Our  profes- 
sional organizational  structure  needs  to  be  aware 
and  participate  in  many  different  methods  of  delivery 
of  health  care  in  the  seventies. 

The  phrase,  “United  We  Stand,”  is  very  meaning- 
ful to  us  in  medicine  today.  If  we  do  not  stand 
united,  we  certainly  shall  fall.  I would  also  ask  that 
you  look  long  and  hard  at  the  idea  of  uniting  all 
specialties  “under  one  umbrella”  for  strength  and 
for  administrative  purposes,  to  increase  efficiency 
and  economy  of  operation.  It  is  a part  of  the  united 
front  needed  in  medicine  today.  Our  Plans  and 
Development  Committee  is  studying  this  possibility 
right  now.  As  this  Committee  becomes  our  focal 
point  of  planning,  it  does  not  propose  to  abandon 
traditional  and  proved  practices.  It  did  study  our  re- 
sources and  programs.  It  projects  long  range  objec- 
tives. Join  me  to  study  the  actions  which  may  be 
suggested  to  you  in  the  years  ahead. 

One  recommendation  is  to  study  the  possibility 
that  the  Rural  Kentucky  Medical  Scholarship  Pro- 
gram be  aimed  more  exclusively  for  those  who  will 
practice  family  medicine.  There  is  a critical  need 
of  family  physicians  in  rural  Kentucky,  where  one- 
third  of  our  physicians  are  taking  care  of  the  health 
needs  of  two-thirds  of  our  population.  The  Scholar- 
ship Program  has  proved  one  of  the  most  effective 
methods  of  helping  to  improve  the  program  of 
family  practice  in  Kentucky.  You  consider  this  idea. 
The  Scholarship  Program  could  be  further  expanded 
if  more  voluntary  contributions  are  made  to  it. 

Gentlemen,  nearing  the  end  of  my  term  of  office  as 
your  President,  I would  be  most  remiss  in  my  duty 
unless  I recommended  your  serious,  thoughtful  con- 
sideration of  the  proposed  dues  increase  which  has 
been  presented  to  you  by  the  Ad  Hoc  Committee 
on  Finance.  This  top-drawer  committee  headed  by 
Doctor  Henry  B.  Asman  has  assembled  the  informa- 
tion for  you. 

Our  continued  involvement  in  Governmental  Re- 
lations, Peer  Review,  Health  Manpower,  Continued 
Medical  Education,  Rural  Scholarship  Program, 
Public  Affairs,  and  other  fields  of  medical  administra- 
tion has  stretched  our  budget  to  the  breaking  point. 
Further,  the  last  major  dues  increase  was  in  1964. 
You  know  what  inflation  for  six  years  has  done  to 
our  dollars  for  general  operation  and  administrative 
expenses.  The  cost  of  living  is  up  25%.  Just  to  stay 
even,  which  is  not  good  enough,  demands  more 
money.  If  KMA  is  to  progress,  to  grow,  to  meet  the 
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continuing  demands  of  the  public,  the  Government 
and  our  profession,  finances  must  be  increased  to 
operate  with  enough  reserve.  After  serious  and 
profound  consideration  of  this  proposal  the  needed 
' action  is  obvious  if  the  Association  is  to  properly 

represent  you. 

One  could  talk  a long  time  about  everything  from 
ecology  to  inflation.  Too  much  business  lies  ahead 
for  that.  You  have  my  deep  and  sincere  appreciation 
for  affording  me  the  opportunity  to  serve  as  Presi- 
dent of  the  Kentucky  Medical  Association.  I shall 
continue  an  unfailing  interest  and  devotion  to  the 
private  practice  of  medicine  and  to  this  fine  organi- 
zation. You  are  urged  to  take  a deep  and  abiding  in- 
terest in  the  activities  in  KMA  so  that  you  may  better 
serve  whenever  you  are  called  upon.  You  have  much 
more  to  offer  than  your  dues  . . . Your  participa- 
tion and  your  faith  in  your  hard-working  colleagues. 
We  physicians  are  most  fortunate  to  live  such  busy, 
useful  lives. 

I read  somewhere,  “when  one  door  closes,  another 
door  opens;  But  we  often  look  so  long  and  so  re- 
gretfully upon  the  closed  door  that  we  do  not  see 
the  one  which  has  opened  for  us.”  I am  convinced 
of  the  urgency  of  a dues  increase  to  meet  the 
financial  requirements  of  an  effective  program  for 
KMA.  Let  us  as  physicians  never  look  too  long  at 
the  closed  door;  let  us  look  ahead  so  that  we  may 
better  serve  our  patients,  our  profession,  our  organi- 
zation and  our  Country. 

We  are  not  perfect.  There  are  problems.  Yet  we  in 
KMA  are  blessed  with  the  talent  to  solve  those 
problems. 

Gentlemen,  I thank  you. 

Walter  L.  Cawood,  M.D.,  President 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  President  was  reviewed  noting 
the  great  deal  of  time  and  effort  expended  for  the 
Association.  This  committee  feels  that  a wholehearted 
vote  of  thanks  for  a job  well  done  is  due  him.  We 
would  like  to  take  note  of  the  comments  concerning 
the  KMA  staff  as  follows:  “As  you  must  realize, 
this  continued  broadening  of  our  activities  creates 
ever  greater  demands  on  the  KMA  staff  and  par- 
ticularly on  the  man  who  heads  the  staff.” 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  Of  The  President  Of  The 
Woman’s  Auxiliary 

This  year  has  been  one  of  great  challenge  and 
inspiration.  The  theme  of  “Get  Involved”  was 
chanted  throughout  the  state.  The  1,275  Auxiliary 
members  responded  well.  The  President  and  Presi- 
dent-Elect started  the  year  by  attending  the  WA- 
AMA  Fall  conference  in  Chicago.  In  October,  four 
Auxiliary  members  attended  the  Southern  Regional 
Workshop  in  Dallas.  With  all  our  new  learning  and 
knowledge  we  really  became  “involved”  in  many  ac- 
tivities. 

The  membership  chairman,  our  First  Vice-Presi- 
dent, with  the  cooperation  of  KMA  worked  hard  to 
set  up  an  accurate  card  file  of  all  the  physicians  in 
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the  state.  For  the  first  time,  this  gave  the  Auxiliary 
a potential  list  of  Auxiliary  members. 

Four  very  interesting  and  attractive  issues  of 
Blue  Grass  News  have  been  published  and  a page  in 
the  Journal  of  KMA  entitled  “Auxiliary — A Link  in 
the  Chain”  has  carried  our  monthly  message. 

Our  continued  support  of  AMA-ERF  this  year 
has  permitted  us  to  return  to  medical  schools 
$5,559.03. 

The  Children  and  Youth  Committee  has  co- 
operated with  the  Kentucky  Department  of  Drugs 
and  Narcotics  and  physicians’  wives  all  over  Ken- 
tucky have  attended  a Drug  Education  Leader  Pro- 
gram. The  Governor’s  Conference  for  Children  and 
Youth  found  six  Auxiliary  members  participating  in 
the  program. 

Our  message  in  Community  Service  has  been 
successfully  heard.  Governor  Nunn  invited  the  Auxil- 
iary to  become  “involved”  in  the  “Stop  Rubella” 
program.  With  the  approval  of  KMA  we  carried  this 
message  state-wide.  The  State  Health  Department 
supplied  us  with  movies,  pamphlets  and  a fact  sheet. 
We  appeared  on  radio  and  TV,  attended  club  and 
church  meetings.  PTA’s  and  industrial  factories  to 
inform  the  public  of  the  “Stop  Rubella”  program. 
We  assisted  the  County  Health  Department  with  the 
vaccinations  on  the  target  date.  We  are  very  proud 
of  our  work  in  helping  make  this  a successful  pro- 
gram for  Kentucky. 

At  the  county  level,  we  have  done  many  things 
to  improve  health  and  health  care  in  the  local  com- 
munities. A boy  scout  camp  has  received  medical 
equipment  to  outfit  a first  aid  station.  A Blood 
Bank  is  being  staffed  by  Auxiliary  members  and 
WA-SAMA.  Grade  school  children  have  had  kid- 
ney screening  tests.  Pre-school  children  are  being 
given  eye  screening  tests.  Newborns  are  being  tested 
for  hearing.  A mental  hospital  has  received  beauty 
shop  equipment;  a boy’s  farm  has  received  clothing, 
money  and  free  hair  cuts. 

Governor  Nunn  proclaimed  March  30  as  Doctors’ 
Day  and  this  proclamation  was  presented  to  Doctor 
Cawood  at  the  Interim  Meeting.  At  that  time,  the 
KMA  officers  and  trustees  of  KMA  received  a red 
carnation  as  a token  of  our  friendship  and  respect. 

Four  new  recipients  have  been  selected  for  our 
Health  Career  Loan  Program.  This  is  still  our  most 
important  public  relations  project.  Every  year  many 
worthy  Kentucky  youths  interested  in  pursuing  a 
health  career  are  turned  away  because  of  a lack  of 
funds.  Our  state  rates  very  low  in  the  number  of 
loans  and  scholarships  available.  The  Auxiliary  pro- 
gram is  one  of  few  that  is  on  an  interest-free  basis 
to  the  recipients  that  graduate.  In  addition  to  our 
state-wide  program,  many  counties  have  their  own 
local  loan  and  scholarship  programs.  An  application 
has  been  made  to  the  J.  Graham  'Brown  Founda- 
tion applying  for  $50,000  to  help  us  enlarge  and  in- 
crease the  funds  for  this  program. 

In  November,  the  Auxiliary  started  its  education 
of  our  members  so  that  they  could  effectively  assist 
KMA  in  their  legislative  activities.  We  attended  the 
Key  Man  Orientation  and  we  held  two  orientation 
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programs  of  our  own.  Many  women  became  “in- 
volved” when  KMA  introduced  its  positive  anti- 
chiropractic legislation.  We  addressed  and  stuffed  en- 
velopes, made  packets  of  anti-chiropractic  literature 
and  via  our  own  pony  express  system  delivered 
health  information  packets  to  the  homes  of  130  out 
of  the  138  of  our  electorate.  We  met  with  senators 
and  representatives,  wrote  letters,  sent  wires  and 
collected  over  $300  to  finance  our  own  legislative 
campaign.  In  June  of  this  year  15  Auxiliary  mem- 
bers attended  the  Washington  Dinner. 

We  have  donated  or  pledged  in  excess  of  $3,000 
to  help  refurbish  the  contents  of  McDowell  House. 
We  have  served  as  a clipping  service,  sending  all 
important  local  news  concerning  physicians’  ac- 
tivities to  KMA  for  their  files. 

A Get  Acquainted  Tea  was  given  at  the  Interim 
Meeting  and  will  be  given  again  at  the  Annual 
Convention.  We  hope  this  effort  will  interest  the 
wives  of  the  physicians  attending  the  Orientation 
Program  in  the  activities  of  the  Auxiliary.  It  is 
hopeful  that  your  interest  and  the  imagination  of 
your  wives  will  be  captured  and  that  you  will  find 
our  programs  important  during  the  year  and  at  con- 
vention time. 

It  was  our  pleasure  to  assist  KMA  and  its  dele- 
gates at  the  Annual  Meeting  in  Chicago. 

In  the  future  of  organized  medicine  and  its  re- 
sponsibilities to  you,  the  physician,  and  to  the  peo- 
ple of  Kentucky,  you  too  have  a responsibility  and 
a privilege  to  serve  through  organized  medicine.  The 
concern  will  be  to  preserve  health  care,  its  methods 
of  delivery  and  the  doctor-patient  relationship.  As 
the  wives  of  physicians  this  is  our  great  concern. 
The  basic  ingredient  will  be  time — doctors’  time. 
Where  will  it  come  from  in  the  already  too  busy 
day  of  our  husbands?  We  have  this  basic  ingredient 
in  the  Auxiliary.  We  have  the  time,  but  we  need 
you  to  help  us  help  you. 

We  need  a closer  amalgamation  with  you,  KMA; 
greater  responsibility,  more  duties  and  more  as- 
signments. We  want  to  save  your  precious  hours. 
We  have  proven  ourselves  as  capable;  we  can  take 
your  directions.  We  can  carry  out  your  instructions. 
We  are  interested. 

We  need  you  to  help  us  provide  the  Auxiliary 
with  a keystone  from  which  to  function,  at  least  a 
part-time  coordinator  to  give  continuity  and  strength 
to  your  programs  and  our  projects.  Someone  func- 
tioning with  the  KMA  Headquarters  to  help  the 
Auxiliary  make  a more  beneficial  contribution  to 
you  and  the  profession. 

I hope  that  you,  the  House  of  Delegates,  will 
endorse  this  recommendation  to  the  Board  of  Trus- 
tees that  a new  structure  of  leadership  be  considered 
for  the  Auxiliary.  This  coordinator  would  learn,'  and 
seek  out  those  women  that  are  interested,  capable 
and  available,  and  would  have  the  direct  supervision 
of  the  Board  of  Trustees,  Executive  Director  and 
his  staff.  This  would  be  a minor  expense  for  major 
and  meaningful  accomplishemnts. 

Our  thanks  to  you,  Mr.  Robert  Cox,  Mr.  Gilbert 
Armstrong,  Mr.  William  Applegate,  Mr.  Jerry  Ma- 
honey, Mrs.  Fay  Miles,  Blue  Cross  and  Blue  Shield 
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and  the  KMA  staff  for  their  help  and  assistance 
this  year.  It  has  been  an  extreme  pleasure  for  me 
to  serve  the  women  of  this  state  and  you,  the  physi- 
cians. 1 am  very  proud  to  say  to  you,  “We  have 
been  involved.” 

Thank  you. 

Mrs.  Hoyt  D.  Gardner,  President 
Woman’s  Auxiliary  to  the  KMA 

Recommendations,  Reference  Committee  No.  1 

The  committee  reviewed  the  excellent  Report  of 
the  President,  Woman’s  Auxiliary  to  KMA.  We  were 
quite  impressed  by  their  continuous  activities  and  ap- 
preciate the  desire  of  the  President  to  form  a closer 
coordination  with  the  KMA  staff  and  the  Board  of 
Trustees.  We  recommend  that  the  Board  explore 
the  possibility  of  closer  liaison  in  this  regard. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  The  President-Elect 

During  the  past  year  your  President-Elect  has  had 
the  privilege  of  meeting  regularly  with  the  Board  of 
Trustees  and  the  Executive  Committee,  several  other 
committees  and  serving  as  ex-officio  member  of  the 
Blue  Shield  Board  of  Directors.  Meetings  in  your 
behalf  have  been  attended  in  New  York,  Washington, 

Chicago,  Denver,  San  Francisco,  and  Kansas  City. 

I have  consulted  often  with  committee  chairmen, 
your  President,  past  Presidents,  and  the  superb 
Staff  of  KMA. 

I feel  that  my  exposure  to  the  problems  facing 
medicine  throughout  the  country  and  especially  in 
our  state  have  been  broad  and  I have  arrived  at  the 
inescapable  conclusion  that  the  organizational 
structure  and  the  ability  of  those  manning  commit- 
tees of  the  KMA  compare  very  favorably  with  any 
in  the  country  and  are  far  ahead  of  most. 

During  the  coming  year  my  aim  will  be  to  con- 
tinue to  acquaint  you  with  the  problems  as  I have 
seen  them,  become  more  familiar  with  your  im- 
pressions and,  to  the  best  of  my  ability,  represent 
you  in  the  places  where  the  impact  will  be  the 
greatest.  Against  our  wishes,  the  problems  have 
become  almost  entirely  political  and  they  will  remain 
so  for  the  remainder  of  most  of  our  lives.  Therefore, 
continued  and  increased  communications,  and  an 
increase  in  organizational  expenditures  are  inevitable 
if  we  are  to  face  the  dilemma  in  an  effective  manner. 

As  stated,  the  nature  of  our  problems  is  political 
but  there  are  many  things  we  can,  and  must  do  on 
our  own,  to  improve  the  distribution  of  medical 
care,  to  relieve  the  scarcity  of  medical  manpower 
and  to  better  control,  within  our  limits,  the  costs  of 
medical  care.  Despite  our  disclaimer  that  it  is  high 
doctors’  fees  rather  than  high  hospital  costs,  that  ac- 
count for  the  soaring  expense  of  illness — the  fact 
remains  that  the  doctor  has  a monopoly  on  hospital 
admissions  and  dismissals — no  one  else  can  accom- 
plish this  feat — therefore,  it  is  certain  that  peer  re- 
view must  be  performed  by  us  or  TO  us.  Some  state 
medical  associations  have  developed  outpatient  centers 
in  poverty  areas;  we  would  be  well  advised  to  take 
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the  lead,  with  the  help  of  our  fine  medical  schools, 
in  doing  likewise. 

The  nature  of  things  in  this  era  is  such  that  a 
genuine  partnership  between  our  medical  schools, 
government  and  organized  medicine  is  necessary  to 
improve  the  medical  manpower  situation — we  could 
suggest  methods  of  organizing  programs  of  training 
medical  assistants,  involve  ourselves  in  training  pro- 
grams for  nurses  and  technicians  so  that  their  scope 
and  effectiveness  could  be  greater.  We  could  in- 
dividually and  collectively  work  a little  longer  and 
a little  more  effectively  and  make  a significant  con- 
tribution toward  improving  the  availability  of  medi- 
cal care.  In  other  words,  we  could  streamline  and 
better  organize  our  personal  operations  to  make  our 
individual  contributions  help  fill  the  breach.  The 
young  physician  must  learn  compassion,  hard  work 
and  sacrifice  and  self  reliance  to  be  effective. 

Because  we  are  sure  to  have  some  sort  of  National 
Health  Insurance  during  our  medical  lives  we  must 
become  more  political  in  order  that  the  quality  of 
medicine  will  not  suffer  (as  it  is  sure  to  do,  at  least 
in  its  early  stages)  and  we  as  individual  deliverers  of 
health  care  will  be  oppressed  to  a minimal  degree. 

I feel  secure  in  the  medical  expertise  possessed 
by  the  physicians  of  Kentucky  and  the  nation.  The 
hope  that  this  will  not  be  diminished  by  rulings  from 
Washington  lies  in  the  effectiveness  of  your  medical 
organizations  in  the  next  few  years.  The  full  support 
of  all  of  you  is  gravely  needed. 

Because  of  the  present  and  imminent  gravity  of  the 
total  medical  picture  I am  especially  privileged  to 
have  been  chosen,  by  you,  to  act  as  your  agent 
for  the  coming  year. 

John  C.  Quertermous,  M.D.,  President-Elect 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  President-Elect  was  reviewed, 
and  the  committee  wishes  him  a most  successful 
term  of  office  for  the  coming  year. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 
Speaker  of  the  House 

Again  at  this  time  of  year,  the  Speaker  and  Vice- 
Speaker  must  issue  a call  to  all  delegates  to  organize 
their  ideas,  present  any  resolutions  they  may  have 
from  their  county  medical  society  or  local  medical 
society  and  attend  to  their  responsibilities  as  dele- 
gates. This  responsibility  is  one  which  must  not  be 
taken  lightly  by  each  delegate.  You  must  remember 
that  you  represent  the  medical  group  and  members 
in  your  area  in  regard  to  rules  and  regulations 
governing  the  activities  of  your  State  Society. 

Parliamentary  procedures  governing  the  House  of 
Delegates  this  year  will  be  unchanged.  Reports  of 
all  committees  will  be  presented  on  Monday  morn- 
ing, September  21,  at  the  first  session.  Each  report 
will  be  appropriately  numbered  and,  after  its  pres- 
entation, will  be  referred  by  the  Speaker  to  the  ap- 
propriate Reference  Committee.  Following  this,  new 
business  and  resolutions  which  have  been  submitted 
at  least  a week  in  advance  of  the  meeting  to  the 
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KMA  office  will  be  introduced.  These  resolutions  will 
be  assigned  a letter  and  referred  to  the  appropriate 
reference  committee.  Reference  committees  will 
meet  at  2:00  p.m.  on  Monday.  Again,  there  will  be 
six  reference  committees  considering  the  various  re- 
ports. These  committees  will  stay  in  session  until 
3:00  p.m.  or  continue  until  everyone  has  been  heard. 
Following  these  sessions,  they  will  prepare  a report 
to  present  to  the  second  session  of  the  House  of 
Delegates.  Each  delegate  will  have  a copy  of  all  ref- 
erence committee  reports  at  the  second  session  by 
no  later  than  4:30  p.m.  on  Wednesday.  Each  mem- 
ber of  each  reference  committee  should  thoroughly 
review  the  report  and  assist  the  chairman  in  pre- 
paring same  and  must  duly  sign  said  report  prior 
to  its  final  submission  to  the  House  of  Delegates. 

Any  motion  longer  than  twenty  to  twenty-five 
words  must  be  reduced  to  writing,  preferably  type- 
written with  a copy  handed  to  the  Speaker. 

Again,  our  format  for  printing  the  reports  to  the 
House  of  Delegates  will  be  a booklet  form  and, 
therefore,  we  feel  easier  to  locate  and  in  the  end 
will  result  in  a less  bulky  House  of  Delegates  pack- 
age. We  had  several  favorable  comments  about  this 
method  last  year,  and  we  hope  it  will  continue  to  be 
of  assistance  to  the  delegates  in  reviewing  and  organ- 
izing their  work. 

On  behalf  of  Doctor  Cooper  and  myself,  as 
Speaker  and  Vice-Speaker  respectively,  we  have  en- 
joyed participating  and  serving  the  delegates  group 
and  the  State  Medical  Association  during  this  past 
year. 

Richard  F.  Greathouse,  M.D.,  Speaker 
Carl  Cooper,  Jr.,  M.D.,  Vice-Speaker 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Speaker  of  the  House  was  con- 
sidered by  the  committee,  and  we  wish  to  commend 
the  Speaker  and  Vice-Speaker  for  their  continued  ef- 
forts in  conducting  the  business  of  the  House  in  the 
appropriate  manner. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Chairman,  Board  Of  Trustees 

It  is  customary  for  the  Chairman  of  your  Board 
of  Trustees  to  attempt  to  report  to  you  in  summary 
form  the  activities  of  your  Board  during  the  past 
Associational  year.  KMA  members  have  the  op- 
portunity to  see  the  complete  minutes  of  the  Board 
which  are  available  in  the  Headquarters  Office.  As 
you  might  expect,  your  Board  members  face  and  ac- 
complish more  work  each  year  and  the  complete 
minutes  are  quite  voluminous. 

The  Board  has  met  seven  times  during  the  Asso- 
ciational year,  including  those  meetings  during  the 
annual  session,  and  their  dedication  to  the  profession 
has  been  demonstrated  by  their  untiring  efforts  and 
record  of  accomplishments.  Hundreds  of  physician 
hours  have  been  expended  by  these  Board  members 
who  have  so  unselfishly  served  medicine  in  Kentucky 
during  this  past  year. 

Your  chairman  is  most  grateful  to  these  Board 
members  for  their  time,  performance,  cooperation, 
and  willingness  to  assume  the  responsibility  of  helping 
guide  the  Association  during  his  year  as  chairman. 
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First  Meeting,  September  25,  1969 

S.  R.  Scheen,  M.D.,  serving  as  temporary  chairman, 
opened  the  meeting  and  recognized  the  new  trustees 
who  were:  John  S.  Llewellyn,  M.D.,  Louisville,  5th 
District  and  Paul  J.  Parks,  M.D.,  Bowling  Green,  6th 
District.  Re-elected  to  their  respective  positions  were 
Keith  P.  Smith,  M.D.,  Corbin,  Treasurer;  Richard  F. 
Greathouse,  M.D.,  Louisville,  Speaker  of  the  House; 
Carl  Cooper,  M.D.,  Bedford,  Vice-Speaker  of  the 
House;  Lee  C.  Hess,  M.D.,  Florence,  8th  District 
Trustee;  E.  C.  Seeley,  M.D.,  London,  15th  District 
Trustee;  and  Douglas  H.  Jenkins,  M.D.,  Richmond, 
llth  District  Trustee.  He  then  introduced  the  new 
Vice-President,  David  Hull,  M.D.,  Lexington. 

The  Executive  Committee  was  formed  when  Doctor 
Hess  and  Doctor  Llewellyn  were  elected  to  serve 
from  the  Board  with  the  president,  president-elect, 
vice-president,  chairman  and  vice-chairman  of  the 
Board,  and  the  secretary.  The  Board  then  elected 
personnel  for  membership  on  the  KMA  Committees 
for  the  1969-1970  Associational  year. 

A discussion  was  held  concerning  medicare  claims 
following  which  the  new  President,  Walter  Cawood, 
M.D.,  made  brief  remarks  prior  to  the  adjournment 
of  the  meeting. 

Second  Meeting,  December  11,  1969 

The  second  meeting  of  the  Board  of  Trustees  was  a 
regular  session  held  at  the  KMA  Headquarters  Build- 
ing on  December  11,  1969.  Members  of  the  Board 
expressed  their  sympathy  upon  learning  of  the  death 
of  Rex  Hayes,  M.D.,  Glasgow,  a past  vice-president 
of  KMA,  and  past  chairman  of  the  Board. 

Accepted  for  information  were  the  President’s  Re- 
port, Headquarters  Office  Report  and  Report  of  Dele- 
gates to  AMA.  A special  report  was  presented  con- 
cerning the  good  results  of  Kentucky  physicians  at 
the  1969  AMA  Clinical  meeting  in  Denver  relating  to 
KMA’s  promotion  of  Doctor  Robert  Long’s  candidacy 
for  AMA  President. 

One  of  the  more  lengthy  items  of  discussion  related 
to  peer  review  and  the  recommendations  of  KMA’s 
Claims  and  Utilization  Review  Committee.  The  mech- 
anism for  the  operation  of  reviewing  claims  at  the 
county  and  state  level  was  approved  and  the  state 
committee  was  expanded  by  receiving  permission  to 
utilize  special  consultants  to  be  appointed  by  the 
Board.  It  was  announced  that  a part  of  the  1970 
Interim  Meeting  Program  would  be  on  peer  review  to 
assist  the  county  societies  and  advise  them  of  Ken- 
tucky’s guidelines. 

Numerous  legislative  matters  were  considered  since 
the  Kentucky  General  Assembly  would  be  in  session 
within  a couple  of  weeks.  Specific  action  was  taken  on 
matters  concerning  the  restructuring  of  the  State 
Board  of  Health,  Medical  Licensure,  and  licensing  of 
interns. 

Inquiries  had  been  received  concerning  the 
“physician  assistant’’  and  other  new  paramedical  cate- 
gories. A presentation  was  made  on  this  subject  by 
Joseph  Hamburg,  M.D..  Chairman  of  KMA’s  Health 
Careers  Committee,  at  the  request  of  the  Board  Chair- 
man. The  Health  Careers  Committee  was  expanded 
in  size,  and  its  duties  broadened  to  “evaluate,  assist 
and  bring  before  the  Board  any  paramedical  program 
that  is  proposed  in  this  state,  and  recommend  action 
to  the  Board.  . . .’’  It  was  also  reported  that  the 
physician’s  assistant  will  be  a subject  of  panel  discus- 
sion for  the  Interim  Meeting. 

The  Chairman  of  the  Legislative  Committee  for 
National  Affairs,  Hoyt  Gardner,  M.D.,  announced 
that  the  U.S.  Senate  had  just  taken  favorable  action 
concerning  professional  corporations,  suggested  KMA 
develop  a definitive  tobacco  statement  for  presenta- 
tion to  the  AMA,  and  reported  that  the  KMA  Annual 
Congressional  Dinner  in  Washington,  D.C.  would  be 
held  on  May  26. 

A discussion  concerning  Kentucky’s  medical  schools 
followed  with  a recommendation  being  made  that  the 
Legislative  Committee  consider  new  concepts  for  the 


medical  schools  in  service  to  the  state  and  in  sources 
of  financial  assistance. 

George  Brockman,  M.D.,  Chairman  of  KMA’s 
Comprehensive  Health  Planning  Committee  was  in 
attendance  to  update  the  members  of  the  Board  con- 
cerning his  study  of  tuberculosis  in  Kentucky.  Noting 
certain  portions  of  his  committee’s  report  had  not 
been  implemented,  it  was  agreed  a letter  would  be 
written  requesting  such  action. 

A lengthy  discussion  was  also  held  on  the  subject 
of  optometry  and  KMA  reaffirmed  its  position  on 
legislation  expected  to  be  introduced  into  the  Ken- 
tucky General  Assembly  relating  to  optometry. 

Other  action  by  the  Board  included  the  appoint- 
ment of  a special  medicine  and  religion  committee 
for  the  purpose  of  establishing  seminars  this  year,  and 
the  appointment  of  a KMA  representative  to  a state 
Food,  Nutrition  and  Health  Study  Committee. 

Membership  was  authorized  in  the  Woman’s  Auxil- 
iary to  the  Student  American  Medical  Association, 
and  student  member  dues  in  the  KMA  were  waived 
for  the  1969-70  Associational  year.  It  was  reported 
that  the  active  membership  of  KMA  had  reached  an 
all-time  high  of  2,411  members. 

Third  Meeting,  April  8,  1970 

The  third  meeting  of  the  Board  of  Trustees  was 
held  on  April  8,  1970,  in  conjunction  with  the  KMA 
Interim  Meeting  in  Gilbertsville.  The  meeting  opened 
with  a number  of  reports,  including  the  report  of  the 
President,  Walter  L.  Cawood,  M.D.,  who  commented 
on  the  recent  session  of  the  Kentucky  General  As- 
sembly. Budget  Committee  Chairman,  Ballard  W. 
Cassady,  M.D.,  presented  the  1970-71  proposed  Fiscal 
Year  budget  which  was  adopted. 

The  report  of  the  Ad  Hoc  Committee  on  Finance 
was  presented  by  Henry  B.  Asman.  M.D.,  Chairman. 
The  report,  calling  for  the  KMA  House  of  Delegates 
to  consider  a dues  increase  at  the  1970  KMA 
meeting,  was  adopted  by  the  Board. 

J.  Thomas  Giannini,  M.D.,  summarized  the  activi- 
ties relating  to  the  campaign  of  Robert  C.  Long, 
M.D.,  for  President-Elect  of  AMA  and  urged  con- 
tinued support  of  all  members  for  Doctor  Long’s 
candidacy. 

The  Chairman  for  State  Affairs  of  the  KMA 
Committee  on  Legislative  Activities,  Fred  C.  Rainey, 
M.D.,  reported  at  length  on  the  activities  of  the 
1970  Kentucky  General  Assembly.  He  pointed  out 
several  changes  which  had  taken  place  due  to  the 
implementation  of  a new  committee  system,  and 
noted  there  were  nearly  1,400  Bills  introduced  during 
the  Session  of  which  10%  were  medically  oriented. 

Nominations  were  confirmed  for  submission  to  the 
Governor  for  membership  on  the  Governor’s  Ad- 
visory Council  for  Medical  Assistance,  the  Hospital 
Licensure  Council,  and  the  Board  of  Nursing  Educa- 
tion and  Registration. 

Considerable  discussion  was  held  concerning  the 
activities  of  the  Plans  and  Development  Committee. 
Thornton  E.  Bryan,  M.D.,  Chairman,  reported  the 
committee  had  a lengthy  and  informative  session 
which  covered  many  matters  of  importance  and 
presented  to  the  Board  eight  recommendations  set 
forth  by  his  committee.  These  recommendations  in- 
cluded changes  in  such  areas  as  the  Orientation 
Program,  KMA  Senior  Day  Program,  urging  The 
KMA  Journal  to  publish  articles  on  liability  in- 
surance, reaffirmation  of  KMA  oposition  to  “screen- 
ing panels,’’  and  a proposal  that  KMA  establish  a 
Committee  on  Medical  Economics. 

Marvin  Bowers,  M.D.,  Chairman  of  the  Claims 
and  Utilization  Review  Committee,  presented  a num- 
ber of  recommendations  concerning  his  committee’s 
activities.  More  detailed  recommendations  are  to  be 
brought  back  to  the  Board  regarding  the  changes, 
membership  and  responsibility  of  a new  peer  review 
segment  of  Claims  and  Utilization  Review. 

The  Commissioner  of  Health,  Russell  Teague, 
M.D.,  spoke  of  the  great  number  of  claims  filed 
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with  Workmen’s  Compensation  regarding  Coal  Work- 
ers Pneumoconiosis.  This  matter  is  now  under  study 
in  the  Department  of  Health  and  assistance  from 
KMA  and  the  private  sector  of  medicine  was  solicited. 
It  was  agreed  to  refer  this  subject  to  the  Ad  Hoc 
Committee  to  Study  Occupational  Pulmonary  Disease 
which  would  have  the  expertise  to  deal  with  the 
problems  set  forth  by  Doctor  Teague. 

The  Board  heard  and  adopted  proposed  recom- 
mendations of  the  Executive  Committee  regarding 
changes  in  the  KMA  Orientation  Program.  A change 
in  KMA  Bylaws  to  reflect  an  additional  year  of 
orientation  opportunities  will  be  voted  upon  by  the 
House  of  Delegates  at  the  1970  Annual  Meeting. 

William  W.  Hall,  M.D.,  read  a report  on  the 
“Mental  Health  Care  for  the  Poor”  Conference  held 
in  Chicago  in  March,  1970.  KMA  was  represented 
at  this  meeting  by  John  W.  Baird,  M.D.,  Chairman 
of  KMA’s  Committee  on  Community  and  Rural 
Health.  The  report  was  accepted  for  information. 

AMA  Trustee,  Robert  C.  Long,  M.D.,  reported  on 
current  activities  and  programs  of  the  AMA.  He 
also  thanked  the  Board  members  for  their  support  of 
his  candidacy  for  President-Elect  of  AMA.  Following 
this,  a brief  report  on  the  AMA  Conference  on 
“Mental  Health  Care  for  the  Poor”  was  presented 
by  the  chairman. 

Doctor  Hall  reviewed  the  minutes  of  the  March  26 
Executive  Committee  meeting,  and  emphasized  the 
section  dealing  with  a Medicaid  Participating  Physi- 
cian form  which  has  been  proposed  by  the  Kentucky 
Department  of  Health.  Several  objections  which  KMA 
has  to  the  form  were  pointed  out  to  the  Board  during 
the  discussion.  Legal  Counsel  and  Thomson  R. 
Bryant.  Jr.,  M.D.,  Chairman  of  the  Physicians  Ad- 
visory Committee  on  Title  XIX,  participated  in  the 
discussion  and  pointed  out  that  a physician  could  sign 
the  form  in  its  present  composition:  however,  it  was 
not  to  be  construed  whatsoever  as  an  endorsement  by 
KMA.  The  Commissioner  of  Health  stated  that  no 
such  form  or  cover  letter  would  be  distributed  until  it 
had  been  cleared  with  the  Physicians’  Technical 
Advisory  Committee. 

The  Medicine  and  Religion  Representative  to  AMA, 
J.  Campbell  Cantrill,  M.D.,  reported  on  the  activities 
of  the  AMA  Committtee  and  requested  some  changes 
relating  to  KMA’s  Committee  on  which  action  was 
delayed  pending  more  study. 

George  F.  Brockman.  M.D.,  reported  on  activities 
of  the  Comprehensive  Health  Planning  Committee 
and  spoke  briefly  concerning  legislation  regarding 
a new  TB  Control  Statute  which  was  passed  during 
the  1970  General  Assembly. 

A resolution  concerning  “Physician’s  Assistant” 
programs  was  passed  and  a request  was  made  that 
the  Board  endorse  a specific  coronary  care  training 
program  which  is  being  used  in  hospitals  in  surround- 
ing states.  No  action  was  taken  pending  further  study. 

The  meeting  closed  with  Doctor  Hall  reminding 
the  Board  of  Trustees  of  the  Washington  Dinner, 
scheduled  for  June  1-2,  1970,  and  requesting  staff  to 
investigate  locations  for  the  1971  Interim  Meeting. 
Fourth  Meeting,  August  6,  1970 

Annually,  the  August  meeting  of  the  Board  is  held 
primarily  to  review  the  reports  of  all  KMA  com- 
mittees. The  action  of  the  Board  is  noted  on  each 
report  prior  to  its  submission  to  the  House  of  Dele- 
gates. Some  committee  chairmen  were  in  attendance 
to  present  their  reports  personally,  and  all  trustees 
had  been  assigned  specific  reports  to  study  thoroughly 
prior  to  the  Board  meeting. 

The  President,  Secretary  and  Senior  Delegate  to 
the  AMA  presented  routine  reports  to  the  Board. 
Specific  action  was  taken  on  recommendations  made 
by  the  Advisory  Committee  to  Blue  Shield,  Health 
Careers,  Coronary  Care  Units  and  Plans  and  Devel- 
opment Committees.  It  was  agreed  to  invite  the 
Advisory  Committee  to  Blue  Shield  and  Claims  and 
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Utilization  Review  Committee  Chairmen  to  the 
September  20  Board  meeting  to  discuss  the  Usual, 
Customary  and  Reasonable  Program  in  more  detail 
and  to  request  Blue  Shield  staff  representation. 

The  Board  then  (1)  set  September  23-25  as  Annual 
Meeting  dates  for  1975,  (2)  confirmed  that  the 
KMA  Conference  on  Medical  Education  would  be 
held  January  23-24,  1971,  at  Park  Mammoth,  (3) 
agreed  to  hold  the  1971  Interim  Meeting  in  Cave 
City  at  the  Holiday  Inn  on  April  14-15,  and  (4) 
decided  upon  its  Judicial  Council  nomination  to 
present  to  the  House  of  Delegates. 

After  receiving  a KEMPAC  recommendation  re- 
questing KMA  to  bill  all  members  for  dues  direct,  a 
Committee  on  Electronic  Data  Processing  was  ap- 
pointed to  make  initial  studies  and  report  back  to  the 
Board  at  an  early  date.  A discussion  was  also  held 
on  the  dissemination  of  information  to  the  member- 
ship relating  to  the  proposed  KMA  dues  increase. 

The  Board  then  elected  its  editors  for  The  KMA 
Journal  for  the  following  two  years  which  were 
Walter  I.  Hume,  Jr.,  M.D.,  Editor;  Henry  B.  Asman, 
M.D.,  Associate  Editor;  Sam  A.  Overstreet,  M.D., 
Assistant  Editor;  Charles  C.  Smith,  M.D.,  Scientific 
Editor;  and  Eugene  Conner,  M.D.,  Book  Review 
Editor. 

Four  Board  meetings  were  set  for  the  KMA  An- 
nual Session,  and  this  meeting  adjourned  after  being 
in  session  in  excess  of  seven  hours. 

In  keeping  with  the  policy  of  assuming  more  re- 
sponsibility and  meeting  as  often  its  is  necessary  to 
conduct  the  business  of  the  Association,  the  Executive 
Committee  had  some  lengthy  meetings  this  past  year. 
The  Executive  Committee  business  transactions  are 
reported  to  the  Board  and  matters  of  major  impor- 
tance are  presented  to  the  Board  with  a recommenda- 
tion of  the  Executive  Committee. 

The  Board  was  privileged  to  have  had  seven 
Ad  Hoc  Committees  serving  under  its  jurisdiction 
this  year.  These  committees  were:  Comprehensive 
Health  Planning,  George  F.  Brockman,  M.D..  Chair- 
man; Finance,  Henry  B.  Asman,  M.D.,  Chairman; 
Kentucky  Medical  Association-Kentucky  Nurses  As- 
sociation, A.  Evan  Overstreet,  M.D.,  Chairman;  Oc- 
cupational Pulmonary  Disease,  John  Eckerle,  M.D., 
Chairman;  Emergency  Medical  Care  Planning,  Wil- 
liam T.  Rumage,  Jr..  M.D.,  Chairman;  Medicine  and 
Religion,  J.  Campbell  Cantrill,  M.D.,  Chairman,  and 
Ad  Hoc  Chiropractic  Committee,  David  B.  Stevens, 
M.D.,  Chairman. 

The  KMA-KNA  Joint  Advisory  Committee  held 
its  single  meeting  this  year  on  May  14,  1970,  at  the 
Headquarters  Office  of  the  Kentucky  Nurses  Associa- 
tion in  Louisville  and  reported  to  us  as  follows: 

“A  lengthy  discussion  was  held  concerning  the 
proposed  KMA-KNA  joint  statements  of  policy  which 
were  offered  by  this  body  to  the  KMA  House  of 
Delegates  last  year  for  consideration  and  which  were 
subsequently  disapproved.  It  was  noted  that  the  Ref- 
erence Committee,  who  last  year,  reviewed  our  report 
containing  the  statements  had  felt  them  to  be  too 
broad  for  use  as  policy  and  had  recommended  that 
guidelines  first  be  established.  After  further  delibera- 
tion, the  KMA-KNA  Joint  Advisory  Committee 
agreed  to  work  toward  the  development  of  such 
guidelines.  Hopefully  these  guidelines,  when  finalized, 
can  be  used  by  institutions  as  dictated  by  their  par- 
ticular needs,  with  the  institution  determining  the 
capabilities  of  those  personnel  performing  various 
duties.” 

“A  great  part  of  our  discussion  was  in  regard  to  the 
concept  of  utilizing  nursing  personnel  in  the  expanded 
role  of  a physician’s  assistant  or  clinical  associate. 
There  was  some  concern  expressed  as  to  what  effect 
this  concept  would  have  on  the  already  present  short- 
age of  nurses  and  what  the  role  of  this  individual 
would  be  under  existing  medical  licensure  laws.” 

“Representatives  of  our  group  were  pleased  to 
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attend  one  meeting  of  the  KMA  Health  Careers  Com- 
mittee to  become  more  familiar  with  proposed  train- 
ing programs  for  new  allied  health  workers  which 
directly  involve  the  nursing  profession.  Representa- 
tives of  our  group  have  also  been  invited  to  attend 
future  meetings  of  that  committee  when  their  topics 
of  discussion  concern  items  of  this  nature.” 

“We  believe  that  much  can  be  realized  from  the 
KMA-KNA  Joint  Advisory  Committee,  the  purpose 
of  which  is  to  discuss  and  ventilate  ideas  and  prob- 
lems which  may  affect  the  nursing  profession,  medical 
profession  and  health  care  in  general.  The  members  of 
both  committees  are  to  be  recognized  for  their  inter- 
est and  cooperation.” 

Our  KMA  Ad  Hoc  Committee  on  Medicine  and 
Religion  reported  “that  although  they  did  not  meet 
until  late  in  the  summer,  on  August  5,  your  commit- 
tee chairman  has  had  the  pleasure  of  working  at  the 
national  level  with  the  AM  A Committee  on  Medicine 
and  Religion.  The  functions  of  the  AMA  Committee 
have  been  expanded  to  assure  other  than  pastoral- 
medical  relationship  of  the  dying  patient.  It  was 
working  with  clergymen  throughout  the  world  to 
determine  exactly  where,  morally,  physically  and  eth- 
ically life  ends.” 

At  the  state  level,  the  committee  has  recommended 
that  it  be  expanded  to  include  physicians  closely  re- 
lated to  each  medical  school  and  physicians  having 
direct  contact  with  the  six  theological  seminaries  in 
Kentucky  to  carry  out  the  AMA  programs  at  the 
state  level.  In  addition,  the  committee  wishes  to  in- 
crease liaison  with  the  various  specialty  and  allied 
health  groups  to  implement  this  program. 

The  committee  desires  to  create  a close  relationship 
between  physicians  and  theologians  and  hopes  to  ac- 
complish this  by  presenting  a number  of  medicine  and 
religion  seminars  throughout  the  state  next  year. 

Your  chairman  had  the  privilege  of  attending  a 
meeting  of  the  AMA  Medicine  and  Religion  Commit- 
tee of  which  he  is  a member  on  February  19  in 
Chicago  and  also  attended  a regional  meeting  in 
March  of  this  year  in  that  same  city.  While  attending 
the  AMA  Annual  Convention  in  June,  your  chairman 
represented  the  Association  at  the  Annual  Medicine 
and  Religion  Panel  on  Sunday  evening,  June  21,  on  an 
indepth  discussion  centered  on  “Crises  a Time  for 
Counseling.” 

Each  ad  hoc  committee  chairman  expressed  deep 
appreciation  to  their  committee  members  and  to 
staff  for  their  excellent  contribution  to  the  various 
committee  activities.  A list  of  all  committee  members 
is  included  in  your  Delegate’s  Handbook. 

William  W.  Hall,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Chairman,  Board  of  Trustees, 
was  reviewed  with  the  exception  of  the  sections  on 
the  Comprehensive  Health  Planning  Committee  Re- 
port, Finance  Committee  Report,  Occupational  Pul- 
monary Disease  Committee  Report,  Emergency  Med- 
ical Care  Planning  Committee  Report  and  Ad  Hoc 
Chiropractic  Committee  Report.  The  report  shows  the 
extensive  work  of  the  Board  throughout  the  year. 
We  wish  to  commend  the  members  of  the  Board  for 
their  untiring  efforts  on  the  part  of  our  Association. 

The  Report  of  the  KMA-KNA  Joint  Advisory 
Committee  and  the  Report  of  the  KMA  Ad  Hoc 
Committee  on  Medicine  and  Religion  were  noted 
with  interest. 

The  supplementary  attachment  to  Report  No.  5, 
Report  of  the  Chairman  of  the  Board  of  Trustees, 
as  quoted  below,  was  considered. 

“WHEREAS,  on  June  11,  1959,  the  American 
Medical  Association  adopted  a policy  on  health  care 
costs  which  stated: 

‘In  an  effort  to  decrease,  or  at  least  to  prevent 

an  increase,  in  the  over-all  cost  of  health  care. 


study  should  be  given  to  the  removal  of  the  re- 
quirement of  hospital  admission  as  the  only  con- 
dition under  which  payment  of  certain  benefits 
will  be  made.’ 

(Report  D of  the  Board  of  Trustees,  6/11/59) 
and 

WHEREAS,  by  both  contract  and  statute  payment 
for  many  medical  services  are  still  so  conditioned, 
and 

WHEREAS,  there  is  increasing  general  concern 
over  health  care  costs, 

BE  IT  THEREFORE  RESOLVED  that  the  Ameri- 
can Medical  Association  press  for  greater  acceptance 
of  the  economics  and  patient  convenience  of  out-of- 
hospital care.” 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 


Report  of  the  Secretary 

It  is  again  time  to  look  back  over  the  year  and 
evaluate  and  consider  those  things  which  have  taken 
place  in  the  last  year  in  the  KMA.  One  simply 
has  to  review  the  reports  to  the  House  of  Delegates 
from  the  numerous  committees  and  from  the  Board 
of  Trustees  to  realize  how  much  work  has  actually 
been  done  this  year  and  it  seems  that  each  year  the 
work  load  becomes  more  and  more  heavy  and  broader 
in  its  scope.  These  reports  are  indicative  of  the 
tremendous  amount  of  work  which  has  been  done 
by  the  members  of  KMA  who  serve  long  and  well 
and  without  complaint  on  these  committees.  It  is 
most  gratifying  to  be  associated  with  so  many  men 
who  are  so  dedicated  to  their  work  and  carry  out 
their  duties  with  thoughtful  deliberation  and  com- 
plete fairness. 

This  year  has  been  another  year  in  which  KMA 
has  been  extremely  busy  and  again  the  major  prob- 
lems have  been  in  our  effort  to  assist  in  the  imple- 
mentation of  the  various  governmental  programs, 
both  at  the  state  and  national  level.  As  in  all  rela- 
tively new  programs,  there  have  been  many  details 
to  work  out  requiring  much  deliberation  with  all 
concerned  parties.  It  has  been,  however,  very  reward- 
ing in  that  we  have  all  tried  to  work  together  to 
promote  these  programs  in  the  best  interest  of  good 
medical  care  for  the  people  of  the  state  of  Kentucky. 

Again,  I would  like  to  commend  our  KMA  staff 
who  have  done  such  excellent  work  throughout  the 
year.  It  would  be  impossible  to  list  the  numbers  of 
duties  required  of  them  to  carry  out  your  work  at 
the  KMA  level.  We  are  indeed  fortunate  to  be 
blessed  with  such  a good  staff  who  keep  things 
running  so  smoothly  for  all  of  us;  and  yet.  we  little 
realize  how  much  effort  they  actually  put  into 
arranging  all  of  the  committee  meetings  as  well  as 
the  Annual  State  Meeting,  the  Interim  Meeting,  and 
others  too  numerous  to  mention. 

To  give  you  some  statistics  regarding  the  number 
of  meetings  in  which  the  Association  has  been  in- 
volved in  the  past  year,  there  were  66  KMA  com- 
mittee meetings  which  lasted  203  hours  with  414 
KMA  members  in  attendance.  This  involved  1,316 
doctor  hours  and  61,744  doctor  miles  traveled.  There 
were  6 KMA  Board  meetings  which  lasted  a total  of 
23  hours  at  which  177  KMA  members  were  in  attend- 
ance. Seven  hundred  doctor  hours  were  involved  in 
KMA  Board  meeting  travels  and  28,924  miles.  The 
Executive  Committee  met  four  times,  lasted  33 
hours,  with  31  KMA  members  in  attendance,  224 
doctor  hours,  and  8,186  doctor  miles  traveled.  This 
means  that  there  were  almost  100,000  miles  traveled 
in  attending  KMA  committee  meetings,  KMA  Board 
meetings  and  Executive  Committee  meetings  this  year. 

These  are  rather  impressive  figures. 

Another  point  that  I would  like  to  mention  is  that 
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there  were  20  KMA  representatives  at  15  out-of- 
state  meetings.  This  would  be  a total  of  148  days 
attending  out-of-state  meetings,  or  if  we  look  at  it 
another  way,  this  would  be  a KMA  representative 
at  an  out-of-state  meeting  approximately  every 
other  day  through  this  past  year.  During  these  out- 
of-state  meetings,  there  were  58,706  miles  traveled. 
Again,  these  statistics,  I think,  indicate  the  amount 
of  work  which  has  gone  into  the  Association  this 
year. 

I would  again  like  to  thank  all  of  those  who  have 
been  helpful  to  me  in  this  past  year  with  the 
secretarial  job.  I would  like  also  to  remind  you 
gentlemen  who  are  the  elected  delegates  from  your 
areas  that  it  is  your  job  to  attend  the  meetings  and  to 
report  the  actions  of  the  House  to  your  particular 
society.  Yours  is  an  extremely  important  job.  With 
more  and  more  participation  of  KMA  in  numerous 
projects,  it  is  all  more  important  for  us  to  maintain 
our  contacts  with  our  component  members  of  the 
society,  to  carry  out  their  wishes,  and  to  attempt  to 
aid  in  any  way  we  can  all  the  members  of  this 
society  through  you,  the  elected  delegate.  I would 
like  to  close  this  report  with  another  vote  of  thanks 
to  our  fine  KMA  staff  and  another  commendation  for 
a job  well  done  for  another  year. 

Randolph  Scheen,  M.D.,  Secretary 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Secretary  was  reviewed  with 
special  interest  concerning  the  tremendous  amount  of 
doctor  miles  and  doctor  hours  noted  in  the  function- 
ing of  the  Kentucky  Medical  Association. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Editor 

The  editors  of  The  Journal  have  continued  to 
meet  at  regular  intervals  during  the  year.  A sur- 
prising amount  of  material  requires  attention  on  the 
Monday  morning  agendas. 

The  Editor  is  submitting  his  resignation  after  four 
years  of  being  editor  and  six  years  as  associate 
editor.  The  Editor  is  recommending  to  the  Trustees 
the  appointment  of  Doctor  Walter  Hume  as  editor, 
Doctor  Henry  Asman  as  associate  editor.  Doctor 
Sam  Overstreet  as  assistant  editor  and  Doctor 
Charles  Smith  as  scientific  editor.  Doctor  Eugene 
Conner  will  remain  as  book  review  editor  and  Doctor 
Lewis  Dickinson  as  insurance  editor. 

The  Editor  wishes  to  thank  his  fellow  editors  for 
their  excellent  work  during  this  past  year  and  also 
to  thank  Mrs.  Maxey  and  Mr.  Bob  Cox  for  their 
excellent  support  and  cooperation.  Working  with 
The  Journal  over  this  peroid  of  time  has  been  a 
pleasant  and  interesting  experience.  It  is  the  opinion 
of  the  Editor  that  The  Journal  continues  to  serve 
a worthwhile  purpose  for  Kentucky  medicine. 

It  is  to  be  noted  in  a recent  analysis  of  the  fi- 
nancial status  of  the  Kentucky  Medical  Associa- 
tion that  The  Journal  has  a $14,000  deficit  for  the 
past  year.  However,  it  is  to  be  understood  that  this 
does  not  take  into  account  any  subscription  dues  to 
The  Journal  from  any  member  of  the  Association. 
For  example,  if  a $5.00  subscription  figure  were 
arrived  at  for  each  member.  The  Journal  deficit 
would  then  be  something  in  the  region  of  $2,000.  It 
is  also  to  be  understood  that  in  the  present  method 
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of  cost  accounting  that  a certain  percentage  of  the 
operational  cost  of  the  KMA  office  is  allocated  to 
The  Journal. 

At  the  present  time  preliminary  studies  are  being 
made  to  determine  methods  of  reducing  the  cost  of 
publication  of  The  Journal.  Recommendations  in  this 
regard  will  be  made  to  the  Trustees  in  the  future. 

Walter  S.  Coe,  M.D.,  Editor 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Editor  was  reviewed.  The 
Editor  and  his  staff  are  to  be  complimented  on  their 
efforts  to  publish  The  Journal  at  the  minimum  of 
cost. 

We  regret  that  Walter  S.  Coe,  M.D.,  has  resigned 
as  editor  and  commend  him  for  his  efforts  in  the 
past.  We  wish  the  new  editor  and  his  staff  all  success. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  KMA  Treasurer 

Enclosed  in  your  House  of  Delegates  envelope 
you  will  find  a Statement  of  Financial  Condition  of 
the  Kentucky  Medical  Association  as  of  June  30, 
1970,  a Statement  of  the  Changes  in  the  Fund 
Balances,  and  Condensed  Statements  of  Income  and 
Expense  of  the  Current  Fund,  Reserve  Fund,  Mc- 
Dowell House  and  the  Postgraduate  Medical  Edu- 
cation Fund  for  the  year  ending  June  30,  1970. 

The  complete  report  of  audit  for  the  fiscal  year 
just  ending  is  available  to  all  members  of  the  Ken- 
tucky Medical  Association  at  the  KMA  Headquarters 
Office,  3532  Ephraim  McDowell  Drive,  Louisville, 
Kentucky. 

In  the  event  you  may  have  any  technical  questions 
relating  to  this  report,  a representative  of  our  ac- 
counting firm  will  be  present  in  the  reference  com- 
mittee hearing  on  Monday,  September  21. 

Keith  P.  Smith,  M.D.,  Treasurer 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Treasurer  was  reviewed  with 
the  help  of  a representative  of  KMA’s  auditing  firm. 
The  financial  affairs  for  the  fiscal  year  ending  June 
30,  1970,  were  reviewed  in  depth.  It  is  obvious  that 
the  expenses  are  catching  up  with  the  income  and 
that  the  reserve  is  not  what  is  considered  adequate. 

It  is  recommended  that  the  Board  update  the  in- 
surance coverage  on  all  KMA  properties  and  as- 
sets. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Delegates  To  AMA 

The  AMA  Delegates  and  Alternate  Delegates, 
along  with  officials  of  the  state  medical  society,  have 
been  in  attendance  at  the  two  AMA  meetings  this 
past  year — the  first  on  November  30-December  3, 
1969,  at  Denver,  Colorado,  and  the  second  on  June 
23-25,  1970,  at  Chicago,  Illinois. 

Clinical  Ses.iion 

The  finst  meeting  of  the  year  1969-70  was  held  in 
Denver,  Colorado,  on  November  30,  1969,  to  De- 
cember 3,  1969.  The  House  of  Delegates  was  very 
active  in  the  formation  and  approval  of  the  .A.d  Hoc 
Committee’s  study  of  the  Modus  Operand!  of  the 
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Scientific  Sessions  which  had  been  adopted  in  1969  at 
a convention  in  New  York.  The  reference  committee 
recommended  approval  and  the  House  did  approve 
the  Ad  Hoc  Committee’s  study  on  the  Modus 
Operandi  of  the  Scientific  Sessions.  The  recommenda- 
tion regarding  a private  practice  council  was  con- 
sidered at  length  and  the  House  approved  an  amended 
version  which  stated  that  there  should  be  a Com- 
mittee on  Private  Practice  as  a part  of  the  Council 
of  Medical  Services.  In  response  to  the  necessarily 
economy-minded  House,  the  AMA-ERF  Biomedical 
Research  Institute  was  recommended  to  be  discon- 
tinued because  of  the  lack  of  funds  and  the  lack  of 
broad  support  from  numerous  sources.  It  was  with  a 
great  deal  of  reluctance  that  the  House  approved  the 
liaison  committee  reports  which  means  the  institute 
will  be  gradually  phased  out.  Considerable  discussions 
were  held  in  regard  to  medical-legal  subjects  and 
attempts  were  made  to  better  relations  between  the 
Bar  Association  in  regard  to  attempts  to  change  the 
contingency  fee  system  as  well  as  the  statutory 
limits  on  damages.  This  was  recommended  to  the 
Board  to  continue  to  search  for  a solution  in  this 
area  as  a matter  of  urgent  priority.  Numerous  other 
needed  reformations  in  the  field  of  the  AMA  govern- 
ment agencies  and  subsidiary  liaison  agencies  were 
pointed  out  and  numerous  requests  were  made  for  a 
better  negotiating  of  understanding  between  govern- 
ment agencies  and  practicing  physicians  and  AMA 
authorities.  This  was  primarily  concerning  federal 
statutes  and  regulations  and  the  AMA’s  not  being 
consulted  in  some  of  the  directives  put  out.  It  is 
possible  in  the  foreseeable  future  that  a better 
understanding  will  occur  and  that  the  AMA  will  be 
consulted  more  on  governmental  health  affairs.  Nu- 
merous requests  and  recommendations  regarding  the 
use  of  drugs,  narcotics,  etc.,  were  presented  to  the 
House  of  Delegates.  In  the  category  of  drugs  it  was 
felt  that  the  FDA  has  taken  upon  itself  the  exposure 
of  and  withdrawing  of  drugs  and  making  substitutes 
which  do  not  make  the  criteria  set  up  for  other  drug 
concerns.  This  is  a matter  which  will  have  to  be 
resolved  through  the  AMA’s  Committee  and  Council 
on  Drugs  and  by  governmental  agencies.  The  most 
important  consideration  in  all  probability  regarding 
the  Denver  meeting  was  the  special  session  held  for 
Reference  Committee  I which  has  to  do  with  the 
long-range  planning  and  development  of  AMA.  There 
was  a majority  report  and  also  a minority  report.  It 
became  evident  through  the  course  of  all  the  dis- 
cussions that  there  was  a lack  of  unanimity  among 
the  members  and  that  this  would  require  further 
discussion,  study  and  recommendations  before  it 
could  be  passed  on  by  the  entire  House.  Therefore,  it 
was  directed  that  the  report  be  thoroughly  studied 
and  that  at  the  next  House  of  Delegates’  meeting 
recommendations  could  be  presented  to  the  House 
for  approval. 

ANNUAL  CONVENTION 

This  is  the  first  uninterrupted  annual  convention 
since  the  1967  meeting  and  it  was  prompted  by  the 
AMA  Board  of  Trustees  formation  of  a reference 
committee  to  hold  a public  forum  so  that  dissident 
groups  might  express  their  opinions  regarding  the 
AMA’s  position,  action  and  responsibility  in  the 
health  care  field.  This  meeting  was  also  the  one 
which  KMA  presented  Dr.  Robert  C.  Long  as  a 
candidate  for  President-Elect  of  the  AMA.  Dr.  Long 
was  one  of  four  candidates  and  Dr.  Long’s  race  was 
one  sponsored  with  great  enthusiasm  by  KMA  and 
other  allied  organizations  who  were  interested  in  the 
health  fields.  Dr.  Long  survived  the  first  two  ballots 
and  was  a close  second  to  the  ultimate  winner  who 
was  Dr.  Wesley  W.  Hall  of  Reno,  Nevada. 

Dr.  Gerald  Dorman  in  his  final  address  to  the 
House  made  a plea  for  all  members  of  medicine  to 
give  us  the  best  of  leadership  that  we  can  possibly 


muster  in  the  health  care  field  and  as  a means  of 
demonstrating  our  interest  he  suggested  that  we  set 
a specific  minimal  health  standard  for  all  the  people 
of  the  United  States,  saying  that  we  must  renew  our 
contact  with  the  others  of  the  health  care  field  and 
re-dedicate  ourselves  to  see  that  complete  health  care 
is  given  to  everyone  in  the  United  States.  Dr.  Walter 
Bornemeier  in  his  inaugural  address  cited  areas  in 
which  improvement  of  medical  care  could  be  ren- 
dered in  medical  education  and  training;  shortening 
the  curriculum  for  medical  school;  modernizing  or 
shortening  residency  programs  and  having  more 
medical  teachers  in  patient-medical  care  and  reduc- 
ing to  a degree  in  number  medical  research  institu- 
tions and  researchers. 

The  House  of  Delegates  of  the  AMA  in  1969-70 
considered  a tremendous  volume  of  business  which 
included  61  reports  and  140  resolutions  and  eight 
memorial  or  commendary  resolutions  and  27  special 
ones,  generated  by  the  Himler  Committee’s  Report 
on  Planning  and  Development  of  the  AMA. 

The  question  of  the  AMA’s  positions  on  abortion 
generated  considerable  discussion  throughout  the 
meeting  and  the  House  of  Delegates  went  on  record 
as  approving  abortion  in  the  context  of  its  previous 
position,  stating  that  it  should  be  done  by  competent 
physicians,  with  competent  consultation  in  the  hos- 
pital and  should  be  done  for  medically  approved 
conditions  which  were  not  in  conflict  with  any  state 
legal  medical  practice  acts. 

The  consumer  forum  again  prevented  the  interrup- 
tion of  the  House  of  Delegates  meetings.  At  this 
meeting  those  who  have  any  alleged  grievances  of 
AMA  care,  planning  or  operation  were  given  an 
opportunity  to  express  themselves.  This  was  reported 
to  the  House  and  the  House  suggested  that  possibly 
the  AMA  advisory  committtee  on  health  care  of  the 
American  people  consider  making  this  a yearly  pro- 
gram. 

Dues  increase:  The  House  of  Delegates  on  recom- 
mendation of  the  reference  committee  took  unto 
itself  the  question  of  increasing  dues,  which  prior  to 
this  meeting  had  been  the  prerogative  of  the  Board 
of  Trustees.  The  AMA  House  of  Delegates  after 
hearing  testimony  did  approve  a dues  increase  of  $40, 
making  annual  AMA  dues  $110.  At  the  same  time 
the  House  directed  the  AMA  financial  committee 
and  Trustees  that  in  the  future  any  question  of  dues 
increase  should  be  given  publicity  to  all  state  asso- 
ciations to  enlist  their  efforts  in  order  to  increase 
the  dues  without  the  trouble  which  accompanied  this 
dues  increase. 

The  House  of  Delegates  approved  numerous  recom- 
mendations also  regarding  the  re-affirmation  of  the 
AMA’s  basic  philosophy  of  the  “promotion  of  the 
art  and  science  of  medicine  and  the  betterment  of 
public  health.”  They  also  noted  that  the  AMA  had 
responsibility  in  attempting  to  attract  the  most  highly 
qualified  candidates  to  the  field  of  medicine;  recom- 
mended that  the  AMA  expand  its  active  rote  in  plan- 
ning developmental  programs  for  medical  care  in  all 
of  its  ramifications  and  to  assist  state  and  county 
medical  societies  in  the  same  regard.  The  AMA  re- 
affirmed its  desire  to  help  in  all  ways  the  Council 
on  Health  Manpower  in  order  to  provide  medical 
care  for  more  rural  areas  and  to  develop  expedient 
methods  to  overcome  these  deficiencies  at  the  present 
time.  The  House  approved  the  necessity  for  physicians’ 
assistants  in  numerous  fields  of  medicine  and  directed 
the  appropriate  councils  to  institute  programs  and 
to  set  up  guidelines  for  certification  of  programs. 
The  AMA  endorsed  the  principle  of  voluntary  life- 
long postgraduate  study  for  all  physicians  in  the 
field  of  continuing  education  and  reiterated  its  feeling 
regarding  the  state  medical  association’s  necessity  of 
designating  representatives  to  deal  energetically  with 
all  third  party  agencies  and  programs  and  utilizing  the 
concept  of  usual,  customary  and  reasonable  charges 
as  a basis  for  all  considerations. 
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In  the  field  of  education  the  House  approved 
numerous  essentials  of  residencies  for  the  many  spe- 
cialty groups  and  recognized  the  necessity  for  intern- 
ships to  be  approved  in  the  future  with  a combined 
residency  program  as  a means  of  giving  the  best 
medical  care  to  all  segments  of  the  country. 

In  the  field  of  professional  liability  the  House 
approved  a Board  report  stating  that  insurance  pro- 
tection is  essential  so  that  all  physicians  may  con- 
tinue to  provide  needed  medical  care  to  the  public; 
and  it  felt  that  the  best  way  to  provide  this  would 
be  under  a program  jointly  sponsored  by  the  AMA 
and  respective  state  medical  societies  in  conjunction 
with  a liabiltiy  carrier;  and  the  board,  at  the  present 
time,  is  seeking  with  the  insurance  industry  a method 
of  getting  professional  insurance  programs  under 
joint  sponsorship  so  that  the  states  which  may  elect 
to  participate  may  be  included. 

The  House  also  approved  all  present  nursing  plans 
and  suggested  means  of  improving  and  encouraging 
more  candidates  to  enter  nursing  to  alleviate  the 
nurse  shortage  throughout  the  country  and  methods 
of  providing  more  nursing  help  to  all  hospitals  and 
health  care  areas. 

In  the  field  of  drugs  the  House  took  important 
actions  concerning  many  drugs  and  noted  that  it 
approved  the  position  of  support,  maintenance  and 
enforcement  of  anti-substitution  laws  and  regulations 
which  some  government  agencies  have  suggested. 

Hospitals:  The  House  went  on  record  as  requesting 
to  JCAH  that  the  committees  include  where  feasible 
adequate  representation  from  community  base  hos- 
pitals elected  by  the  medical  staff. 

In  other  miscellaneous  action  the  House  suggested 
possibly  the  formation  of  a subsidiary  corporation  to 
engage  in  publication  of  medical  materials  for  pos- 
sible tax  benefits.  The  House  adopted  a Board  pro- 
posal undertaking  a communications  program  for 
1970’s  in  documentary,  educational  advertising  and 
other  related  activities  to  improve  the  purpose  and 
understanding  and  image  of  the  medical  profession. 

The  House  again  approved  and  supported  the  con- 
tinued efforts  by  the  AMA  to  inform  the  medical 
profession  of  the  value  and  benefit  to  be  realized 
from  the  implementation  of  adequate  Peer  Review 
Programs  and  directed  the  Board  of  Trustees  and 
councils  and  committees  and  other  appropriate  sec- 
tions of  the  AMA  to  give  this  project  the  highest 
priority  and  emphasize  its  urgency  to  component 
state  and  county  medical  societies. 

I wish  to  recognize  the  excellent  help  given  the 
delegates  and  alternate  delegates  by  the  officials  of 
the  state  medical  society,  KMA  staff,  representatives 
of  the  county  medical  societies  and  by  numerous 
members  of  the  KMA  who  contributed  of  their  time 
and  efforts  in  order  to  make  our  comprehensive 
report  to  you.  Special  recognition  is  extended  to  our 
other  two  Delegates,  George  Brockman,  M.D.,  and 
Charles  Rutledge,  M.D.,  and  to  our  three  Alternate 
Delegates,  Doctors  Charles  Bryant,  Daryl  Harvey 
and  David  Stevens. 

J.  Thomas  Giannini,  M.D.,  Senior  Delegate 
Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Delegates  to  AMA  was  re- 
viewed. As  usual,  they  functioned  in  a very  efficient 
manner  in  behalf  of  KMA.  We  take  note  of  Doctor 
Long’s  race  for  the  position  of  President-Elect  of 
AMA  and  commend  the  outstanding  efforts  of  those 
participating  in  the  campaign. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Executive  Director 

As  we  approach  the  end  of  another  Associational 
year,  it  is  certainly  a challenge  for  me  to  report  to 
you  a summary  of  the  responsibilities  and  activities 


of  the  Headquarters  Office.  Details  of  staff  activities 
are  interwoven  in  the  various  reports  contained  in  this 
booklet,  the  publications  you  receive,  the  associational 
meetings  you  attend  and  in  representing  you  at  most 
medically-related  functions  held  in  the  Common- 
wealth. 

Last  year  I reported  my  impression  of  an  average 
day  in  your  Headquarters  Office.  I believe  that  “av- 
erage day”  has  mushroomed  at  a greater  percentage 
of  increase  than  any  of  the  inflationary  figures  I 
have  seen  thrown  around  lately.  It  reflects,  I think, 
not  only  the  profession’s  concern  for  health  care 
but  the  increased  governmental  role,  public  involve- 
ment, third-party  expansion,  a multitude  of  proposals 
for  innovations  in  the  health  care  delivery  system  and 
the  plain  fact  that  more  professional  people  are  pro- 
viding more  services  for  an  increasing  population. 

Since  last  year,  we  have  seen,  for  example: 

1.  More  and  greater-in-depth  committee  activity; 

2.  The  Judicial  Council  increase  its  meetings  by 
fifty  percent;  (All  meetings  of  any  committee 
obviously  take  numerous  staff  hours  for  prepar- 
ation and  follow  up.) 

3.  A continuing  increase  of  legislative  and  govern- 
ment medical  matters. 

4.  Peer  Review  activity  bring  new  staff  responsi- 
bilities in  meetings,  records,  correspondence,  etc.; 

5.  Better  communications  become  a personal  staff 
objective,  and  attempts  made  to  maintain  closer 
liaison  with  representatives  of  the  communica- 
tions media; 

6.  Routine  programs  such  as  the  Rural  Kentucky 
Medical  Scholarship  Fund  perpetuate  increased 
work  loads.  The  Scholarship  Fund  surpassed 
the  one  million  dollar  mark  in  loans  this  year. 
With  recipients  practicing  in  nearly  ninety  Ken- 
tucky counties  and  new  loans  being  made  an- 
nually, maintaining  the  essential  close  contacts 
with  our  recipients  involves  a proportionate 
amount  of  additional  staff  time. 

This  was  a legislative  year,  and  we  were  fortunate 
to  have  two  men  working  full  time  in  the  1970  Ken- 
tucky General  Assembly  (a  request  of  the  1968  House 
of  Delegates).  Having  both  the  House  of  Representa- 
tives and  the  Senate  covered  daily  by  staff  was  of 
great  aid  to  us  in  fulfilling  our  required  assignments. 
I am  convinced  that  this  decision  was  a necessary 
one  and  that  we  should  continue  in  this  manner.  I 
think  it  should  be  noted,  however,  that  the  additional 
legislative  and  external  staff  help  that  was  imple- 
mented created  a greater  obligation  in  the  internal 
administration  of  the  Headquarters  Office.  Changes 
were  made  in  staff  assignments,  but  the  number  of 
Executive  Staff  personnel  remains  unchanged  since 
1964. 

As  well  as  notes  and  memory  could  serve  us,  dur- 
ing the  past  twelve  months  staff  planning,  attendance 
and  implementation  was  required  in  over  200  meet- 
ings; and,  in  addition,  some  68  staff  days  were  spent 
representing  the  Association  at  out-of-state  meetings. 
These  are  reported  only  to  demonstrate  the  activity 
being  accomplished  in  KMA  by  the  membership 
which  evolves  around  the  Headquarters  Office.  I 
thought  it  might  be  of  interest  to  see  these  meetings 
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listed  on  a day-to-day  basis;  but  due  to  the  space  it 
would  require,  I did  not  include  such  a listing  in  this 
report.  However,  it  will  be  made  available  to  the 
members  of  Reference  Committee  No.  1 for  their  in- 
formation. 

If  the  growth  of  challenges  and  accomplishments, 
responsibilities  and  opportunities,  programs  and  prog- 
ress were  charted  for  medical  associations,  the 
graph  would  reflect  a trend  which,  I believe,  would 
make  any  Wall  Street  financier  envious. 

At  the  same  time,  I feel  we  may  be  in  the  “market 
position”  where  these  same  challenges— responsibili- 
ties— opportunities  are  about  to  increase  at  a greater 
pace  than  ever.  Legislation  is  again  the  cause  for 
some  of  this.  If  Medicare  should  ever  get  a Part  C 
as  is  now  being  proposed,  what  is  to  be  the  medical 
profession’s  response  through  its  organizational 
structure?  Many  state  medical  associations  and  major 
county  medical  societies  are  already  into  or  are  tak- 
ing a serious  look  at  “medical  foundations.”  The 
AMA  Board  of  Trustees  has  requested  a study  on 
the  foundation  development,  its  status,  advantages 
and  disadvantages. 

A Peer  Review  Organization  (PRO)  has  been  in- 
troduced in  various  forms  in  Congress.  Such  an  or- 
ganization, if  passed  by  Congress  as  proposed,  would 
have  state  and  local  structures  reviewing  in-patient 
and  out-patient  claims,  utilization  and  quality  of  care. 
The  legislation  provides  that  this  review  authority 
be  lodged  wherever  possible  with  medical  societies. 

Liability  Insurance  is  becoming  an  increasing  prob- 
lem, and  the  American  Medical  Association  is  estab- 
lishing a national  liability  insurance  coverage  pro- 
gram which  is  to  be  available  for  state  medical  as- 
sociations should  they  desire  to  participate.  Should 
it  become  a reality  in  Kentucky,  it  would  obviously 
require  more  Headquarters  administrative  output. 

Other  state-medical-association-sponsored  programs 
in  the  medical  economics  field  are  now  receiving 
favorable  consideration.  Such  concepts  include  spe- 
cial group  rates  to  members  for  automobile  leasing, 
disability  and  life  insurance,  investment  and  manage- 
ment consultants,  etc. 

Continuing  emphasis  is  also  being  directed  at  allied 
health  personnel — The  Physician’s  Assistant — Con- 
tinuing Medical  Education,  more  sophisticated  PR 
efforts,  and  such  local  proposals  as  the  formation 
of  multi-county  medical  societies. 

Handling  such  continuing  growth  in  activities  and 
increasing  needed  services  to  the  membership  requires 
careful  study  in  the  utilization  of  more  modern 
equipment.  Savings  can  be  realized  by  combining 
some  efforts  with  other  state  medical  associations, 
and  the  use  of  computers  by  KMA  could  become 
an  inexpensive  reality  that  could  save  time  and  effort 
for  many  of  our  members.  It  has  been  a busy  year, 
and  it  looks  as  if  more  is  to  come. 

There  are  three  officers  with  which  the  Executive 
Director  has  an  opportunity  to  work  very  closely; 
the  President,  Chairman  of  the  Board  and  Secretary. 
For  their  time,  understanding  and  counsel,  I am 
deeply  indebted  to  Doctors  Walter  Cawood,  William 
Hall  and  Randolph  Scheen.  A very  deep  appreciation 
is  extended  to  the  entire  official  family  of  KMA, 


the  officers  and  members  of  the  Board  of  Trustees, 

The  Journal  editors,  the  committee  chairmen  and 
committee  members  and  to  the  individual  members 
with  and  for  whom  we  have  had  the  pleasure  of 
working. 

I have  an  inexpressible  feeling  toward  a superb 
staff,  all  of  whom  daily  demonstrate  not  only  their 
ability  and  desire  to  surpass  what  might  be  expected 
of  them,  but  a deep  respect  for  their  individual  as- 
signments and  a sincere  dedication  to  perform  in 
the  interest  of  the  Association. 

Your  staff  appreciates  having  the  opportunity  of 
serving  you.  All  staff  assignments  and  activities  are 
under  constant  review  to  insure  maximum  effective- 
ness. 

Robert  G.  Cox,  Executive  Director 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Executive  Director  was  con- 
sidered in  detail.  We  have  all  praise  for  the  Execu- 
tive Director  and  his  staff  for  the  loyal  performance 
of  their  duties  for  the  Association.  It  is  noted  that 
the  staff  has  remained  unchanged  in  size  since  1964, 
but  additional  demands  have  been  placed  upon  them. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Advisory  Committee 
to  the  Women’s  Auxiliary 

Under  the  capable  leadership  of  its  President, 

Mrs.  Hoyt  D.  (Rose)  Gardner,  and  a dedicated 
group  of  officers  and  Board  members,  the  Auxiliary 
has  had  a busy  and  productive  year.  The  task  of 
the  Advisory  Committee  has  been  an  easy  one,  in- 
volving, at  most,  an  occasional  informal  discussion 
of  programs  and  plans. 

The  attention  of  the  House  of  Delegates  and  the 
Board  of  Trustees  is  especially  directed  to  the  rec- 
ommendation made  in  the  closing  paragraphs  of 
the  Report  of  the  President  of  the  Auxiliary.  This 
innovative  suggestion  deserves  careful  consideration 
and  study  of  the  mechanisms  and  financing  of  a 
plan  whereby  the  Association  could  profit  by  the 
day-to-day  coordination  of  the  efforts  of  the  Auxili- 
ary with  those  of  KMA  in  the  pursuit  of  our  goals. 

Henry  B.  Asman,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Advisory  Committee  to  the 
Woman’s  Auxiliary  was  reviewed,  and  the  Commit- 
tee noted  again  the  desire  for  coordination  between 
the  Auxiliary  and  KMA. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Resolution  I 

Jefferson  County  Medical  Society 

WHEREAS,  serving  as  President  of  the  Kentucky 
Medical  Association  is  a distinct  honor  but  a tre- 
mendously time-consuming  office,  and 

WHEREAS,  the  Presidency  of  the  Kentucky  Med- 
ical Association  imposes  considerable  financial  sac- 
rifice on  the  individual  so  honored,  and 

WHEREAS,  physicians  of  ability,  integrity  and 
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possessing  outstanding  qualities  of  leadership  are 
sometimes  unable  or  unwilling  to  make  the  neces- 
sary sacrifice  of  time  and  money  required  to  serve 
as  President  of  the  Kentucky  Medical  Association, 
and 

WHEREAS,  the  entire  membership  of  the  Ken- 
tucky Medical  Association  urgently  needs  the  best 
available  physician  to  occupy  the  office  of  President 
of  their  organization,  therefore  be  it 

RESOLVED,  that  a mechanism  be  evolved  by 
the  Budget  Committee  of  the  Kentucky  Medical  As- 
sociation which  will  ease  any  financial  loss  from  the 
practice  of  medicine  incurred  during  the  year  of  his 
imcumbency  by  the  President  of  KMA. 

Recommendations,  Reference  Committee  No.  1 

Resolution  I,  Compensation  for  KMA  President, 
introduced  by  the  Jefferson  County  Medical  Society, 
was  discussed  in  some  detail  by  the  committee  and 
past  presidents  who  felt  that  its  implementation  is 
not  feasible.  We  further  feel  that  the  new  expense 
compensation  plan  of  the  KMA  Board  of  Trustees 
should  be  given  an  adequate  trial  and  recommend 
that  Resolution  1 not  be  adopted. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  I move  the  adoption  of  the  report 
of  the  Reference  Committee  No.  1 as  a whole. 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  as  chairman,  I wish  to  thank  all  of 
the  members  of  this  committee  for  their  untiring  ef- 
forts and  help  in  preparing  this  report. 

I would  also  like  to  thank  Miss  Libby  Spalding 
for  her  excellent  help. 

REFERENCE  COMMITTEE  NO.  1 
Harold  L.  Bushey,  M.D.,  Barbourville,  Chairman 
Winston  L.  Burke,  M.D.,  Lexington 
Frank  M.  Gaines,  Jr.,  M.D.,  Louisville 
Walter  R.  Johnson,  M.D.,  Paducah 
Glenn  F.  Baird,  M.D.,  Florence  (Absent) 

REFERENCE  COMMITTEE  NO.  2 

Faull  S.  Trover,  M.D.,  Madisonville , Chairman 

Reference  Committee  No.  2 considered  the  follow- 
ing reports: 

14.  Report  of  the  Scientific  Program  Committee 

15.  Report  of  the  Scientific  Exhibits  Committee 

16.  Report  of  the  Committee  on  Medical  Educa- 
tion 

17.  Report  of  the  Hospital  Committee 

18.  Report  of  the  Committee  on  Educational  Tele- 
vision 

19.  Report  of  the  Disaster  Medical  Care  Commit- 
tee 

20.  Report  of  the  Cancer  Coordinating  Committee 

5.  Report  of  the  Chairman,  Board  of  Trustees, 

Emergency  Medical  Care  Planning  Committee  Re- 
port only 

Resolution  F — Foreign  Graduate  Licensure 
(Campbell-Kenton  Counties) 

Resolution  M — Departments  of  General  Practice 
(Jefferson  County) 

Report  of  the 

Scientific  Program  Committee 

The  charge  to  the  Scientific  Program  Committee 
is  to  plan,  promote  and  implement  the  scientific 
sessions  held  each  year  in  conjunction  with  the  KMA 
Annual  Meeting.  To  properly  carry  out  this  responsi- 
bility, it  is  necessary  for  the  committee  to  meet  to 
develop  its  plans  nearly  a year  in  advance  of  the 
Annual  Convention. 


In  addition,  early  in  the  Associational  year,  your 
Chairman  had  the  pleasure  of  meeting  with  the  16 
specialty  group  presidents  to  discuss  their  participa- 
tion in  planning  this  year’s  meeting.  I am  grateful 
for  their  approval  of  the  facilities  offered  for  their 
meetings  and  for  their  cooperation  in  the  planning 
of  the  overall  meeting.  The  scientific  programs  of 
the  specialty  groups,  held  in  conjunction  with  our 
General  Sessions,  have  proven  over  the  years  to  be 
valuable  to  all  concerned  and  provide  an  outstanding 
contribution  to  the  continuing  education  of  our 
members. 

Preparation  for  each  year’s  scientific  session  in- 
cludes the  review  of  previous  programs  in  an  attempt 
to  .select  the  most  popular  aspect  of  those  sessions 
to  compliment  any  new  concepts  presented.  It  is  the 
desire  of  the  Scientific  Program  Committee  to  pre- 
sent an  appealing  and  educational  program  that  pro- 
vides maximum  benefit  to  the  members  of  KMA. 

This  year,  we  are  attempting  a blend  of  individual 
papers  and  panel  discussions.  A popular  innovation 
of  last  year’s  meeting,  the  “Crackerbarrel  Session,” 
will  again  be  presented  this  year,  which  will  permit 
informal  roundtable  discussions,  on  Wednesday  after- 
noon. 

We  have  carried  over  the  policy  of  selecting  themes 
for  portions  of  the  scientific  program  which  are 
designed  to  assist  in  the  continuity  of  the  program 
and  afford  an  opportunity  for  indepth  coverage  of 
the  subject.  From  past  experience,  it  has  appeared 
that  the  selection  of  themes  has  proven  to  be  bene- 
ficial and  we  hope  you  will  again  find  them  to  be 
profitable. 

We  are  pleased  to  again  have  the  South  Central 
Bell  Telephone  Company  sponsor  our  message  center 
in  the  Technical  Exhibit  Hall  and  wish  to  extend 
our  appreciation  to  them.  Each  year,  this  continues 
to  be  a growing  and  valuable  service  to  our  associa- 
tion and  our  members. 

Once  the  plans  for  the  scientific  sessions  are  final- 
ized, your  Chairman,  committee  members,  specialty 
group  presidents  and  KMA  staff  become  involved 
with  countless  phone  calls,  personal  contacts  and 
reams  of  correspondence  in  promoting  and  imple- 
menting these  plans.  Your  chairman  is  grateful  to 
all  those  who  assisted  in  the  formation  of  this  pro- 
gram and  especially  to  the  members  of  the  com- 
mittee, program  moderators,  and  specialty  group 
presidents. 

Allan  M.  Lansing,  M.D.,  Chairman 
Recommendations,  Reference  Committee  No.  2 

The  Report  of  the  Scientific  Program  Committee 
was  studied  and  this  committee  certainly  should  be 
congratulated  on  the  excellent  program  that  has  been 
arranged.  It  is  recognized  that  a great  deal  of  work 
was  done  in  completing  this  program. 

We  wish  to  thank  the  South  Central  Bell  Tele- 
phone Company  on  behalf  of  the  Kentucky  Medical 
As.sociation  for  the  continued  sponsorship  of  the  Mes- 
sage Center. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 
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Report  of  the 

Committee  of  Scientific  Exhibits 

As  it  is  necessary  for  our  committee  to  meet 
late  in  the  summer  to  review  all  applications  for 
scientific  exhibit  space  at  the  Annual  Meeting,  it  has 
become  our  policy  to  submit  our  final  report  in  ad- 
vance of  our  meeting  to  insure  that  it  will  be  pro- 
cessed and  distributed  with  the  other  committee  re- 
ports. 

Our  meeting  is  being  held  this  year  on  July  9,  at 
which  time  we  will  carefully  review  all  applications 
submitted  to  us  and  make  selections  of  those  to  be 
presented. 

We  anticipate  having  approximately  twenty  sci- 
entific exhibits  for  the  1970  meeting.  They  are  to  be 
in  place  in  the  Convention  Center  by  8:00  a.m. 
on  Tuesday,  September  22,  and  will  not  be  removed 
until  3:30  p.m.  on  Thursday,  September  24. 

Our  policy  of  judging  the  exhibits  is  being  con- 
tinued, and  the  judging  team  will  select  the  most 
outstanding  exhibits,  with  the  first  place  award  re- 
cipient being  recognized  during  the  General  Sessions 
at  11:30  a.m.  on  Wednesday  morning. 

Special  badges  and  ribbons  are  used  to  identify 
our  scientific  exhibitors,  and  they  are  eager  to  dis- 
cuss their  exhibit  with  you.  A certificate  is  awarded 
each  exhibitor  in  appreciation  of  his  interest  in  this 
phase  of  continuing  medical  education. 

Our  committee  members  desire  to  take  this  op- 
portunity to  urge  all  members  attending  the  Annual 
Meeting  to  visit  the  exhibits  which  will  be  located 
in  the  Convention  Center  between  the  technical  ex- 
hibit hall  and  the  General  Sessions.  We  would  like 
to  see  more  of  our  members  present  exhibits,  and  we 
urge  your  consideration  of  planning  toward  such 
a project  for  next  year’s  meeting. 

T.  R.  Marshall,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

The  Report  of  the  Scientific  Exhibits  Committee 
was  studied  and  the  reference  committee  wishes  to 
compliment  the  committee  and  the  exhibitors  for 
their  cooperation  in  making  this  program  a success. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Committee  on 
Medical  Education 

The  Medical  Education  Committee  held  two  formal 
meetings  this  year  on  November  13,  1969  and  April 
16,  1970. 

One  of  the  responsibilities  assigned  the  committee 
is  to  study  and  make  recommendations  on  matters 
relating  to  PL  89-239  (Heart,  Cancer  and  Stroke). 
The  committee  noted  with  interest  that  the  direction 
of  the  Regional  Medical  Programs,  as  originally  set 
up,  has  recently  changed  toward  the  development  and 
more  efficient  utilization  of  medical  manpower, 
particularly  those  involved  in  ambulatory  (non-insti- 
tutionalized)  care.  We  also  note  the  similarity  of 
these  programs  to  those  of  PL  89-749  Comprehensive 
Health  Planning. 


The  committee  particularly  discussed  the  post- 
graduate medical  education  phase  of  the  Ohio  Valley 
Regional  Medical  Program  and  made  a recommen- 
dation regarding  the  establishment  of  an  office  of 
continuing  medical  education  at  the  University  of 
Louisville  School  of  Medicine. 

Your  committee  members  are  pleased  to  assume 
their  responsibility  with  the  American  Medical  As- 
sociation Education  and  Research  Foundation.  It  has 
been  our  pleasure  to  promote  tax  deductible  con- 
tributions to  this  organization  which  provides  loans 
to  medical  students  and  unrestricted  grants  to  medi- 
cal schools.  During  the  KMA  Interim  Meeting  this 
year,  the  dean  of  the  University  of  Louisville  School 
of  Medicine  was  presented  an  AMA-ERF  check  in 
the  amount  of  $9,895.19,  while  the  University  of 
Kentucky  College  of  Medicine  received  $3,677.56.  We 
wish  to  recognize  the  assistance  of  the  Woman’s 
Auxiliary  and  are  pleased  that  they  do  receive  credit 
for  funds  collected  in  Kentucky  which  assists  them  in 
competition  with  other  state  auxiliaries. 

A project  of  the  committee,  this  year,  was  in  regard 
to  the  survey  on  the  attitudes  of  KMA  members  con- 
cerning the  concept  of  the  clinical  associate  or 
physician’s  assistant.  The  survey  results  indicate 
that  physicians  are  receptive  to  the  utilization  of 
this  type  of  health  worker.  Complete  details  were 
published  as  a special  article  in  The  Journal  and  a 
segment  of  the  Interim  Meeting  this  year  concerned 
this  concept.  The  committee  feels  the  creation  of 
new  types  of  health  manpower  has  a great  deal  of 
merit,  particularly  in  a time  when  the  demand  for 
health  services  is  ever  increasing. 

In  an  attempt  to  bring  about  closer  liaison  with 
the  students  of  both  medical  schools,  the  committee 
asked  each  medical  school  SAMA  Chapter  to  ap- 
point a representative  to  attend  our  meetings.  In  ad- 
dition, as  in  the  past,  two  members  of  KMA  were 
asked  to  be  representatives  to  SAMA  so  there  would 
be  proper  representation  at  the  Commonwealth’s 
two  medical  schools.  Hoyt  D.  Gardner,  M.D.,  was 
asked  to  be  the  representative  to  the  University  of 
Louisville,  and  Donald  E.  Edger,  M.D.,  was  asked  to 
be  the  representative  to  the  University  of  Kentucky. 
Their  individual  reports  will  follow  as  an  addendum 
to  this  report. 

Since  the  activities  ot  the  Medical  Education 
Committee  have  increased  this  year,  two  special  sub- 
committees were  formed,  both  under  the  chairman- 
ship of  committee  member,  Frank  R.  Lemon,  M.D. 
One  subcommittee  planned  the  1971  Conference  on 
Medical  Education  which  will  be  held  at  Park  Mam- 
moth Resort,  January  23  and  24.  We  are  of  the 
opinion  that  this  is  a very  important  function  of  the 
committee,  in  that  it  gives  physicians  in  private 
practice  and  academic  medicine  the  opportunity  to 
meet  and  exchange  ideas. 

The  other  subcommittee  was  formed  to  develop  a 
survey  to  determine  the  continuing  medical  educa- 
tion needs  of  Kentucky  physicians.  The  endeavors 
of  both  subcommittees  will  be  actively  pursued  dur- 
ing the  next  Associational  year  and  the  members 
serving  on  them  are  to  be  commended  for  their  un- 
tiring efforts  on  behalf  of  KMA. 
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The  concept  of  continuing  education  as  a require- 
' ment  for  membership  in  medical  societies  or  for 

(relicensure  by  states  was  also  discussed  by  the  com- 
mittee. We  feel  that  this  type  procedure  is  becoming 
more  prevalent  throughout  the  country  and  that  the 
initiative  must  be  taken  by  the  private  sector  in 
setting  up  these  programs.  We  have  contacted  the 
various  state  medical  societies  currently  involved 
with  these  types  of  programs  and  hope  to  examine 
those  which  are  now  in  existence,  in  the  event 
KM  A should  decide  to  undertake  a similar  line  of 
action. 

The  Postgraduate  Medical  Education  Fund  con- 
tinues to  be  supervised  by  this  committee.  The  com- 
mittee approved  the  use  of  $850  from  the  fund  by 
the  KMA  Educational  Television  Committee  in  their 
effort  with  the  PANMED  continuing  medical  educa- 
tion television  series. 

In  addition,  your  committee  also  selected  the  re- 
cipients of  the  KMA  Faculty  Scientific  Achievement 
Awards  to  be  presented  during  the  Annual  Session. 

I,  as  Chairman,  would  like  to  thank  the  members 
of  the  committee:  Douglas  M.  Haynes,  M.D.,  William 
S.  Jordan,  Jr.,  M.D.,  Frank  R.  Lemon,  M.D.,  Elmer 
G.  Pruitt,  M.D.,  Carl  H.  Scott,  M.D.,  and  William 
J.  Temple,  M.D.,  for  their  efforts  and  cooperation 
during  this  Associational  year. 

Walter  I.  Hume,  Jr.,  M.D.,  Chairman 

SAMA  Representative 
to  the 

University  of  Kentucky 
College  of  Medicine 

This  representative  holds  a similar  position  in  the 
Fayette  County  Medical  Society  along  with  several 
committee  members.  We  have  met  on  several  oc- 
casions with  the  officers  of  the  University  of  Ken- 
tucky Chapter  of  the  Student  American  Medical 
Association.  Our  efforts  at  the  present  are  directed 
toward  a program  to  be  presented  to  the  Fayette 
County  Medical  Society  by  the  University  of  Ken- 
tucky Medical  Students.  The  program  has  not  been 
I developed  as  yet,  but  its  content  will  be  determined 

I by  the  students  themselves.  I envision  this  program 

to  be  sort  of  a Senior  Day  Program  in  reverse,  that 
j is,  a session  where  the  students  can  tell  the  “Es- 

I tablishment”  something  of  their  basic  philosophies. 

Some  degree  of  dialogue  is  taking  place  here  but 
1 I am  not  sure  that  either  party  has  heard  anything 

' meaningful. 

I Donald  E.  Edger,  M.D. 

I KMA  Representative  to  SAMA 

, University  of  Kentucky 

I SAMA  Representative 

to  the 

University  of  Louisville 
School  of  Medicine 

Numerous  contacts  with  this  chapter  have  occurred 
throughout  the  year,  including  accompanying  them 
to  the  annual,  national  Student  AMA  convention  in 
Philadelphia. 
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During  the  course  of  this  past  year,  through  the 
agencies  of  the  local  chapter  at  the  University  of 
Louisville,  they  have  instituted  the  person  to  person 
approach  to  medical  students  to  areas  of  medical 
need  and  formed  the  Greater  Louisville  Organization 
For  Health.  This  will  apply  itself  to  the  indigent 
and  needy  medical  areas,  located  in  the  Russell  area 
of  the  city  of  Louisville.  It  will  be  staffed  by  the 
interested  medical  students,  student  nurses,  student 
dentists  and  other  type  students,  under  the  super- 
vision of  volunteer  M.D.s.  This  received  the  unani- 
mous endorsement  of  the  Jefferson  County  Medical 
Society  and  the  encouragement  of  other  health 
organizations  throughout  the  area.  They  are  now 
in  the  process  of  recruiting  funds,  as  well  as  the 
establishment  of  the  appropriate  building  location 
to  begin  the  summer  project. 

The  general  proclivity  of  current  medical  students 
to  interest  themselves  in  the  health  delivery,  par- 
ticularly the  indigent,  needy  and  the  unknowledgeable, 
is  bringing  some  new  dimension  to  medical  school 
years. 

During  the  past  year.  Bill  Moss,  brother  of  past 
national  SAMA  President,  James  Moss,  served  as 
regional  Vice-President  to  SAMA.  The  local  chapter 
participated  in  several  of  the  regional  projects. 

As  per  past  precedent,  our  usual  contribution  to  the 
travel  expenses  to  the  annual  convention  in  Phila- 
delphia was  disbursed  and  gratefully  received. 

It  is  easy  to  see  that  the  complexions  of  medical 
schools,  as  evidenced  by  the  new  curricular  and  the 
numerous  elective  subjects,  has  given  the  students 
more  opportunity  to  look  at  the  broad  visage  of 
medicine  and  some  of  them  have  found  the  neces- 
sity to  supplement  their  sensitivities  in  medicine  by 
bringing  expression  to  the  ghetto  and  other  under- 
medically  privileged  at  a very  early  age.  What  the 
final  result  in  regards  to  the  overall  contributions 
to  health  care  and  to  organized  medicine,  as  well 
as  to  the  supplementation  of  medical  education, 
remains  to  be  seen.  So  far,  it  seems  to  have  been 
well  received  and  is  praiseworthy  and  from  the 
national  level,  the  American  Medical  Association 
has  funded  several  projects  of  this  nature. 

It  has  been  a pleasure  to  serve  in  the  capacity  of 
the  above.  It  has  been  most  stimulating  and  challeng- 
ing to  work  with  young  men.  Their  new  ideas  and 
complexions  are  always  an  experience  that  physicians 
are  glad  to  share  and  have. 

Hoyt  D.  Gardner,  M.D. 

KMA  Representative  to  SAMA 
University  of  Loui.sville 

Recommendations,  Reference  Committee  No.  2 

The  Report  of  the  Committee  on  Medical  Educa- 
tion was  reviewed  with  interest.  The  committee  noted 
that  the  Kentucky  Medical  Association,  through  its 
representatives,  is  maintaining  contact  with  the 
SAMA  Chapters  at  both  medical  schools  in  the 
state.  We  would  like  to  compliment  this  Committee 
on  Medical  Education  for  its  thorough  and  excellent 
report. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 
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Report  of  the 
Hospital  Committee 

The  KMA  Hospital  Committee  met  twice  this 
year,  on  December  4,  1969  and  May  28,  1970.  The 
activities  of  the  committee  have  substantially  in- 
creased this  year,  as  witness  the  fact  that  your 
chairman  and  individual  members  have  attended 
some  ten  meetings  on  committee  business  in  addition 
to  the  two  formal  meetings  mentioned  above. 

On  October  29-30,  your  chairman,  along  with 
representatives  of  KMA,  KHA,  the  Kentucky  De- 
partment of  Health,  the  Title  XVIII  Intermediary, 
and  HEW  and  SSA  representatives  met  with  ad- 
ministrators, boards  of  trustees  and  medical  staffs  of 
hospital  based  extended  care  facilities  experiencing 
difficulties  with  low  utilization  of  their  ECF  beds. 
These  meetings  resulted  in  a number  of  recom- 
mendations being  made  which,  hopefully,  will  re- 
lieve this  problem.  In  addition,  the  Comprehensive 
Health  Planning  Council  is  now  aware  of  this 
situation  and  is  taking  positive  steps,  through  the 
various  agencies  concerned,  to  correct  it. 

The  committee  also  discussed  the  proposal  of 
constructing  a hospital  in  the  Commonwealth,  the 
sole  purpose  of  which  would  be  to  treat  and 
rehabilitate  serious  burn  cases.  The  proposal  was 
brought  to  us  by  O.  M.  Patrick,  M.D.,  Frankfort, 
on  behalf  of  the  Kentucky  Firemens  Association. 

Doctor  Patrick  presented  the  fact  that  the  firemen 
want  to  do  something  for  the  state  community  by 
building  a Burn  Hospital  and  feel  that  they  can 
raise  some  money,  and  it  is  our  understanding  that 
they  feel  they  can  sustain  the  operation.  The  com- 
mittee recommends  that  the  Board  of  Trustees  and 
House  of  Delegates  commend  and  encourage  the 
firemen  for  this  idea  in  that  it  is  desperately  needed 
in  the  state.  They  believe  that  there  are  about 
3,500  burns  a year  that  need  to  be  taken  care  of 
and  that  these  burns  are  probably  not  being  taken 
care  of  as  efficiently  and  economically  as  they 
should  be.  Hospitalization  is  probably  too  long  and 
more  expensive  than  it  should  be.  We  believe  that 
the  cost  could  be  reduced  both  in  present-day 
treatment  and  in  the  number  of  days,  and  that 
mortality  and  morbidity  could  be  reduced. 

We  also  believe  that  burns  serve  as  a very  im- 
portant educational  tool  in  the  teaching  of  medical 
educators  and  house  staff  and  that  this  is  another 
reason  for  having  a burn  center  located  in  a teach- 
ing center.  The  committee  recommends  that  the  fire- 
men consider  two  burn  centers,  one  at  each  medical 
school  in  the  state,  and  we  realize  that  the  attitude 
of  medical  schools  will  have  to  be  explored. 

The  committee  does  not  know,  but  it  feels,  that 
the  cost  of  a separate  building,  no  matter  how 
proximate,  would  be  greater  than  the  cost  of  a unit 
within  a hospital.  Not  only  the  initial  cost,  but  the 
sustaining  cost,  should  be  less  if  the  laboratories, 
laundries,  nursing  staff,  administrative  staff,  and 
medical  staff  could  be  used  at  least  part  time  for 
other  functions.  The  committee  realizes  the  allure 
to  an  organization,  such  as  the  firemen,  in  having 


its  own  separate  building,  but  we  feel  this  is  a 
chimera  that  they  should  not  follow  because  of  ex- 
pense. The  committee  feels  adequate  figures  cannot 
be  developed  to  demonstrate  the  best  method  of 
developing  a burn  unit.  (The  best  method  means  the 
ability  to  treat  the  most  burns  for  the  least  dollars 
in  a quality  way.)  The  committee  recommends  that 
the  State  Comprehensive  Health  Planning  Council, 
along  with  the  firemen,  make  a study  availing  itself 
of  the  cost  at  the  various  Shriner  hospitals  and  the 
medical  colleges  such  as  the  Medical  College  of 
Virginia  at  Richmond.  The  committee  feels  that  it 
is  our  responsibility  to  help  control  the  ascending 
cost  of  medical  care  and  that  a committee  of  in- 
formed hospital  administrators,  plastic  surgeons, 
medical  educators,  and  laymen,  could  give  a verdict 
which  the  firemen,  state  medical  association,  and 
Comprehensive  Health  Planning  Council  should  abide 
by. 

Our  “Dry  Run”  Hospital  Accreditation  Team 
visits  have  continued  to  be  available  to  the  hospitals 
in  the  state.  As  our  activities  in  this  area  have 
increased,  we  made  additions  to  the  number  of 
individuals  available  to  our  teams,  and  wish  to 
express  our  appreciation  to  these  individuals  for 
their  time  and  effort.  In  addition,  we  have  met 
with  representatives  of  hospital  staffs  and  hospital 
boards  of  trustees  to  assist  in  seeking  solutions  to 
problems  confronting  the  efficient  operation  of 
hospitals. 

The  KMA  Hospital  Subcommittee  on  Coronary 
Care  Units,  under  the  able  chairmanship  of  Henry 
W.  Post,  M.D.,  Louisville,  met  on  May  27  to  discuss 
the  ROCOM  means  of  education  on  coronary  care 
units,  as  requested  by  the  KMA  Board  of  Trustees. 

After  addressing  itself  to  the  availability  of  that 
unit,  the  subcommittee  learned  that  two  ROCOM 
units  will  be  available  in  the  state  after  August  1, 

1970  through  the  auspices  of  the  Ohio  Valley  Re- 
gional Medical  Program. 

The  subcommittee  also  discussed  another  avenue 
of  the  educational  aspect  of  coronary  care  units 
which  might  involve  educational  television.  They  feel 
that  this  should  be  explored  as  a combined  effort  of 
the  KMA  Committee  on  Educational  Television  and 
Coronary  Units  Subcommittee  in  conjunction  with  ■ 

the  Kentucky  Heart  Association  and  the  two  medical 
schools  in  the  State  of  Kentucky.  Doctor  Post  and 
the  members  of  his  subcommittee  are  to  be  recognized 
for  their  efforts  in  this  regard.  t 

The  KMA  Hospital  Committee  strives  to  maintain  | 

liaison  at  both  the  national  and  local  levels,  and  i 

through  the  cooperative  effort  of  allied  groups,  to  1 

be  of  maximum  service  to  you.  1 

James  B.  Holloway,  Jr.  M.D.,  Chairman  ' 

i 

Recommendations,  Reference  Committee  No.  2 ( 

The  Report  on  the  KMA  Hospital  Committee  was 
considered  and  reviewed  with  interest.  The  Kentucky 
Firemens  Association’s  idea  of  supporting  a hospital 
for  burn  cases  for  the  State  of  Kentucky  is  certainly 
interesting  and  should  be  explored  further.  This  com- 
mittee has  had  a busy  and  productive  year  for  which 
we  wish  to  express  our  appreciation. 
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Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Educational  Television  Committee 

After  several  years  of  planning  by  the  Educa- 
tional Television  Committee,  weekly  telecasts  began 
this  year.  These  programs  carried  on  the  Kentucky 
Educational  Television  network  throughout  the  state 
and  on  WKPC-TV,  Channel  15,  in  Louisville,  have 
been  produced  by  University  of  Kentucky  Television 
using  the  series  name  PANMED.  University  of  Ken- 
tucky and  University  of  Louisville  Medical  Centers 
are  both  represented  on  the  committee  and  have 
provided  guidance  in  program  selection. 

Financial  support  for  programs  this  year  has  been 
obtained  through  grants  from  the  American  Cancer 
Society,  Kentucky  Division,  and  the  Kentucky  Heart 
Association.  A separate  grant  from  the  Ohio  Valley 
Regional  Medical  Program  was  obtained  to  allow 
surveys  of  the  effectiveness  of  this  series. 

The  series  has  consisted  of  medical  programs 
broadcast  once  each  month  interspersed  with  pro- 
grams devoted  to  dentistry,  nursing,  pharmacy  and 
allied  health  fields.  The  programs,  mostly  30  minutes 
in  length,  have  consisted  chiefly  of  pre-taped  material 
sometimes  supplemented  with  studio  presentations. 
This  has  been  considered  the  most  economical 
method  at  this  time.  In  the  future,  if  sufficient 
funding  can  be  obtained,  more  involvement  of  Ken- 
tucky physicians  in  the  production  of  these  programs 
is  anticipated. 

As  a result  of  OVRMP  survey  and  two  other 
surveys  conducted  at  the  beginning  and  at  the  end  of 
the  series  the  committee  members  feel  that  efforts 
should  be  made  to  continue  this  project.  Increasing 
numbers  of  physicians  are  becoming  aware  of  the 
programs  and  indicated  their  interest. 

Efforts  are  being  made  to  obtain  funding  through 
the  same  and  similar  sources  used  last  year  to  enable 
another  year  of  operation.  At  sometime  in  the 
future,  it  seems  likely  that  a more  permanent  method 
of  financial  support  of  this  venture  will  have  to  be 
sought. 

Thomas  L.  Heavern,  M.D.,  Chairman 


BOARD  ACTION:  Approved,  with  the  request  that 
more  detailed  information  concerning  the  surveys  be 
made  available  to  interested  persons. 

Recommendations,  Reference  Committee  No.  2 

The  Report  of  the  Educational  Television  Com- 
mittee was  read  and  discussed.  The  reference  com- 
mittee believes  that  educational  television  is  becom- 
ing better  known  to  the  physicians  of  the  state  and 
hopes  that  it  will  continue  this  progress.  The  ref- 
erence committee  wishes  to  express  its  appreciation 
to  the  Educational  Television  Committee  for  its  ef- 
forts and  accepts  this  report  as  presented. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 
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Report  of  the 

Disaster  Medical  Care  Committee 

We  have  had  a busy  year  with  much  planning  and 
not  much  production. 

Your  Committee  has  been  concerned  about  the 
lack  of  disaster  preparedness  at  the  commercial  air- 
ports in  Kentucky.  Because  of  his  experience  at  the 
Greater  Cincinnati  Airport,  located  in  Boone 
County,  Robert  E.  Reichert,  M.D.,  has  agreed  to 
investigate  and  make  recommendations  about  this 
problem.  Considerable  time  was  spent  on  the  devel- 
opment of  transportation  services  for  the  sick  and 
injured  under  emergency  conditions.  The  Committee 
was  charged  with  seeking  helicopter  transportation, 
particularly  for  complicated  pregnancy  cases.  Un- 
fortunately, the  military  services  are  not  able  to 
supply  this  service.  The  Committee  continues  to 
investigate  other  sources  of  helicoptor  transportation. 

The  1970  revised  statement  of  the  American 
College  of  Surgeons  concerning  the  hazards  of  the 
speeding  ambulance  was  mailed  to  the  president 
of  each  county  medical  society.  The  services  of  the 
Committee  and  Staff  were  offered  to  implement 
the  suggestions  of  the  American  College  of  Surgeons. 
Your  Committee  has  expressed  a desire  to  appear 
at  the  county  society  meetings  to  discuss  emergency 
medical  services.  We  hope  that  invitations  will  be 
coming  from  the  county  society  program  committees. 

The  Committee  once  again  stated  that  there  must 
be  standards  for  the  training  of  ambulance  attend- 
ants. However,  the  fulfillment  of  these  standards 
should  be  on  a voluntary  basis  until  such  a time  as 
adequate  arrangements  have  been  made  by  govern- 
mental services  to  supplement  the  efforts  of  privately 
owned  ambulance  systems  whenever  necessary. 

The  Committee  sent  a telegram  to  the  Com- 
prehensive Health  Planning  Council  requesting  that 
organization  to  establish  a Study  Committee  on 
Emergency  Medical  Services.  The  Council  has  done 
so  and  the  chairman,  Frederick  A.  Stine,  M.D.,  of 
Covington,  has  shown  great  leadership  in  the 
development  of  the  committee. 

Communications  for  emergency  medical  services 
have  been  improved  by  the  development  of  an 
emergency  radio  communications  network  to  serve 
12  hospitals  throughout  southeastern  Kentucky.  This 
is  the  first  rural  system  of  its  kind  in  the  United 
States.  The  Kentucky  Medical  Association  was  in- 
strumental in  working  with  the  Kentucky  Hospital 
Association  in  development  of  this  program. 

The  posting  of  hospital  signs  on  the  interstate 
highway  system  has  continued.  The  reaction  to  this 
program  has  been  most  favorable. 

During  the  past  legislative  session  there  was  con- 
siderable discussion  about  hospital  emergency  rooms 
and  staff  problems.  The  legislative  proposals  on 
emergency  medical  services  were  very  ineffective 
because  of  the  lack  of  coordination  between  the 
Kentucky  Department  of  Health  and  the  Kentucky 
Medical  Association.  A bill  was  passed  permitting 
cities  to  contract  with  private  ambulance  services 
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for  transportation  providing  the  ambulance  attend- 
ants meet  certain  standards  and  the  ambulance  carry 
the  essential  equipment  as  listed  by  the  American 
College  of  Surgeons.  The  U.  S.  Jaycees  have  in- 
dicated an  interest  in  the  problem  of  emergency 
medical  service.  Your  Committee  has  made  initial 
contact  with  the  Kentucky  Jaycee  organization 
relative  to  this  matter.  We  hope  that  they  will  be 
interested  in  the  development  of  some  of  our  pro- 
grams. 

The  Committee  will  sponsor  an  exhibit  on 
"Tetanus  Immunization”  at  the  Annual  Meeting. 

The  chairman  of  the  Committee  met  with  William 
P.  McElwain,  M.D.,  the  Commissioner  of  Health, 
to  discuss  the  mutual  problems  of  emergency  and 
disaster  medical  care.  Doctor  McElwain  was  most 
cordial  and  seems  receptive  to  the  suggestions  of 
the  Committee. 

William  T.  Rumage,  Jr.,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

The  Report  of  the  Disaster  Medical  Care  Com- 
mittee was  reviewed  and  it  is  evident  that  this  has 
been  a busy  year  for  this  committee.  They  have  been 
concentrating  on  transportation  of  sick  and  injured 
patients  which  is  becoming  of  greater  importance 
daily.  The  reference  committee  compliments  this 
committee  on  its  effective  work  during  the  past  year. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Cancer  Coordinating  Committee 

The  Cancer  Coordinating  Committee  was  estab- 
lished two  years  ago  to  coordinate  cancer  follow- 
ups and  reporting  in  the  fourteen  approved  Kentucky 
hospital  cancer  registries  and  the  State  Cancer 
Registry. 

No  specific  requests  have  been  made  of  the  Com- 
mittee this  year;  consequently,  no  meetings  were 
held. 

Condict  Moore,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

The  Report  of  the  Cancer  Coordinating  Com- 
mittee was  read  and  accepted  as  presented. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Ad  Hoc  Committee  on 
Emergency  Medical  Care  Planning 

The  Emergency  Medical  Care  Planning  Committee 
was  formed  to  work  out  details  for  an  Emergency 
Medical  Care  Planning  Forum.  Due  to  considerable 
difficulty  in  determining  a proper  time  for  this  meet- 
ing and  to  problems  in  financing  of  the  forum,  the 
meeting  was  not  held. 

Recommendations,  Reference  Committee  No.  2 

The  portion  of  the  Report  of  the  Chairman, 
Board  of  Trustees,  pertaining  to  the  Emergency 
Medical  Care  Planning  Committee,  was  considered 
and  accepted. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 


Resolution  F 


Campbell  and  Kenton  County  Medical  Society 

WHEREAS,  neighboring  states  including  Indiana 
and  Ohio  license  graduates  of  foreign  medical 
schools,  who  have  filed  first  papers  for  citizenship 
and  have  passed  examinations  for  medical  licensure 
comparable  to  those  given  in  the  states  in  question; 
therefore  be  it 

RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion Board  of  Trustees  propose  a change  in  the  Ken- 
tucky Revised  Statutes  pertaining  to  Medical  Licen- 
sure by  endorsement  to  conform  with  subheading 
VII — Licenses  without  Examination — Paragraph  (a) 
Endorsement;  of  A Guide  to  the  Essentials  of  a 
Modern  Medical  Practice  Act,  published  by  the  Fed- 
eration of  the  State  Medical  Boards  of  the  United 
States,  Inc.,  1970  Revised  Edition.  That  is:  “It  is 
recommended  that  a licensing  agency  may  issue  a 
license  by  endorsement  to  an  applicant,  who  has 
complied  with  licensure  requirements,  and  who  has 
passed  an  examination  for  licensure  to  practice 
medicine  in  all  its  branches  in  any  other  state  or 
territory  of  the  United  States,  provided  that  the 
examination  endorsed  was,  in  the  opinion  of  that 
agency  equivalent  in  every  respect  to  its  examina- 
ion.” 

Recommendations,  Reference  Committee  No.  2 

Resolution  F,  concerning  Foreign  Graduate  Licen- 
sure, introduced  by  Campbell-Kenton  Counties,  was 
reviewed  by  the  reference  committee  and  it  is  felt 
that  a complete  definition  of  the  words  “endorse- 
ment” and  “licensure  requirements”  be  obtained  be- 
fore recommending  a change  in  the  Kentucky  Re- 
vised Statutes  pertaining  to  Medical  Licensure.  The 
reference  committee  also  thought  that  instead  of  a 
blanket  reciprocity,  it  should  be  by  individual  states. 

The  reference  committee  recommends  that  Resolu- 
tion F be  referred  back  to  the  Campbell-Kenton 
County  Medical  Society  for  clarification  and  resub- 
mission to  the  Board  of  Trustees  or  House  of  Dele- 
gates at  a later  date. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded.) 

During  the  discussion  of  this  resolution,  a motion 
was  made,  seconded  and  passed  to  strike  the  words 
“or  House  of  Delegates  at  a later  date”  in  the 
Reference  Committee  report  above.  The  original 
motion  was  then  adopted  as  amended. 


Resolution  M 


Jefferson  County  Medical  Society 

WHEREAS,  the  Kentucky  General  Assembly  of 
1970  saw  fit  to  pass  a law  requiring  Departments 
of  General  or  Family  Practice  in  the  state  subsidized 
Medical  Schools  by  July  1,  1970,  and 

WHEREAS,  the  two  Medical  Schools  involved 
have  both  indicated  they  do  not  expect  to  have  such 
Departments  in  the  Medical  Schools  formed  and  ac- 
tive before  mid-1972,  and 

WHEREAS,  the  leadership  of  both  Schools  has 
openly  stated  their  opposition  to  forming  such  De- 
partments in  the  Medical  Schools,  and 

WHEREAS,  the  1972  General  Assembly  will  have 
been  in  session  at  the  time  indicated  for  probable 
completion  of  such  Departments  by  the  Medical 
Schools,  and 

WHEREAS,  similar  problems  of  forming  Depart- 
ments of  General  or  Family  Practice  in  other  Medi- 
cal Schools  have  been  easily  and  much  more  quickly 
and  effectively  accomplished  in  as  little  as  one  year 
of  effort,  and 


822 


December  1971)  • The  Journal  of 


WHEREAS,  the  opinions  of  advisors  and  in- 
terested parties  not  in  the  Medical  Schools,  are  that 
the  forming  of  such  Departments  in  the  Medical 
Schools  could  with  sincere  effort  and  approach  be 
in  effect  by  July,  1971,  and 

WHEREAS,  prolonged  planning  with  no  accom- 
panying effective  action  is  considered  by  advisors 
and  interested  parties  as  possibly  a stalling  maneuver 
to  avoid  formation  of  such  a Department,  therefore 
be  it 

RESOLVED,  that  the  KMA  support  a very  rapid 
and  effective  formation  of  strong  General  or  Family 
Practice  Departments  in  both  Medical  Schools  with 
a target  date  of  July  1,  1971,  to  be  considered  as 
an  adequate  time  to  comply  with  the  existing  state 
law. 


Recommendations,  Reference  Committee  No.  2 
Resolution  M,  concerning  Departments  of  Gen- 
eral Practice,  introduced  by  Jefferson  County,  was 
read  and  studied  at  length.  A number  of  concerned 
officials  were  present  and  gave  their  opinions  con- 
cerning this  resolution.  The  reference  committee  ap- 
preciates the  sincerity  and  the  interest  of  both  medi- 
cal schools  concerm’ng  this  problem  and  also  the 
general  practitioners  and  state  officials  who  are  ac- 
tively concerned  with  implementing  programs  of 
family  practice.  The  reference  committee  decided  to 
recommend  that  this  resolution  not  be  adopted  and 
that  a substitute  resolution  be  submitted  which  is  as 
follows: 

“WHEREAS,  the  Kentucky  General  Assembly  of 
1970  saw  fit  to  pass  a law  requiring  creation  of 
Departments  of  General  or  Family  Practice  in  the 
state’s  supported  medical  schools  by  July,  1970,  and 
WHEREAS,  the  two  medical  schools  involved 
have  indicated  they  may  not  have  such  departments 
formed  and  active  during  the  current  fiscal  year 
(1970-71),  and 

WHEREAS,  problems  have  not  existed  in  some 
other  state  medical  schools  in  easily  and  quickly 
forming  Departments  of  Family  Practice,  and 

WHEREAS,  both  schools  indicated  definite  will- 
ingness to  rapidly  implement  the  intent  of  the  leg- 
islation if  adequate  and  sustained  new  funding  can 
be  obtained,  therefore  be  it 

RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion support  rapid  and  effective  formation  of  strong 
General  or  Family  Practice  Departments  in  both 
medical  schools  in  the  State  of  Kentucky  and  seek 
to  obtain  broad  public  support  of  proper  funding  of 
these  departments  at  the  earliest  possible  date  so 
these  programs  can  be  successfully  implemented  in 
order  to  provide  more  family  practitioners  for  Ken- 
tucky.” 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded.) 

(Following  discussion,  the  motion  was  adopted.) 
Mr.  Speaker,  I move  the  adoption  of  the  report 
of  Reference  Committee  No.  2 as  a whole  as 
amended. 

(Motion  was  seconded  and  carried.) 

As  Chairman  of  Reference  Committee  No.  2,  1 
wish  to  express  my  appreciation  to  the  members  of 
the  committee  for  their  cooperation  and  mature  con- 
siderations of  the  matters  brought  before  this  com- 
mittee. They  are  Doctors  Bosomworth,  Huntsman, 
Solomon,  and  Willoughby. 

REFERENCE  COMMITTEE  NO.  2 
Faull  S.  Trover,  M.D.,  Madisonville,  Chairman 
Peter  P.  Bosomworth,  M.D.,  Lexington 
Harry  B.  Huntsman,  II,  M.D.,  Greensburg 
Edwin  P.  Solomon,  Jr.,  M.D.,  Louisville 
James  O.  Willoughby,  M.D.,  Bowling  Green 
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REFERENCE  COMMITTEE  NO.  3 

Cecil  L.  Grumbles,  M.D., 

Louisville,  Chairman 

Reference  Committee  No.  3 considered  the  fol- 
lowing reports: 

23.  Report  of  the  Committee  on  Occupational 
Health,  Physical  Medicine  and  Rehabilitation 

24.  Report  of  the  Maternal  Mortality  Study  Com- 
mittee 

30.  Report  of  the  Committee  on  Legislative  Ac- 
tivities. Last  paragraph  on  page  33  and  paragraphs 
I and  2 on  page  34  referred  to  reference  com- 
mittee No.  6 

31.  Report  of  the  Committee  on  Orientation 

32.  Report  of  the  Committee  on  Health  Careers 

35.  Report  of  the  Cults  Committee 

5.  Report  of  the  Chairman,  Board  of  Trustees, 
Occupational  Pulmonary  Disease  Committee  Report 
only 

5.  Report  of  the  Chairman,  Board  of  Trustees, 
Ad  Hoc  Chiropractic  Committee  Report  only 

Report  of  the 

Committee  on  Occupational  Health, 
Physical  Medicine  & Rehabilitation 

The  Committee  on  Occupational  Health,  Physical 
Medicine  and  Rehabilitation  held  one  committee 
meeting  during  the  Associational  year  on  May  20, 
1970. 

The  committee  has  attempted,  during  the  past 
Associational  year,  to  keep  abreast  of  various  legis- 
lative changes  which  took  place  in  air  and  water 
pollution  control  due  to  actions  of  the  1970  General 
Assembly.  The  committee  discussed  the  fact  that 
the  Kentucky  Air  Pollution  Commission  member- 
ship had  been  increased  during  the  1970  General 
Assembly.  It  was  noted  by  the  committee  that  five 
representatives  of  government  are  already  on  this 
commission  and  the  only  member  representing  the 
medical  profession  is  an  ex-officio  member  who 
actually  represents  the  Department  of  Health.  The 
committee  feels  that  one  of  the  three  public  vacancies 
created  by  the  1970  General  Assembly  should  be 
filled  by  a physician. 

As  a result  of  the  committee’s  recommendation 
during  the  1969  Associational  year,  the  Board  of 
Trustees  in  1970  authorized  the  appointment  of  an 
Ad  Hoc  Committee  to  Study  Occupational  Pulmonary 
Disease.  The  Ad  Hoc  Committee  assumed  a con- 
siderable amount  of  responsibility  of  this  committee, 
and  met  a number  of  times  during  the  Associational 
year.  It  is  felt  that  the  establishment  of  the  Ad  Hoc 
Committee  was  a real  step  forward  in  giving  more 
opportunity  to  study  the  problems  of  Occupational 
Pulmonary  Disease  in  Kentucky. 

The  committee  recommended  to  the  Board  of 
Trustees  that  positive  legislative  programs  be  im- 
plemented through  the  State  Legislative  Affairs 
Committee  for  presentation  to  the  General  Assembly 
in  1972.  This  proposal  would  include  specific 
recommendations  in  the  field  of  Occupational  Health, 
Environmental  Health  and  Rehabilitation. 

The  committee  continues  its  interest  in  seeing 
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that  all  injured  workers  are  rehabilitated  whenever 
possible  so  they  can  become  requalified  for  re- 
employment. It  is  still  felt  that  changes  could  be 
made  in  Kentucky’s  Workmen’s  Compensation  laws 
which  would  facilitate  this  goal. 

The  chairman  is  grateful  for  the  time  and  effort 
expended  by  the  committee  members  this  year. 

John  E.  Eckerle,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  3 

The  Report  of  the  Committee  on  Occupational 
Health,  Physical  Medicine  and  Rehabilitation  was 
reviewed.  It  was  felt  by  this  committee  that  specific 
emphasis  should  be  placed  on  the  recommendation 
that  a physician  be  appointed  to  fill  one  of  three 
vacancies  on  the  Kentucky  Air  Pollution  Commis- 
sion. The  reference  committee  encourages  the  com- 
mittee to  continue  their  interest  in  legislation  affect- 
ing the  workmen’s  compensation  laws. 

We  would  like  to  express  our  appreciation  to  this 
committee  for  its  effective  work  in  this  field  of  oc- 
cupational medicine. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 


Report  of  the 

Maternal  Mortality  Committee 

The  Maternal  Mortality  Committee  of  the  Ken- 
tucky Medical  Association  held  two  meetings  to  dis- 
cuss anonymously,  by  number  only,  each  death  as- 
sociated with  pregnancy.  As  in  the  past,  these  cases 
are  discussed  one  year  after  each  occurrence. 

We  have  continued  to  use  appropriate  cases  in  The 
Journal  with  editorial  comments  intended  for  con- 
structive purposes. 

John  A.  Petry,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  3 

The  report  of  the  Maternal  Mortality  Committee 
of  the  Kentucky  Medical  Association  was  reviewed 
by  this  committee.  It  was  noted  that  the  discussion 
of  the  Maternal  Mortality  cases  in  the  KMA  Journal 
have  been  read  with  great  interest  by  many  mem- 
bers. 

We  would  like  to  commend  the  Maternal  Mortal- 
ity Committee  members  on  their  effective  work. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 


Report  of  the 

Committee  on  Legislative  Activities 


National  Affairs 


The  Committee  on  Legislative  Activities  has  met 
frequently  in  the  past  year,  due  to  its  being  a State 
Legislative  year.  Sometimes  it  was  necessary  to  meet 
weekly  to  stay  abreast  of  rapid  considerations  taking 
place. 

There  has  been  the  usual  large  number  of  bills  in 
SUBJECT 

National  Health 
Plans 

(a)  AMA’s  Medi- 
credit 

Similar  plans 
HR  9835 
S 2705 

(b)  Reuther  Plan 


the  Federal  Congress,  which  to  date  is  the  1st 
Session  of  the  92nd  Congress,  of  which  approxi- 
mately 1,000  have  specific  medical  applications. 

The  following  is  a general  breakdown  by  subject, 
description  and  status  of  the  more  significant  ones: 

STATUS 


Testimony  was  given  House  Ways 
and  Means  Committee  last  fall  on 
this  general  subject,  but  there  was 
no  action.  A Senate  Labor  and 
Public  Welfare  Sub-committee  is 
expected  to  hold  hearings  on  gen- 
eral subject  of  national  health  in- 
surance. 


DESCRIPTION 


Tax  credits  for  purchase  of  health  insurance; 
federal  subsidization  of  premium  purchase 
for  poor,  not  yet  introduced  NYI 


Payroll  tax  plus  general  revenue  financing 
of  national  health  insurance  NYI 


(c)  Griffith  bill 
(generally  endorsed 
by  AFL-CIO) 

HR  15779 

(d)  Javits  Plan 

(e)  Kennedy  Plan 
(0  Medicare 


Unlimited  hospitalization  and  physician  care 
for  all  financed  by  Social  Security  and  gen-  Introduced 
eral  revenues  with  emphasis  on  pre-negoti- 
ated  rates  and  pre-paid  group  practice  ar- 
rangements. 

Extends  Medicare  to  cover  all  Introduced  April  14 

NYI 

Extend  Medicare  to  cover  all  ages;  Social 
Security  financing  NYI 


Medicare- 

Medicaid 


Administration’s  proposal  for  new  Part  C 
Medicare  pre-paid  plan,  peer  review,  dis- 
continuance of  payments  authority,  incen- 
tive grants,  etc. 


A separate  administration  proposal  to  link 
physicians’  fees  to  the  cost  of  living,  made 
to  the  Senate  Finance  Committee,  not  yet 
introduced. 


Being  considered  at  Ways  and 
Means  hearings,  as  are  other 
changes  in  the  Medicare-Medicaid 
programs,  including  coverage  of 
disabled,  outpatient  drugs.  AMA 
proposed  federal  subsidy  of  pre- 
mium purchase  for  poor  in  Medi- 
caid. 


Administration  bill  to  expand  Medicaid  out-  One  of  the  proposals  being  studied 
patient  benefits,  limit  extended  care.  by  Ways  and  Means  Committee  of 

House. 


Narcotics 
S 3246 

HR  11701 
HR  13743 

Administration-backed  bill  giving  Justice  De- 
partment classification  powers,  “no-knock” 
enforcement  right,  easing  possession  penal- 
ties 

House-introduced  measures  would  retain 
classification  powers  in  HEW  Department 

Passed  by  Senate. 

Hearings  held  House  Commerce 
Committee 

Drug  Rehabili- 
tation 
S 3562 

Separate  HEW  agency  to  operate  rehabili- 
tation programs,  construction  grants,  re- 
search 

Hearings  under  way  by  Labor  Sub- 
committee of  Senate 

Health  Manpower 

Aid  for  medical  education 

Expires  June  30.  Administration 
bill  to  be  submitted  with  expected 
changes  in  present  program. 

Drug  Abuse 
Education 
S 3134 
HR  9312 

$10-million-a-year  program  of  educating 
youth  on  drug  abuse  dangers. 

Approved  by  House  294-0 

Hill-Burton 
HR  11102 

Extend  and  enlarge  Hill-Burton  Hospital  aid 
minus  administration  loan  guarantee  pro- 
posal, which  is  being  proposed  again  this 
year. 

Passed  House  June  4.  Senate 
Labor  and  Public  Welfare  Com- 
mittee approved  broader  bill. 

Water  Pollution 
PL  91-224 

Tighten  water  purity  standards,  prevents 
oil  spills,  dumping 

Passed  Congress. 

Regional  Medical- 

Comprehensive 

Health 

S 3443  (Adm) 

S 3355 
HR  14284 

Grants  for  developing  state  plant  to  co- 
ordinate health  efforts;  extension  Regional 
Medical  Programs.  Administration  proposes 
merging  2 programs. 

Hearings  held  by  Senate  Labor 
Subcommittee. 

Allied  Health 
Professions 
HR  13100 

Three-year  extension  of  aid  for  training 
allied  health  personnel 

Early  hearings  expected.  Expires 
June  30. 

Occupational 
Health 
HR  13373 

Standards,  advisory  committees  to  Secretary 
of  Labor 

Hearings  held  in  House  and  Sen- 
ate. Approved  by  House  Com- 
merce Subcommittee 

Birth  Control 
S 2108 
S 3219 

Multi-million  dollar  program  for  family- 
planning services. 

Hearings  held  by  Senate  Health 
Subcommittee. 

Communicable 
Diseases 
S 2264 

Extends  vaccination  assistance  control  pro- 
grams for  TB,  VD. 

Passed  Senate.  Before  House  Com- 
merce Committee. 

Air  Pollution 
S 2388 

Sets  up  an  Environmental  Quality  Adminis- 
tration to  consolidate  federal  anti-pollu- 
tion work,  federal  standards. 

Hearings  in  House  and  Senate. 

GPs 
S 3418 

Large  federal  program  to  train  more  family 
physicians. 

Introduced  by  Senator  Yarborough 
(D.  Texas) 

Constitutional 
rights  of 
mentally  ill 

Safeguard  rights  of  committed  persons. 

Hearings  held  before  Senate  Judi- 
ciary Subcommittee. 

Health  Department 
HR  14238 

Cabinet-level  Department  of  Health 

Introduced  by  Representative 
Brown  (R.  Ohio) 

Medical  Devices 

Pre-marketing  FDA  clearance  of  medical 
devices. 

No  hearings  to  date. 
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Because  of  the  extreme  importance  of  National 
Health  Insurance  Plans  being  considered,  that  KMA 
membership  and  leadership  be  apprised  of  the  current 
proposals  and  their  more  significant  features,  the 
following  table  will  present  this: 

PLAN;  American  Medical  Association  “Medicredit” 

PURPOSE;  To  encourage  all  persons  to  be  pro- 
tected against  expense  of  illness.  Uses  private  in- 
surance carriers  stating  that  competitive  system  pro- 
vides incentives  for  lowering  costs,  innovations  in 
delivery  of  care,  and  maintenance  of  quality. 

HOW  IMPLEMENTED;  Taxpayer  may  purchase 
“qualified”  insurance  policy  and  takes  credit  (based 
on  his  tax  liability)  on  tax  return  for  part  of  premi- 
um cost;  or,  if  in  lower  30%  income  group,  receives 
certificate  good  for  full  cost  of  premium. 

METHOD  OF  FINANCING;  Income  tax  credit 
ranging  10%  of  premium  cost  to  100%  depending  on 
family  tax  liability;  lower  30%  of  taxpayers  to  re- 
ceive certificate  covering  100%  premium  cost. 

GOVERNMENT  PARTICIPATION;  Federal  fi- 
nancing through  tax  credits  and  “certificates”;  state 
approval  of  insurance  company  and  plan;  an  in- 
dependent Health  Insurance  Advisory  Board  sets 
guidelines. 

WHO  IS  INCLUDED;  All  persons  under  65,  ex- 
cept military.  Elderly’s  cost  of  Part  B,  Medicare  plan 
also  included. 

BENEFITS  INCLUDED;  Basic:  All  M.D.  and 
osteopathic  services  plus  60  days  hospital;  Supple- 
mental: drugs,  other  personal  health  services.  For 
over  65  person:  the  Part  B,  Medicare  program. 

ANNUAL  COST:  Estimated  $10.2  billion  total,  less 
savings  of  Eederal  share  of  Title  XIX  ($2.6  billion); 
Net  federal  cost  $7.6  billion. 


PLAN:  Tax  Credit  Bills  of  Fulton  (HR  9835;  and 
Fannin  (S  2705) 

PURPOSE:  To  make  it  possible  for  every  citizen  to 
obtain  comprehensive  medical  and  hospitalization  in- 
surance of  his  choice  on  guaranteed  renewable  basis. 

HOW  IMPLEMENTED:  Provides  for  voluntary 
health  insurance  coverage  for  all  persons,  with  the 
federal  government’s  financial  participation  based  on 
the  taxpayer’s  income.  Taxpayer  takes  credit  on  his 
tax  return  or  receives  insurance  premium  certificate. 

METHOD  OF  FINANCING:  Income  tax  credits 
based  on  taxpayer’s  adjusted  gross  income,  credit 
ranging  from  25%  (over  $10,000  income)  to  100% 
(under  $2500  income).  Maximum  federal  contribu- 
tion $400  per  family. 

GOVERNMENT  PARTICIPATION:  Federal  fi- 

nancing through  tax  credits  and  insurance  premium 
certificates.  State  approval  of  insurance  company 
and  plan. 

WHO  IS  INCLUDED:  All  persons. 


BENEFITS  INCLUDED:  As  may  be  offered  by  in- 
dividual insurance  company;  also,  for  over  65  per- 
sons, the  Part  B,  Medicare  program. 

ANNUAL  COST:  Not  stated. 


PLAN:  Congressman  Durward  Hall 

PURPOSE:  To  provide  a two-part  program;  first, 
to  do  away  with  Medicaid;  second,  (at  later  date) 
to  provide  protection  against  catastrophic  illness. 

HOW  IMPLEMENTED;  Part  I:  Federal  govern- 
ment to  pay  cost  of  health  insurance  policy  for 
“Medicaid”  individual.  Part  II:  Establishes  a federal 
pool  of  general  revenue  funds  to  cover  “catastrophic” 
illness  of  all  persons. 

METHOD  OF  FINANCING:  Part  I:  Federal, 

through  payment  of  cost  of  insurance  certificate; 
Part  II:  From  federal  general  revenues. 

GOVERNMENT  PARTICIPATION:  Federal:  fi- 
nancing and  setting  of  policy  minimum  benefits. 
State;  approves  insurance  carriers,  including  Blues. 

WHO  IS  INCLUDED:  Part  I:  Title  XIX  recipient. 
Part  II:  All  others  when  faced  with  catastrophic 
illness. 

BENEFITS  INCLUDED:  Part  I:  Basic  coverage  as 
defined  by  Congress  (about  85%  of  health  care 
expenses);  Part  II:  catastrophic  health  care  expenses. 

ANNUAL  COST:  Part  I:  $3.5  billion.  Part  II:  Not 
stated. 


PLAN:  “Committee  of  100” — Walter  Reuther 

PURPOSE:  To  provide  a national  health  insurance 
plan  which  would  restructure  the  delivery  system  and 
pay  for  all  personal  health  care,  including  hospital, 
medical  and  dental. 

HOW  IMPLEMENTED:  Administered  by  HEW, 
with  Advisory  Council  including  representatives  of 
consumers  and  providers;  would  absorb  Medicare, 
Medicaid,  and  many  other  collateral  programs. 

METHOD  OF  FINANCING:  Contributions  from 
employers,  employees  and  self-employed,  and  from 
general  tax  revenues;  also  provision  to  permit  em- 
ployer to  assume  employee’s  payment.  Estimated: 
two-thirds,  employer-employee;  one  third,  federal. 

GOVERNMENT  PARTICIPATION:  Sets  up  broad 
federal  involvement  in  the  whole  structure  of  health 
care  delivery;  provides  for  federal  standards  for  care 
and  federal  licensure  of  providers. 

WHO  IS  INCLUDED:  All  persons. 

BENEFITS  INCLUDED:  All  diagnostic,  medical 
and  surgical  care;  hospitalization;  dental;  nursing 
home;  home  health  services;  drugs,  appliances,  hear- 
ing aids,  eyeglasses;  other  health  services. 

ANNUAL  COST:  Estimated  at  $40  billion,  an- 
nually. 
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PLAN:  Rockefeller — Javits 

PURPOSE:  To  provide  for  a compulsory  system  of 
insurance  against  costs  of  basic  health  services. 

HOW  IMPLEMENTED:  Establishes  a Health  Bene- 
fits Commission  to  implement  program;  requires  em- 
ployers to  maintain  insurance  or  other  program 
covering  health  needs  of  employees;  covers  unem- 
ployed through  “pool”  funds. 

METHOD  OF  FINANCING:  Employer-employee 
contributions;  for  indigent:  from  federal,  state  and 
local  contributions  to  pool. 

GOVERNMENT  PARTICIPATION:  Part  federal 
financing;  federal  appointed  commission  to  provide 
for  benefits  and  to  control  costs;  involves  state 
health  planning  agencies. 

WHO  IS  INCLUDED:  All  persons;  eventually  to 
replace  Medicare  and  Medicaid. 

BENEFITS  INCLUDED:  90-day  hospital  services 
on  a semi-private  room  basis;  out-patient  hospital 
services;  home  health  care;  physician  services. 

ANNUAL  COST:  Not  stated. 


PLAN:  Senator  Edward  Kennedy 

PURPOSE:  To  bring  high  quality  medical  care  to  all 
persons  by  1975. 

HOW  IMPLEMENTED:  Implemented  in  stages. 

1971:  Include  coverage  for  all  infants,  preschool 
children,  and  adolescents  in  elementary  and  sec- 
ondary schools;  next  four  years  expand  at  rate  of  10 
year  age  group  per  year. 

METHOD  OF  FINANCING:  Through  federal  gen- 
eral treasury  revenues,  with  sufficient  guarantees  to 
avoid  the  vagaries  of  the  appropriation  process. 

GOVERNMENT  PARTICIPATION:  Federal  fi- 

nancing. 

WHO  IS  INCLUDED:  1971:  preschool  and  school 
children;  broadened  each  of  next  four  years  at  rate  of 
10  year  age  group  per  year;  eventually  include  en- 
tire population. 

BENEFITS  INCLUDED:  As  comprehensive  as  pos- 
sible. 

ANNUAL  COST:  Not  stated. 


PLAN:  AFL-CIO 

PURPOSE:  To  provide  a system  of  universal  health 
care  coverage  for  all  persons. 

HOW  IMPLEMENTED:  A federal  program  allow- 
ing providers  (physicians)  to  practice  in  the  system 
on  a full  or  part-time  basis,  or  of  remaining  out  of 
system. 

METHOD  OF  FINANCING:  Tripartite  basis:  one- 
third,  employer;  one-third,  employee;  one-third,  gen- 
eral revenues. 
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GOVERNMENT  PARTICIPATION:  Federal  man- 
agement and  control;  somewhat  similar  to  Medicare. 

WHO  IS  INCLUDED:  All  persons. 

BENEFITS  INCLUDED:  Hospitalization;  all  physi- 
cian services;  extended  care;  custodial  care;  home 
health  services;  eye  examinations;  prescription  drugs. 

ANNUAL  COST:  Not  stated. 


The  Annual  Washington  Congressional  Dinner  for 
KMA  was  held  on  June  1 and  2,  1970,  in  Washing- 
ton, D.  C.,  with  a tour  of  the  Capitol  and  a visit  to 
each  of  our  seven  Representatives  and  two  Senators. 
The  affairs  of  the  country  concerning  medicine 
were  appropriately  discussed  with  them.  We  also 
wish  to  commend  the  AMA  Washington  office, 
under  the  direction  of  Harry  Hinton,  for  the  ex- 
cellent briefing  and  orientation  given  on  Monday 
night,  June  1.  The  high  quality  and  effectiveness  of 
this  staff  were  readily  apparent  to  all  of  us. 

There  was  a record  turnout  of  physicians  and 
wives  for  this  trip,  and  also  we  had  the  pleasure  of 
the  new  State  Health  Commissioner,  William  P. 
McElwain,  M.D.,  accompanying  us  on  the  trip. 

The  dinner  was  held  as  usual  in  the  Mayflower 
Hotel,  and  it  was  our  pleasure  and  pride  to  have  the 
Representatives  and  Senators  and  their  administra- 
tive assistants  join  us. 

A critique  visit  was  held  on  the  afternoon  of  June 
2,  and  a general  review  of  strategies  from  discussions 
was  held. 

The  format  was  changed  this  year  in  order  for  the 
briefing  session  to  be  held  on  Monday  night  rather 
than  early  morning  of  the  Tuesday  of  the  Con- 
gressional Dinner.  A biographical  sketch  of  Con- 
gressmen was  presented  to  all  in  attendance,  and  a 
map  of  the  Capitol  was  provided  to  each  to  help 
mobility  and  quick  identification  of  buildings.  The 
general  agenda  was  improved  over  previous  visits 
and  will  be  continued  next  year. 

This  year  in  Kentucky  is  an  election  year,  and, 
more  significant,  all  Congressmen  are  standing  for 
re-election.  The  members  of  the  Committee  on  Legis- 
lative Activities  encourage  and  endorse  KEMPAC 
activities  and  urge  all  KMA  people  to  join  and  to 
participate  in  order  that  we  may  have  a more  signifi- 
cant legislative  impact. 

The  committee  members  wish  to  express  apprecia- 
tion to  Gil  Armstrong,  Jerry  Mahoney,  Bill  Apple- 
gate,  and  to  our  Executive  Director,  Bob  Cox,  for 
their  outstanding  help  and  assistance  this  past  year. 

Hoyt  D.  Gardner,  M.D. 

Chairman  for  National  Affairs 

State  Affairs 

The  KMA  Committee  on  Legislative  Activities  has 
concluded  an  extremely  busy  year.  The  full  com- 
mittee met  on  November  13  and  December  11  of 
1969,  and  January  15,  February  5,  February  23  and 
March  10  of  1970. 

Although  the  full  committee  met  only  on  these 
six  occasions,  the  committee  members  were  very 
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busy.  In  no  way  does  the  number  of  meetings  re- 
flect the  amount  of  involvement  since  a large  num- 
ber of  proposals  were  acted  upon  by  the  Quick  Action 
Committee. 

The  Key  Man  Orientation  Program  was  held  in 
Frankfort  on  January  15.  In  addition  to  these  meet- 
ings, the  Chairman  for  State  Affairs  attended  the 
AMPAC  Workshop  in  Washington  and  the  KMA 
Congressional  Dinner  in  Washington,  as  well  as 
some  of  the  trustee  district  meetings. 

Most  of  the  committee  members  made  numerous 
and  frequent  visits  to  Frankfort  while  the  Legislature 
was  in  session,  as  well  as  carrying  out  other  assign- 
ments as  designated  by  the  Chairman  for  State 
Affairs. 

The  Chairman  for  State  Affairs  usually  traveled  to 
Frankfort  on  Monday  afternoon  and  stayed  until 
Wednesday  night  or  Thursday  morning,  except  during 
the  waning  week  or  so  of  the  session  when  more 
time  was  required. 

This  session  of  the  Kentucky  General  Assembly 
was  much  more  active  than  any  in  the  past  due 
mainly  to  the  functioning  Interim  Committee  sys- 
tem and  better  organization  of  both  the  House  of 
Representatives  and  the  Senate.  During  past  sessions, 
very  few  bills  were  introduced  during  the  first  few 
weeks  of  the  session,  whereas  when  this  session 
convened,  over  200  bills  were  already  prepared  and 
ready  for  introduction  giving  this  session  of  the 
Legislature  a much  more  rapid  pace  than  the  prior 
sessions.  A total  of  1,385  bills  and  resolutions  were 
introduced,  138  of  them  having  medical  implication. 

We  were  very  fortunate  to  have  many  legislators 
vitally  interested  and  genuinely  concerned  about 
good  health  legislation  for  the  Commonwealth 
Therefore,  we  were  able  to  gain  passage  of  all  of 
KMA’s  major  positive  legislative  proposals  (with 
only  one  veto)  including  the  Uniform  Anatomical 
Gift  Act,  the  Venereal  Disease  Bill,  and  the  much- 
discussed,  long-studied,  TB  Merger  Bill.  Likewise, 
we  were  pleased  to  see  defeated  all  of  the  bills  to 
which  we  were  opposed  and  which  we  felt  were  of 
major  concern,  with  the  exception  of  one  bill  which 
was  amended  to  meet  some  of  our  objections.  Some 
of  these  proposals  will  undoubtedly  be  considered 
again  in  the  next  session  and,  therefore,  demand 
our  study  and  consideration;  namely,  the  generic 
drug  proposal  and  the  reorganization  of  the  State 
Board  of  Health.  It  is  our  considered  opinion  that 
KMA  should  continue  to  stress  our  positive  legisla- 
tive goals  as  we  did  in  this  and  the  prior  sessions  of 
the  Legislature. 

Needless  to  say,  the  perennial  chiropractic  pro- 
posals were  once  again  introduced  (a  total  of  seven 
bills),  none  of  which  were  ever  reported  out  of 
committee.  The  members  of  KMA  should  continue 
and  perhaps  increase  efforts  to  inform  Legislators 
and  the  general  public  about  the  unscientific  cult  of 
chiropractic. 

We  -were  extremely  fortunate  to  have  two  field 
representatives  in  Frankfort  this  session  instead  of 
one,  both  of  them  serving  full  time  on  legislative 
affairs  while  >the  General  Assembly  was  in  session. 


Mr.  Gil  Armstrong  worked  on  the  Senate  side;  t 

Mr.  Jerry  Mahoney  worked  on  the  House  of  Rep-  , 

resentatives  side.  We  strongly  recommend  that  at 
least  two  staff  men  continue  to  be  assigned  full 

time  to  legislative  affairs  during  the  General  As- 

sembly since  it  is  physically  impossible  for  one  man 
to  constantly  observe  both  chambers,  to  say  nothing 
of  the  impossible  number  of  legislative  proposals  to 
evaluate  and  to  follow. 

It  would  seem  almost  superfluous  and  yet  necessary 
to  remind  our  Association  members  that  these  staff 
men,  throughout  their  stay  in  Frankfort,  are  reponsi- 
ble  only  to  their  immediate  superiors  and  not  to  in- 
dividual Association  members.  The  field  men  have 
been  instructed  not  to  carry  out  any  recommenda- 
tions or  suggestions  presented  to  them  without  first 
the  approval  of  this  committee  or  its  proper  rep- 
resentatives. Recognizing  the  sincere  dedication  of 
our  staff  people  and  personally  knowing  of  the 
fantastic  number  of  hours  expended  on  behalf  of 
our  profession  (for  which  they  are  not  paid  any 
overtime)  it  is  most  disturbing  to  learn  of  some  of 
the  actions  and  comments  of  a few  Association  mem- 
bers. We  would  strongly  encourage  all  KMA  mem- 
bers to  contact  the  Chairman  for  State  Affairs  in- 
stead of  the  staff  people  regarding  any  information  | 

or  recommendation  which  they  might  have  regarding  ' 

legislative  affairs.  We  cannot  commend  too  highly 
the  performance  and  cooperation  of  Mr.  Cox,  Mr. 
Armstrong  and  Mr.  Mahoney  during  the  General  As- 
sembly. 

The  committee  feels  that  greater  emphasis  must  be 
placed  on  communicating  with  specialty  groups  and 
allied  medical  groups  beginning  as  far  as  one  year 
in  advance  of  the  next  General  Assembly  to  co- 
ordinate legislative  proposals  of  mutual  concern 
thereby  improving  our  legislative  base  and  pro- 
grams. It  is  felt  that  with  the  new  Commissioner  of 
Health  much  better  communications  will  be  pos- 
sible with  the  State  Department  of  Health.  This  com- 
mittee will  continue  maximum  efforts  to  coordinate 
our  activities  with  all  specialty  groups,  individual 
physicians  and  all  allied  groups. 

Continued  efforts  are  being  made  to  strengthen 
our  Key  Man  System,  and  we  wish  to  re-emphasize 
the  importance  of  the  key  man  as  related  to  our 
legislative  success  or  failure.  These  positions  are 
extremely  important  and  should  not  be  accepted  by 
anyone  unless  he  has  both  the  time  and  the  interest 
to  fulfill  his  obligation. 

I think  it  is  apparent  to  everyone  involved  in  any 
aspect  of  medicine  that  more  and  more  is  demanded 
of  our  time  and  talents  because  of  the  increasing  role 
of  government  and  legislative  matters  affecting  the 
practice  of  medicine. 

We  strive  to  fulfill  our  responsibility  of  bettering 
the  public  health,  and  this  quite  often  requires  de- 
fensive efforts  on  our  part,  as  well  as  emphasizing 
our  positive  programs. 

This  committee  strongly  recommends  to  the  House 
of  Delegates  that  (as  it  has  done  in  the  past): 

(1)  the  Quick  Action  Committee  composed  of  the 
KMA  President,  President-Elect,  and  Chairman  of 
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the  KMA  Board  of  Trustees,  be  empowered  to  ap- 
I prove  legislative  decisions  presented  to  them  by  this 

' committee.  It  is  absolutely  impossible  during  legis- 

lative sessions  to  wait  considerable  periods  of  time 
for  formal  approval  of  legislative  matters  by  larger 
committees;  (2)  require  all  legislative  activities  to  be 
coordinated  by  and  channeled  through  the  Committee 
on  Legislative  Activities;  and  (3)  the  priority  of 
various  legislative  proposals  be  left  up  to  the  Com- 
mittee on  Legislative  Activities,  as  well  as  the  time- 
table to  be  used  on  the  introduction  of  proposed 
legislative  matters.  1 feel  that  this  is  a very  important 
consideration,  and  would  urge  the  1970  House  of 
Delegates  to  take  similar  action  leaving  the  composi- 
tion, priority  and  manner  of  introduction  of  legisla- 
tive proposals  to  the  Committee  on  Legislative  Activi- 
ties. 

If  requested,  I shall  be  most  pleased  to  appear 
before  any  group  or  committee  to  expand  on  any 
subject  which  has  been  discussed  in  this  report. 

Once  again,  this  committee  cannot  emphasize 
strongly  enough  the  absolute  necessity  of  physicians 
participating  at  the  local  level,  not  only  in  legislative 
affairs,  but  in  primary  and  general  elections  as  well. 
So  often  the  members  of  our  committee  hear  from 
legislators  that  the  physicians  in  their  local  area 
have  not  been  in  contact  with  them.  We  urge  all 
physicians  to  become  interested  in  legislative  mat- 
ters and  to  stay  abreast  of  legislative  trends  and 
effectively  communicate  their  opinions  to  their  respec- 
tive legislators.  We  also  strongly  urge  each  physician 
to  support  the  candidate  of  his  choice  both  fi- 
nancially and  by  active  campaigning  on  behalf  of 
the  candidate.  It  is  extremely  important  for  all  physi- 
cians to  maintain  rapport  with  their  legislators  and 
even  more  so  for  the  key  men  so  assigned. 

I wish  to  express  appreciation  to  those  members 
of  the  Committee  on  Legislative  Activities,  to  the 
Quick  Action  Committee,  to  the  KMA  Board  of 
Trustees  and  to  the  KMA  House  of  Delegates  for 
their  considered  support  and  understanding.  I am 
also  extremely  grateful  to  our  staff,  Bob  Cox,  Gil 
Armstrong,  Jerry  Mahoney,  and  Bill  Applegate,  for 
the  tremendous  cooperation  and  assistance  which 
they  have  given  me  during  this  most  busy  year. 

Fred  C.  Rainey,  M.D. 

Chairman  for  State  Affairs 


Recommendations,  Reference  Committee  No.  3 

The  Report  of  the  Committee  on  Legislative  Ac- 
tivities (with  the  exception  of  the  last  paragraph 
on  page  33  and  paragraphs  1 and  2 on  page  34) 
was  reviewed  and  discussed  with  interest. 

National  Affairs:  The  Report  of  the  Committee  on 
Legislative  Activities,  National  Affairs,  was  reviewed. 
Attention  should  be  directed  to  the  study  and  dis- 
semination of  information  to  KMA  members  pertain- 
ing to  the  medicredit  proposals  by  the  AMA.  The 
committee  feels  it  is  the  most  practical  of  the  pro- 
posals listed. 

The  Annual  Washington  Congressional  Dinner  by 
KMA  Report  was  reviewed  with  pleasure.  It  was 
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noted  that  this  was  the  most  successful  and  well- 
attended  Congressional  Dinner  to  date.  Our  repre- 
sentatives and  senators  expressed  appreciation  to  the 
I^A  members  and  wives  for  their  attendance. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

State  Affairs:  The  KMA  Committee  on  Legisla- 
tive Activities  for  State  Affairs  was  reviewed.  This 
committee  wishes  to  express  our  gratitude  to  the 
participants  in  the  key  man  program  and  to  others 
who  gave  so  much  of  their  time.  We  would  urge 
that  continued  efforts  be  made  to  strengthen  the  key 
man  system,  and  we  wish  to  re-emphasize  the  im- 
portance of  the  key  man  as  related  to  our  legislative 
success  or  failure. 

The  reference  committee  wishes  to  endorse  and 
approve  of  the  Quick  Action  Committee.  We  feel  that 
its  usefulness  has  been  demonstrated  during  the  past 
year. 

We  wish  to  commend  Doctors  Hoyt  D.  Gardner 
and  Fred  C.  Rainey  for  their  untiring  efforts  on 
the  Legislative  Activities  Committee. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 


Report  of  the 

Committee  On  Orientation 

The  Committee  on  Orientation  held  one  meeting 
during  the  1969-70  Associational  year.  This  meeting 
was  held  on  January  22,  1970,  and  the  Qrientation 
Programs  for  1970  Interim  and  Annual  Meetings 
were  discussed  at  that  time. 

The  Orientation  Committee,  as  of  the  1970 
Associational  year,  took  over  some  of  the  respon- 
sibilities which  were  formerly  handled  by  the  Com- 
munication and  Health  Education  Committee.  Since 
the  Orientation  Committee  was  responsible  only  for 
the  Orientation  Programs,  it  was  determined  that 
certain  changes  should  be  made  in  the  program, 
and  the  Orientation  Committee  should  be  respon- 
sible for  putting  these  changes  into  action  during 
the  1970  Associational  year. 

The  House  of  Delegates  in  1969  had  suggested 
that  the  Orientation  Program  be  redesigned  with  an 
emphasis  on  brevity  and  some  formality.  During 
the  meeting  on  January  22,  1970,  a discussion  was 
held  concerning  ways  in  which  the  Committee  could 
implement  the  directions  of  the  House  of  Delegates. 

Concerning  the  idea  of  brevity  and  informality, 
it  was  felt  that  certain  parts  of  the  program  which 
had  been  used  for  a number  of  years  and  were 
somewhat  overlapping  could  be  dispensed  with  in 
the  new  approach  orientation.  With  this  thought  in 
mind,  the  slide  presentation  which  was  presented 
to  the  KMA  Trustee  Districts  in  1969  was  added 
as  the  opening  portion  of  the  Orientation  Program. 
The  speech  which  accompanies  the  presentation  was 
recorded  by  Henry  B.  Asman,  M.D.,  KMA  Immedi- 
ate Past-President,  and  it  was  the  feeling  of  the 
Committee  that  this  is  an  excellent  means  of  in- 
forming new  members  concerning  the  interrelation 
of  organized  medicine  at  the  county,  state  and 
national  levels. 
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this  committee  for  their  important  contributions.  f 

Mr.  Speaker,  I move  the  adoption  of  this  section  i 

of  the  report.  ! 

(Motion  was  seconded  and  carried.) 


It  has  been  said  in  the  past  that  some  of  the 
Orientation  Programs  have  been  too  lengthy.  It  was 
felt  that  several  of  the  presentations  could  be  com- 
bined, others  could  be  deleted,  and  some  new  topics 
could  be  added.  The  Orientation  Committee,  after 
lengthy  discussion  and  much  consultation  with 
everyone  interested  in  the  program,  decided  to  fol- 
low a format  which  would  cover,  in  addition  to 
the  slide  presentation,  the  following  subjects; 

(1)  county  medical  society  and  community  relations, 

(2)  the  American  Medical  Association,  (3)  the 
health  insurance  field,  (4)  peer-review,  (5)  cults, 
(6)  medico-legal  aspects,  and  (7)  the  physician’s 
role  in  legislation  and  politics. 

These  are  the  subjects  which  will  be  covered  in 
the  Orientation  Program  during  1970  and  will  be 
revised  as  the  committee  and  others  feel  is  neces- 
sary to  keep  abreast  of  the  changing  scene  in 
organized  medicine. 

Carl  Cooper,  M.D.,  Co-Chairman 
Wyatt  Norvell,  M.D.,  Co-Chairman 

Recommendalions,  Reference  Committee  No.  3 

The  Report  of  the  Committee  on  Orientation  was 
reviewed.  The  importance  of  the  Orientation  Pro- 
gram was  recognized  and  the  format  changes  were 
commended.  An  invitation  should  be  extended  to 
all  members  of  KMA  who  have  not  participated  in 
this  program  to  attend  future  programs. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 
Health  Careers  Committee 

Following  the  decision  of  the  Board  of  Trustees 
to  enlarge  the  charge  of  this  committee  to  include 
the  development  and  establishment  of  cooperative 
mechanisms  relating  the  Kentucky  Medical  Associ- 
ation to  programs  in  new  or  emerging  health  pro- 
fessions, the  committee  membership  was  increased 
to  provide  additional  expertise  in  this  area. 

Meeting  regularly,  the  committee  has  developed 
a set  of  recommendations  for  levels  of  endorse- 
ment which  have  been  referred  to  the  Board  of  Trus- 
tees for  their  consideration  and  action. 

This  committee  believes  the  adoption  of  these 
recommendations  could  be  the  first  step  toward  more 
intimate  involvement  in  and  cooperation  with  those 
innovative  programs  seeking  the  support  and  counsel 
of  the  Kentucky  Medical  Association. 

Where  such  programs  involve  professions  in  the 
other  health  specialities,  e.g.  nursing,  collaberative 
mechanisms  will  be  developed  with  their  respective 
organizations  to  assure  proper  channels  of  communi- 
cation. 

The  Health  Careers  Committee  continues  as  in  the 
past  to  support  the  recruitment  efforts  of  both  the 
Auxiliary  and  Health  Careers  in  Kentucky. 

Joseph  Hamburg,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  3 

The  Report  of  the  Committee  on  Health  Careers 
was  reviewed.  We  wish  to  thank  the  members  of 


Report  of  the 
Committee  on  Cults 

The  KMA  Committee  on  Cults  met  on  Novem- 
ber 20,  1969,  to  discuss  what  projects,  in  addition 
to  those  already  underway,  the  committee  would 
undertake  this  Associational  year. 

The  committee  agreed  that  it  should  be  ever 
cognizant  and  keep  under  constant  surveillance  the 
advertisement  of  any  health  products,  devices  or 
schemes  not  in  the  public  interest. 

Over  300  copies  of  the  book,  At  Your  Own  Risk: 
The  Case  Against  Chiropractic,  by  Ralph  Lee  Smith, 
have  been  distributed  to  physicians  attending  the 
Orientation  Courses,  constituent  member  organiza- 
tions of  the  Kentucky  Allied  Medical  Council,  other 
interested  organizations,  and  members  of  the  1970 
Kentucky  General  Assembly.  Physicians  were  advised 
of  the  availability  of  this  publication  through  infor- 
mation printed  in  the  “KMA  Communicator’’  and 
The  KMA  Journal.  Members  of  the  committee  rec- 
ommend the  reading  of  this  book  by  all  physicians 
and  that  the  book  be  placed  in  their  office  reception 
rooms  so  that  it  can  be  read  by  their  patients. 

The  committee  members  were  delighted  to  learn 
that  the  author  of  this  book  will  be  the  featured 
speaker  at  the  KMA  President’s  Luncheon  on 
Wednesday,  September  23,  during  the  KMA  Annual 
Meeting. 

During  the  year  the  AMA  Committee  on  Quackery 
held  a series  of  one-day  Regional  Conferences  on 
Health  Quackery,  at  which  time  legislative  proposals 
and  bills  introduced  into  the  various  state  legislatures 
were  discussed.  Your  Chairman,  who  also  serves  on 
the  AMA  Committee  on  Quackery,  attended  two  of 
these  meetings,  and  one  of  the  sessions  was  attended 
by  a representative  of  the  KMA  staff. 

During  the  1970  session  of  the  Kentucky  General 
Assembly,  bills  were  introduced  by  the  Kentucky 
Association  of  Chiropractors  which  would  have  per- 
mitted payment  to  chiropractors  under  the  Kentucky 
workmen’s  compensation  laws;  included  chiropractic 
payment  under  Medicaid;  and  provided  for  chiro- 
practic coverage  under  accident,  health  disability, 
workmen’s  compensation,  sickness  insurance,  hos- 
pital agreements  or  medical  service  indemnity.  An- 
other bill  would  have  provided  for  a fine  or  im- 
prisonment for  any  licensed  healing  arts  practitioner 
found  guilty  of  slandering  any  other  person  so  li- 
censed. None  of  the  chiropractic  bills  received  favor- 
able consideration. 

KMA-sponsored  bills  were  introduced  into  both 
houses  of  the  Kentucky  General  Assembly.  These 
legislative  proposals  would  have  required  all  profes- 
sional healing  arts  schools  to  be  accredited; 
chiropractors  to  complete  the  same  written  exami- 
nation as  doctors  of  medicine;  and  limited  the  use 
of  human  x-ray  to  that  actually  performed  by  or 
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under  the  supervision  of  physicians,  osteopaths, 
podiatrists  and  dentists.  An  intensive  campaign  was 
conducted  by  several  KMA  committees  and  the 
Woman’s  Auxiliary  to  KMA.  Although  the  KMA- 
sponsored  bills  were  not  passed,  our  State  legislators 
were  provided  with  educational  material  and  are 
much  better  informed  on  this  important  subject. 

The  KMA  Committee  on  Cults  urges  active  par- 
ticipation by  all  Kentucky  physicians  in  continuing 
educational  efforts  with  legislators  and  the  general 
public  if  we  are  to  achieve  our  legislative  goals. 

The  committee  plans  to  have  an  exhibit  at  the 
Convention  Center  during  the  1970  KMA  Annual 
Meeting  staffed  by  the  members  of  the  committee 
for  the  purpose  of  stimulating  the  interest  of  other 
physicians  in  the  elimination  of  medical  quackery. 

Members  of  the  Committee  on  Cults  are  most 
cognizant  of  their  responsibility  to  the  Association 
and  the  public.  There  is  no  doubt  that  medical 
quackery  represents  a tremendous  loss  to  our  econo- 
my, in  addition  to  the  health  hazards  it  imposes 
on  the  public. 

David  B.  Stevens,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  3 

We  have  reviewed  the  Report  of  the  Committee 
on  Cults.  The  reference  committee  wishes  to  com- 
pliment Doctor  Stevens  and  his  committee  for  the 
work  they  have  performed  in  the  past  year. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Ad  Hoc  Committee  on 
Occupational  Pulmonary  Disease 

The  Occupational  Pulmonary  Disease  Committee 
met  twice  during  the  Associational  year,  December 
11,  1969,  and  April  29,  1970.  At  the  December 
meeting  a series  of  recommendations  for  proposed 
legislation  were  formulated  and  presented  to  the 
Chairman  for  State  Affairs,  KMA  Committee  on 
Legislative  Activities.  A number  of  these  were  sub- 
sequently written  into  legislation  that  was  passed 
during  the  1970  Kentucky  General  Assembly.  The 
meeting  on  April  29  was  held  primarily  to  discuss  the 
fact  that  the  Kentucky  Department  of  Health  had 
requested  from  the  private  sector  a considerable 
amount  of  assistance  in  providing  approximately 
10,000  x-rays  on  coal  miners  who  had  filed  for 
disability  under  the  existing  Workmen’s  Compensa- 
tion Law  and  the  Federal  Coal  Mine  Safety  Act.  As 
a result  of  this  meeting,  the  committee,  speaking  on 
behalf  of  KMA,  offered  the  services  of  physicians  in 
the  areas  most  affected  to  provide  these  x-ray 
services. 

Recommendations,  Reference  Committee  No.  3 

The  Report  of  the  Occupational  Pulmonary  Dis- 
ease Committee  was  studied.  We  extend  our  appre- 
ciation to  this  committee  for  its  important  work  in 
this  field. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 
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Report  of  the 

Ad  Hoc  Chiropractic  Committee 

The  Ad  Hoc  Chiropractic  Committee  was  formed 
late  in  June  and  held  its  first  meeting  on  July  7. 
Specific  proposals  were  made  by  the  committee  re- 
garding legislation,  committee  membership,  and  dis- 
semination of  information. 

Recommendations,  Reference  Committee  No.  3 

The  report  of  the  Ad  Hoc  Chiropractic  Committee 
was  reviewed.  We  wish  to  thank  the  members  of 
this  committee  for  their  fine  contributions. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  I move  the  adoption  of  the  report 
of  Reference  Committee  No.  3 as  a whole. 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  as  chairman,  I wish  to  thank  the 
members  of  this  committee  for  their  help  in  prepar- 
ing this  report  and  also  a note  of  thanks  to  our 
secretary.  Miss  Patricia  Borders. 

REFERENCE  COMMITTEE  NO.  3 

Cecil  L.  Grumbles,  M.D.,  Louisville,  Chairman 
Carl  J.  Brueggemann,  M.D.,  Covington 
Jerry  D.  Fraim,  M.D.,  Paintsville 
John  P.  Hill,  Jr.,  M.D..  Somerset 
John  S.  Oldham,  M.D.,  Owensboro 

At  this  time,  Doctor  Greathouse  introciuced 
Kenneth  C.  Peters,  M.D.,  Chairman  of  the 
KEMPAC  Board  of  Directors,  who  presented 
his  annual  report  concerning  KEMPAC  ac- 
tivities to  the  members  of  the  House.  Doctor 
Peters  concluded  his  report  with  the  following 
statement:  “The  1969  KMA  House  of  Dele- 
gates as  in  previous  sessions  reaffirmed  its 
belief  in  the  objectives  of  KEMPAC  and 
AMPAC  and  recommended  100%  participa- 
tion by  doctors  and  their  wives.  It  further 
recommended  reaffirmation  of  KMA  policy, 
that  there  be  county  society  billing  in  order 
to  encourage  this  participation,  and  recom- 
mended a vote  of  endorsement  and  encour- 
agement of  the  KEMPAC  organization  to 
continue  its  worthwhile  political  efforts  on  the 
behalf  of  our  free  enterprise  system  and  the 
freedom  of  the  art  and  science  of  medicine. 
We  are  most  appreciative  of  the  action  taken 
by  this  House  in  the  past  and  request  your 
continued  encouragement  and  endorsement. 

Dr.  Greathouse  thanked  Dr.  Peters  for  his 
report. 
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REFERENCE  COMMITTEE  NO.  4 

Thomas  L.  Heavern,  M.D., 

Highland  Heights,  Chairman 

Reference  Committee  No.  4 considered  the  fol- 
lowing reports: 

13.  Report  of  the  Board  of  Directors,  Kentucky 
Physicians  Mutual,  Inc. 

21.  Report  of  the  Advisory  Committee  to  Blue 
Shield 

22.  Report  of  the  Advisory  Committee  to  Blue 
Cross 

33.  Report  of  the  Committee  on  Community  and 
Rural  Health 

34.  Report  of  the  Committee  on  Air  and  Water 
Pollution 

36.  Report  of  the  Senior  Day  Committee 

37.  Report  of  the  Committee  on  School  Health, 
Physical  Education  and  Medical  Aspects  of  Sports 

Resolution  C — The  Report  of  the  Surgeon  Gen- 
eral’s Advisory  Committee  on  Smoking  and  Health 
(Fayette  County) 

Resolution  G — Amphetamines  (Richard  B.  Mc- 
Elvein,  M.D.,  Fayette  County) 

Resolution  H — Blue  Shield  Claim  Forms  (War- 
ren-Edmonson-Butler  Counties) 

Resolution  J — Approval  of  Family  Planning  (Jeff- 
erson County) 

Report  of  the 
Board  of  Directors 
Kentucky  Physicians  Mutual 

The  past  twelve  months  have  been  very  challeng- 
ing to  not  only  health  care  providers  but  Blue 
Shield  as  well.  Never  before  has  there  been  as 
much  criticism,  public  concern,  press  coverage  and 
general  questioning  of  the  health  care  system,  in- 
cluding voluntary  prepayment  organizations.  In  the 
face  of  so  much  public  adversity,  it  is  a pleasure  for 
me,  as  Chairman  of  the  Board  of  Kentucky  Physic- 
ians Mutual,  to  bring  you  this  positive  report  of 
accomplishments. 

Kentucky  Blue  Shield’s  membership  is  now  in 
excess  of  1,065,000,  which  is  a net  gain  of  4.5% 
in  the  last  twelve  months.  There  are  over  450,000 
members  now  with  protection  to  help  pay  for  long- 
term or  catastrophic  illness,  in  addition  to  basic 
protection.  In  the  same  period,  over  1200  ad- 
ditional companies  voluntarily  enrolled  their  em- 
ployees and  dependents  in  Blue  Shield,  making  a 
total  of  11,750  companies  now  enrolled.  In  October 
of  1969,  the  Motors  industry  added  a program  for 
prescription  drugs,  and  there  are  24,575  Kentucky 
Blue  Shield  members  with  this  new  special  contract. 
Over  57,000  people  65  years  of  age  and  over  are 
enrolled  in  the  “over  65  program”  to  help  fill  the 
voids  in  Medicare.  In  the  last  twelve  months,  we 
have  paid  in  excess  of  $16,243,000  for  services  to 
members,  which  is  an  increase  of  $3(4  million  over 
our  last  report.  Total  payment  for  services  rendered 
our  members  since  the  organization  of  Blue  Shield 
is  now  over  $120,000,000. 

Our  Kentucky  Blue  Shield  Plan  is  sound  financially 


and  has  reserves  of  $10.91  per  member.  We  con- 
tinue to  operate  with  one  of  the  lowest  overhead 
costs  per  member  of  the  74  Blue  Shield  Plans  in 
America.  Of  the  Plans  with  more  than  a million 
members,  we  rank  first  in  low  cost  of  operation 
per  member. 

In  the  past  year  we  formed,  on  a statewide  basis, 
a distinguished  Consumer  Advisory  Committee  to 
Blue  Shield.  Because  of  the  universal  concern  over 
health  care  cost  and  delivery  and  this  committee’s 
sincere  desire  to  be  helpful  and  to  delve  into  prob- 
lems and  issues,  the  committee  has  now  been  ex- 
panded and  wilt  also  serve  in  an  advisory  capacity 
to  Kentucky  Blue  Cross.  The  committee  is  con- 
cerned with  providing  a voluntary  financing  mech- 
anism for  necessary  services  provided  on  a basis 
other  than  traditional  acute  care,  such  as  home 
health  care  and  nursing  home  care.  An  endorsement 
to  Blue  Cross  and  Blue  Shield  certificates  is  now 
being  drafted  and  rated  for  sale  to  members  to  pay 
for  services  provided  members  in  approved  extended 
care  facilities.  We  are  hopeful  that  a high  percent- 
age of  our  members  are  willing  to  pay  the  addi- 
tional dues  necessary  to  provide  such  protection. 

The  past  eighteen  months  have  seen  the  dramatic 
support  of  the  Usual,  Customary  and  Reasonable 
Blue  Shield  Program  by  Kentucky  physicians.  Cur- 
rently 76%  of  Kentucky  physicians  have  signed  a 
Participating  Agreement  and  the  percentage  continues 
to  rise  each  month.  During  this  eighteen-month 
period,  125,846  Usual  and  Customary  claims  have 
been  processed  representing  a total  payment  of 
$7,006,388  for  members’  services  under  the  pro- 
gram. The  Board  of  Directors  and  staff  are  highly 
complimentary  of  the  local  review  committees,  the 
central  review  committee,  and  the  Kentucky  Medical 
Association  Claims  and  Utilization  Review  Com- 
mittee, and  are  appreciative  of  their  dedicated  work 
and  long  hours.  In  1969,  only  173  cases  were 
referred  to  a committee  and  this  case  figure  rep- 
resented .0022  of  the  total  claims  submitted.  In  the 
first  six  months  of  1970,  forty-five  cases  were  re- 
ferred to  a review  committee,  representing  .0009 
of  the  total  cases.  The  Usual,  Customary  and 
Reasonable  Program  is  working  and  helping  Ken- 
tuckians voluntarily  prepay  the  cost  of  necessary 
professional  care.  We  appreciate  the  help  of  many 
Kentucky  doctors  who  recognize  the  importance  of 
making  such  programs  work. 

The  Kentucky  Medical  Association  started  Blue 
Shield  for  the  people  to  help  solve  a socioeconomic 
problem,  to  help  people  voluntarily  budget  for 
health  care  and  to  be  in  a better  position  to  meet 
their  financial  responsibility  to  their  doctors.  There 
were  other  objectives,  also,  to  try  to  help  prevent 
the  socialization  of  medicine  and  further  govern- 
ment encroachment,  to  strengthen  the  voluntary  free 
enterprise  system.  This  is  a never-ending  fight  and 
today  we  are  still  very  much  in  the  forefront.  The 
furore  over  Medicare,  Medicaid,  the  cost  of  care, 
the  accessibility  of  care,  has  increased  possibilities 
that  efforts  will  again  be  attempted  in  Congress  to 
establish  a compulsory  federal  health  program.  We 
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think  strong,  successful,  voluntary  prepayment  or- 
ganizations such  as  Kentucky  Blue  Shield  are  one 
of  the  first  lines  of  defense  against  complete  com- 
pulsory government  health  schemes. 

We  need  the  understanding  and  support  of  the 
doctors  of  Kentucky  as  well  as  that  of  business, 
industry,  labor,  and  the  general  public  in  our  efforts. 
These  are  very  crucial  times.  It  is  vital  that  Blue 
Shield  work  to  the  satisfaction  of  not  only  the 
doctors  of  Kentucky  but  to  members  and  the  public 
at  large. 

Our  voluntary  system  for  prepayment  is  strong; 
it  is  vital;  it  is  growing.  We  have  many  dedicated 
people  in  and  out  of  medicine  who  give  of  their 
time  to  make  it  work.  We  are  extremely  grateful 
to  all  of  them.  We  know  that  what  we  are  doing 
and  that  our  objectives  are  in  the  best  interest  of 
the  people,  the  medical  profession  and  our  voluntary 
system.  We  wish  to  extend  to  the  members  of  the 
entire  medical  profession  of  Kentucky  and  to  the 
staff  of  the  Kentucky  Medical  Association  our  sincere 
thanks  for  their  cooperation  and  contribution  in 
helping  make  this  another  successful  year. 

Garnett  J.  Sweeney,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  Report  of  the  Board  of  Directors,  Kentucky 
Physicians  Mutual,  Inc.  was  reviewed,  and  a letter 
of  correction  from  Mr.  Avil  McKinney  of  the  Ken- 
tucky Physicians  Mutual,  Inc.  was  received  correct- 
ing paragraph  5,  line  17,  of  the  report  to  read: 

“In  the  first  six  months  of  1970,  57  cases  were 

referred  to  a review  committee,  representing  .0012 

of  the  total  cases.” 

The  committee  was  pleased  to  learn  of  the  in- 
creased services  rendered  by  Blue  Shield  and  the 
continued  low  overhead.  We  compliment  Doctor 
Sweeney  for  his  complete  report  on  the  year’s  op- 
erations. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Advisory  Committee  to  Blue  Shield 

The  KMA  Advisory  Committee  to  Blue  Shield  met 
on  June  4,  1970.  The  meeting  was  both  productive 
and  informative. 

The  1969  Report  to  the  House  of  Delegates  was 
reviewed  and  careful  attention  was  given  to  the 
Usual,  Customary  and  Reasonable  Blue  Shield  Pro- 
gram as  reaffirmed  by  the  House  of  Delegates  last 
year.  Special  emphasis  was  taken  in  reviewing  the 
operation  of  the  program  this  year. 

We  were  pleased  to  have  members  of  the  Blue 
Shield  staff  in  attendance  to  include  the  President  of 
Blue  Shield,  Mr.  J.  Ed  McConnell.  A report  on  En- 
rollment noted  that  there  were  951  new  groups  en- 
rolled during  1969  for  a 4.8%  net  increase  in  Blue 
Shield  membership,  and  that  Blue  Shield  exceeded 
1,000,000  members  for  the  first  time  during  1969. 
In  addition  to  enrolling  new  Blue  Shield  membership, 
there  has  been  a concerted  and  successful  effort  to 
upgrade  the  coverage  of  current  members,  and  to 
bring  about  new  benefits  to  holders  of  Blue  Shield 
certificates.  Some  new  benefits  recently  added,  or  in 
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the  process  of  development,  are  Renal  Dialysis,  Ex- 
tended Care  Facility  coverage,  a dental  plan,  and  a 
number  of  diagnostic  procedures.  Others  include  a 
study  toward  developing  coverage  for  Home  Health 
Care  services. 

Your  Advisory  Committee  feels  that  the  Blue 
Shield  Professional  Relations  staff  provides  a valu- 
able service  not  only  to  the  Blue  Shield  subscribers, 
but  especially  to  our  own  physicians.  In  1969,  we 
were  impressed  that  the  staff  had  made  over  2,900 
physician  office  and  clinic  visits  and  had  met  wth 
over  100  county  medical  societies,  medical  staffs  and 
utilization  review  committees.  Personal  contact  with 
some  800  physicians  was  made  by  the  staff  during 
the  first  quarter  of  1970.  Eighteen  seminars  for 
physicians’  assistants  were  conducted  by  Blue  Shield, 
and  1,306  of  our  medical  assistants  attended  these 
seminars. 

As  indicated  earlier  in  the  report,  your  committee 
directed  its  attention  to  the  UCR  Program  as  we 
acknowledge  our  responsibility  to  report  on  its  status 
to  the  House  of  Delegates.  In  1969,  there  were  78,- 
461  cases  processed  under  the  Usual,  Customary  and 
Reasonable  Program  by  Blue  Shield,  of  which  173 
cases  were  referred  to  Peer  Review  Committees.  This 
means  that  of  the  claims  submitted  under  the  UCR 
Program,  only  .0022%  (.0022  of  one  percent)  had 
to  be  referred  for  Peer  Review. 

At  the  end  of  the  calendar  year  1969,  there  were 
15  county  society  review  committees  established  in 
addition  to  the  state-wide  review  committee.  Nine  of 
these  committees  were  utilized  in  reviewing  the  173 
cases. 

During  the  first  quarter  of  1970,  19,739  claims 
were  processed  of  which  13  were  sent  to  Peer  Re- 
view for  a percentage  of  .00065%.  In  addition,  seven 
additional  counties  established  Peer  Review  Com- 
mittees. 

Over  75%  of  the  eligible  physicians  in  the  state 
have  signed  Participating  Agreements  for  the  UCR 
Program,  and  we  were  especially  pleased  to  note 
that  there  are  56  counties  with  100%  participation. 
Your  committee  reiterates  that  it  feels  that  it  is  in 
the  best  interest  of  the  individual  physician  and  the 
profession  for  physicians  to  participate  fully  in  the 
program  and  we  feel  confident  that  we  will  approach 
the  100%  mark  as  more  members  receive  more 
knowledge  about  the  program.  We  urge  your  partic- 
ipation. 

The  members  of  the  committee  felt  that  it  might 
be  of  interest  to  the  delegates  and  other  members  of 
KMA  to  have  available  for  review  a status  report  on 
a county-by-county  basis  of  the  percentage  of  physi- 
cians participating  in  the  program.  This  record  is  as 
of  June  1,  1970,  and  is  located  at  the  end  of  this  re- 
port. 

The  KMA  Claims  and  Utilization  Review  Com- 
mittee Chairman  was  in  attendance  and  reported  on 
the  activities  of  his  committee.  We  were  pleased  to 
note  the  dedicated  and  effective  work  of  the  com- 
mittee and  its  chairman.  We  feel  that  Kentucky  is 
fortunate  to  have  had  such  a group  to  devote  so 
much  time  in  order  to  create  the  respected  peer 
review  mechanism  which  we  have  in  our  state. 
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Your  committee  discussed  in  some  detail  the  in- 
creasing role  of  government  in  medicine  and  how 
the  voluntary  system  must  react  in  order  to  maintain 
the  private  practice  of  medicine.  The  President  of 
Blue  Shield  discussed  legislation  that  is  being  in- 
troduced across  the  country  (and  already  passed  in 
some  states)  that  would  certainly  be  detrimental  to 
the  voluntary  health  care  system.  In  addition,  your 
committee  members  reviewed  national  legislative 
matters  involving  compulsory  universal  health  in- 
surance and  the  numerous  plans  already  proposed. 
Certainly  it  is  the  age  of  the  consumer  and  current 
trends  must  be  carefully  watched. 

Your  committee  feels  that  it  is  imperative  that 
those  in  the  free  enterprise  system  use  their  initiative 
in  developing  programs  through  which  private  prac- 
tice can  be  maintained  and  government  medicine 
kept  to  a minimum. 

We  recognize  that  forces  are  in  existence  to  cause 
experimentation  with  various  methods  of  delivery  of 
health  services.  We  believe  that  if  such  experimenta- 
tion is  conducted,  approved  by  the  appropriate  coun- 
ty medical  society  and  the  Kentucky  Medical  As- 
sociation, that  the  Kentucky  Blue  Shield  Plan  be 
requested  to  work  in  cooperation  with  KMA  in  de- 
veloping an  appropriate  prepayment  mechanism  for 
such  experimentation. 

The  Blue  Shield  staff  reported  in  some  detail  on  a 
new  Insurance  Code  passed  by  the  1970  General 
Assembly.  We  were  pleased  to  note  that  there  were 
no  significant  changes  in  the  laws  under  which  Ken- 


tucky Blue  Shield  operates.  Blue  Cross  of  Kentucky 
is  incorporated  under  a special  act  called  Non-profit 
Hospital,  Medical,  Surgical,  Dental  and  Health  Serv- 
ices Corporations.  There  were  some  revisions  in 
this  law  which  had  not  been  changed  since  1938. 
They  dealt  with  investments,  increases  in  fees  for 
legal  filings  and  a revision  which  permits  any  corpo- 
ration under  this  act  to  pay  for  benefits  provided  by 
any  health  care  provider.  A premium  tax  had  been 
proposed  on  all  Kentucky  Blue  Cross  subscribers’ 
dues,  but  was  not  adopted.  Instead,  the  new  Code 
places  a fee  of  24  per  contract  in  force  per  annum 
on  Blue  Cross  dues  which  is  to  be  used  to  defray 
administrative  costs  by  the  Department  of  Insurance. 

It  is  your  committee’s  responsibility  to  make  rec- 
ommendations through  the  Board  of  Trustees  to  the 
Blue  Shield  Board  of  Directors  on  all  policy  matters 
of  mutual  interest  and  to  help  promote  improvement 
and  extension  of  coverage  offered  to  the  public  in  the 
field  of  voluntary  health  care  and  attempt  to  assist  in 
the  solution  of  such  problems. 

The  members  of  this  committee  have  again  dem- 
onstrated their  dedication  to  duty  and  the  chairman 
is  indebted  to  them  for  their  time  and  efforts,  and  is 
also  appreciative  of  the  counsel  of  the  Blue  Shield 
staff. 

Kenneth  P.  Crawford,  M.D.,  Chairman 


COUNTY 

NO.  OF 
ELIGIBLE 
DOCTORS 

NUMBER 

SIGNED 

PERCENTAGE  OF 
PARTICIPATION 

Adair 

5 

5 

100 

Allen 

5 

0 

0 

Anderson 

4 

4 

100 

Ballard 

3 

1 

33 

Barren 

20 

18 

90 

Bath 

3 

3 

100 

Bell 

27 

25 

92 

Boone 

14 

13 

92 

Bourbon 

11 

1 

9 

Boyd 

51 

45 

88 

Boyle 

20 

19 

95 

Bracken 

3 

2 

66 

Breathitt 

2 

0 

0 

Breckinridge 

4 

4 

100 

Bullitt 

5 

5 

100 

Butler 

2 

1 

50 

Caldwell 

6 

5 

83 

Calloway 

18 

15 

83 

Campbell 

56 

22 

37 

Carlisle 

2 

2 

100 

Carroll 

6 

5 

83 

Carter 

2 

2 

100 

Casey 

4 

3 

75 

Christian 

37 

34 

92 

Clark 

12 

7 

58 

Clay 

4 

1 

20 

Clinton 

2 

2 

100 

Crittenden 

2 

2 

100 

Cumberland 

2 

2 

100 

Daviess 

65 

47 

72 

Edmonson 

2 

0 

0 

Elliott 

1 

1 

100 

Estill 

3 

1 

33 

Fayette 

369 

189 

50 

Fleming 

3 

3 

100 

Floyd 

20 

20 

100 
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COUNTY 


Franklin 

Fulton 

Gallatin 

Garrard 

Grant 

Graves 

Grayson 

Green 

Greenup 

Flancock 

Hardin 

Harlan 

Harrison 

Hart 

Henderson 

Henry 

Hickman 

Hopkins 

Jackson 

Jefferson 

Jessamine 

Johnson 

Kenton 

Knott 

Knox 

Larue 

Laurel 

Lawrence 

Lee 

Leslie 

Letcher 

Lewis 

Lincoln 

Livingston 

Logan 

Lyon 

McCracken 

McCreary 

McLean 

Madison 

Magoffin 

Marion 

Marshall 

Martin 

Mason 

Meade 

Menifee 

Mercer 

Metcalfe 

Monroe 

Montgomery 

Morgan 

Muhlenberg 

Nelson 

Nicholas 

Ohio 

Oldham 

Owen 

Owsley 

Pendleton 

Perry 

Pike 

Powell 

Pulaski 

Robertson 

Rockcastle 

Rowan 

Russell 

Scott 

Shelby 

Simpson 

Spencer 

Taylor 

Todd 

Trigg 
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NO.  OF 
ELIGIBLE 
DOCTORS 

NUMBER 

SIGNED 

PERCENTAGE  OF 
PARTICIPATION 

27 

19 

70 

7 

7 

100 

1 

1 

100 

2 

2 

100 

5 

5 

100 

16 

16 

100 

7 

4 

57 

7 

5 

62 

8 

7 

87 

2 

2 

100 

27 

23 

85 

41 

31 

75 

9 

5 

55 

6 

4 

66 

32 

24 

75 

3 

3 

100 

2 

2 

100 

47 

46 

97 

1 

1 

100 

775 

676 

87 

5 

1 

20 

11 

11 

100 

104 

45 

43 

2 

2 

100 

7 

6 

85 

3 

3 

100 

8 

8 

100 

9 

8 

88 

2 

2 

100 

3 

3 

100 

17 

15 

88 

2 

2 

100 

3 

3 

100 

3 

3 

100 

13 

5 

38 

2 

2 

100 

66 

60 

90 

2 

2 

100 

4 

3 

75 

22 

14 

63 

2 

0 

0 

9 

8 

88 

9 

9 

100 

3 

3 

100 

14 

11 

71 

2 

2 

100 

2 

2 

100 

9 

7 

77 

2 

2 

100 

7 

5 

71 

10 

7 

70 

3 

3 

100 

12 

11 

91 

8 

8 

100 

3 

3 

100 

10 

6 

60 

8 

8 

100 

2 

2 

100 

0 

0 

0 

4 

3 

75 

17 

17 

100 

27 

19 

78 

2 

1 

50 

22 

20 

90 

1 

1 

100 

2 

2 

100 

11 

5 

45 

3 

2 

66 

7 

5 

71 

6 

6 

100 

7 

7 

100 

2 

2 

100 

7 

7 

100 

4 

4 

100 

5 

40 

83  S 

COUNTY 

NO.  OF 
ELIGIBLE 
DOCTORS 

NUMBER 

SIGNED 

PERCENTAGE  OF 
PARTICIPATION 

Trimble 

2 

2 

100 

Union 

4 

2 

50 

Warren 

53 

7 

13 

Washington 

4 

4 

100 

Wayne 

5 

5 

100 

Webster 

4 

3 

75 

Whitley 

13 

13 

100 

Wolfe 

1 

1 

100 

Woodford 

8 

8 

100 

TOTALS 

2444 

1835 

75 

There  are  a total  of  56  counties  with  100%  participation. 


Recommendations,  Reference  Committee  No.  4 

The  Report  of  the  Advisory  Committee  to  Blue 
Shield  was  read.  A correction  in  paragraph  5,  line 
9,  was  noted.  The  correct  review  figure  is  0.22  of 
one  percent.  The  Chairman  of  the  Advisory  Com- 
mittee to  Blue  Shield  appeared  before  the  Reference 
Committee  and  presented  an  informative  discussion 
of  the  plans  and  development  of  Blue  Shield  during 
the  past  year.  The  committee  commends  Doctor 
Crawford  on  this  fine  work  and  thanks  him  for  the 
time  he  gave  in  appearing  before  this  committee. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Advisory  Committee  To  Blue  Cross 

The  Medical  Advisory  Committee  to  Blue  Cross  is 
composed  of  sixteen  physicians  which  are  appointed 
from  various  areas  in  Kentucky.  Members  of  this 
committee  meet  at  the  Headquarters  Office  of  Blue 
Cross  and  Blue  Shield  in  Louisville  to  review  ques- 
tionable or  controversial  claims  submitted  by  physi- 
cians that  deal  with  the  need  and/or  duration  of 
hospital  care. 

During  the  eleven  months  beginning  April  1,  1969, 
through  March  1,  1970,  the  committee  met  three  times 
and  reviewed  25  cases,  amounting  to  871  hospital 
days.  Of  this  amount,  184  days  were  disallowed. 
It  is  interesting  to  note  that  during  the  same  period, 
105  cases  were  reviewed  by  local  review  committees, 
amounting  to  a total  of  1,618  hospital  days,  of  which 
four  were  disallowed. 

By  continuously  monitoring  the  Blue  Cross  Plan, 
the  committee  serves  the  dual  purpose  of  furnishing 
the  public  and  medical  profession  with  the  most  ad- 
vantageous coverage  possible  for  the  premiums  paid, 
while  at  the  same  time,  avoiding  abuses  to  Blue 
Cross  by  studying  and  correcting  trends  before  they 
become  abuses  and  striving  to  keep  the  physicians  in 
the  state  informed  and  interested  in  the  operation 
of  Blue  Cross. 

The  members  of  this  committee  are  to  be  con- 
gratulated for  their  assiduity,  dedication,  and  loyalty. 
Not  only  is  their  work  educational  to  the  other 
physicians  in  the  state,  but  by  accepting  the  re- 
sponsibility of  this  committee’s  work,  they  demon- 
strate that  the  Kentucky  Medical  Association  and 
Blue  Cross  are  making  an  honest  effort  to  screen 
hospitalizations  and  to  prevent  unnecessary  or  pro- 
longed hospital  stays  by  patients. 


Our  entire  committee  usually  meets  once  a year  in 
conjunction  with  representatives  from  Blue  Cross  to 
discuss  the  work  of  the  committee,  and  to  make 
constructive  recommendations  to  Blue  Cross. 

George  W.  Pedigo,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  Report  of  the  Advisory  Committee  to  Blue 
Cross  points  out  the  continued  efficient  operation  of 
this  organization.  The  committee  feels  that  great 
caution  is  indicated  in  comparing  utilization  figures 
at  the  local  and  state  level.  Great  care  should  be 
exercised  to  be  sure  that  compared  cases  are  equiva- 
lent situations. 

We  wish  to  thank  Doctor  Pedigo  and  his  com- 
mittee for  his  informative  report. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 
Community  and  Rural 
Health  Committee 

Your  Community  and  Rural  Health  Committee 
met  at  the  Headquarters  Office  on  March  26,  1970. 
The  initial  part  of  the  meeting  was  devoted  to  a 
review  of  the  past  activities  of  the  committee  which 
include  the  responsibility  of  continually  investigating 
means  for  improving  all  aspects  of  public  and  men- 
tal health  in  Kentucky,  studying  all  aspects  of  TB 
and  TB  control,  and  as  an  objective,  the  decreasing 
of  deaths  and  disabilities  caused  by  motor  vehicles. 

In  the  past,  the  committee  has  promoted  the  first 
week  in  May  as  Immunization  Week  in  Kentucky. 
This  year,  the  committee  expanded  its  focus  to  the 
promotion  of  Community  Health  Week  which  em- 
phasized the  benefits  of  physical  fitness,  particularly 
to  adults.  The  committee  would  like  to  express  its 
appreciation  for  the  cooperation  of  the  membership 
in  this  program.  In  addition,  we  received  considerable 
assistance  from  numerous  allied  organizations,  for 
which  we  are  grateful.  Hopefully,  the  future  promo- 
tion of  Community  Health  Week  will  emphasize 
local  medical  progress,  available  health  services  and 
facilities,  and  the  individual  and  cooperative  roles 
played  by  members  of  the  community  health  team. 

In  the  area  of  rural  health,  the  committee  has 
taken  steps  to  encourage  the  participation  of  the 
KMA  membership  in  Home  Health  Care  Programs 
and  will  continue  to  do  so.  This  year  we  wrote 
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each  physician  member  and  each  Regional  Compre- 
hensive Health  Planning  Council  explaining  the  con- 
cept of  Home  Health  Care  and  urging  its  considera- 
tion as  a priority  item  by  each  planning  council. 

Our  committee  continues  to  maintain  liaison  with 
representatives  and  agencies  that  have  similar  in- 
terests in  the  areas  of  responsibility  assigned  to  us. 
This  year,  Dale  H.  Farabee,  M.D.,  Commissioner  of 
Mental  Health,  was  invited  to  our  meeting  to  discuss 
the  current  status  of  mental  health,  drug  abuse  and 
alcoholism  in  the  Commonwealth. 

It  has  been  brought  to  the  committee's  attention 
that  many  of  Kentucky’s  statutes  concerning  report- 
able  diseases  are  now  outdated  and  in  need  of 
revision.  These  statutes  are  currently  under  study 
by  the  committee  and  we  hope  to  make  some 
recommendations  as  to  how  they  might  be  revised 
prior  to  the  1972  Kentucky  General  Assembly. 

Highway  safety  continued  to  be  of  major  interest 
to  us.  The  committee  has  established  a Safety  Award 
of  the  Kentucky  Medical  Association  which  can 
be  given  to  any  group  or  individual  who  makes  an 
outstanding  contribution  in  the  area  of  public  safety. 
In  addition,  we  continue  to  promote  the  KMA  Auto- 
motive Safety  Award  which  has  now  been  presented 
to  a number  of  organizations  who  have  agreed,  or 
have  required  their  employees,  to  wear  seat  belts 
any  time  they  drive  a motor  vehicle. 

Because  of  our  varied  duties,  the  Community  and 
Rural  Health  Committee  is  composed  primarily  of 
physicians  who  have  chaired  KMA  committees  in 
the  past  on  the  specific  subject  areas  which  have 
been  assigned  to  us;  that  is,  mental  health,  public 
health,  tuberculosis  and  highway  safety.  I am  deeply 
indebted  to  these  committee  members  for  their  par- 
ticipation and  leadership  in  their  areas  of  responsi- 
bility this  past  year. 

John  M.  Baird,  M.D.,  Chairman 

Report  To  The  KMA  Committee 
On  Community  And  Rural  Health 

At  the  direction  of  the  Chairman  of  the  KMA 
Committee  on  Community  and  Rural  Health,  a 
subcommittee  of  three,  Adam  Miller,  M.D.,  Jesse 
W.  Tapp,  M.D.,  and  Thomas  Wallace,  M.D.,  was 
formed  to  review  the  question  of  the  present  statutes 
on  the  reporting  of  communicable  diseases.  The 
subcommittee  has  considered  the  present  situation, 
particularly  as  summarized  in  the  current  booklet, 
Kentucky  Communicable  Disease  Regulations,  and 
as  stated  in  the  Kentucky  Revised  Statutes.  It  is 
the  concensus  of  the  committee  that  the  present 
situation  is  unrealistic  and  detrimental  in  the  re- 
quirement that  all  communicable  diseases  be  re- 
ported by  the  physician  (page  3,  Kentucky  Com- 
municable Disease  Regulations).  On  the  other  hand, 
it  is  felt  that  appropriate  reporting  or  other  methods 
of  determining  the  pattern  of  disease  in  the  state 
is  essential.  Therefore,  it  is  the  sense  of  the  sub- 
committee that  the  KMA  Committee  on  Community 
and  Rural  Health  recommend  that  an  Ad  Hoc 
Working  Group  be  constituted  by  the  KMA,  the 
State  Health  Department,  and  any  other  interested 
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parties  to  develop  a major  revision  in  the  concept 
and  practice  of  disease  surveillance  in  the  com- 
munity. We  feel  that  this  subject  is  of  sufficient 
importance  to  warrant  an  officially  appointed  and 
mandated  study  group  representing  the  formal  com- 
mitment of  the  respective  organizations  to  this 
reform. 

(This  report  was  approved  by  the  Chairman  of 
the  Community  and  Rural  Health  Committee  prior 
to  its  being  sent  to  the  KMA  House  of  Delegates. 

Adam  Miller,  M.D. 

Jesse  W.  Tapp,  M.D. 

Thomas  S.  Wallace,  M.D. 

Recommendations,  Reference  Committee  No.  4 

The  Report  of  the  Committee  on  Community  and 
Rural  Health  was  reviewed,  discussed  and  approved. 
The  committee  takes  particular  note  of  a recom- 
mendation of  a subcommittee  studying  communi- 
cable diseases  regulations.  This  subcommittee  rec- 
ommends appointment  of  an  ad  hoc  working  group 
to  review  this  matter.  The  Reference  Committee 
feels  that  this  is  an  important  move.  We  thank  Doc- 
tor Baird  and  the  members  of  his  committee  for 
their  hard  work. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 
Committee  On 
Air  And  Water  Pollution 

The  Committee  on  Air  and  Water  Pollution  of 
the  Kentucky  Medical  Association  was  appointed 
on  November  24,  1969.  This  Committee  is  com- 
posed of  Theodore  T.  Myre,  M.D.,  Harvey  Sloane, 
M.D.,  J.  M.  Trevey,  M.D.,  C.  Milton  Young  III, 
M.D.,  William  Yates,  M.D.,  and  B.  Frank  Rad- 
macher,  Jr.,  M.D.,  Chairman. 

The  Air  Pollution  Control  Commission  of  Ken- 
tucky met  in  early  December  to  establish  the 
standards  for  the  state.  Your  committee  had  not 
been  able  to  have  a meeting  prior  to  the  hearing. 
In  essence,  the  State  accepted  standards  as  follows: 

Particulates — 65  ug/M^ 

Carbon  Monoxide  and  Total  Oxidants — the 
levels  have  been  lowered  to  bring  them  into 
compliance  with  recently  released  Federal 
Criteria. 

Sulfur  Dioxide — Annual  geometric  mean — .02 
ppm 

Obviously,  because  of  the  time  element,  your 
committee  had  no  opportunity  to  study  these 
proposals  before  they  were  adopted. 

In  early  January  I met  with  Doctors  Milton  Young 
and  Harvey  Sloane,  both  of  whom  are  knowledge- 
able in  Air  Pollution  control  and  consulted  with 
them  concerning  points  we  should  stress  in  this 
committee.  It  was  brought  out  in  this  meeting  that 
there  would  be  some  areas  of  the  state,  such  as 
Jefferson  County,  adopting  standards  either  in  line 
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with  State  standards  or  possibly  more  stringent  than 
State  standards.  It  was  decided  that  this  committee 
should  have  the  following  goals. 

1.  To  make  doctors  in  Kentucky  aware  of  the 
contribution  of  air  pollution  to  disease. 

2.  To  help  make  doctors  in  Kentucky  knowl- 
edgeable in  standards  concerning  air  pollu- 
tion and  to  be  available  for  testimony  con- 
cerning air  pollution  and  its  relation  to 
disease. 

3.  To  stress  the  need  for  a group  of  speakers 
to  be  available  for  organizations  desiring 
programs  on  this  and  related  subjects. 

4.  To  be  able  to  advise  on  research  projects 
concerning  pollution,  and  we  stress  the  need 
for  a full  time  industrial  engineer  to  super- 
vise air  sampling,  reporting  studies  of  other 
standards,  etc. 

Doctors  Young  and  Sloane  cited  numerous  ex- 
amples of  things  that  could  be  done  to  reduce  air 
pollution  such  as  staggering  times  of  discharge  from 
work  to  avoid  traffic  congestion  in  any  particular 
areas  at  peak  traffic  times.  They  also  pointed  out 
that  under  certain  climatic  conditions  industries  could 
be  notified  to  suspend  operations  and  thus  reduce  SOo 
concentration. 

A meeting  was  called  on  February  25th,  but  only 
Doctor  Yates  was  able  to  attend,  and  we  went  over 
these  issues  as  listed.  We  also  discussed  the  possibility 
of  having  an  article  in  The  Kentucky  Medical  As- 
sociation Journal  and  of  putting  small  articles  in  the 
“KMA  Communicator.” 

In  June  I polled  the  committee  by  telephone,  and 
after  obtaining  a majority  vote,  went  before  the 
Jefferson  County  Air  Pollution  Control  Committee 
asking  for  slightly  more  stringent  standards  than 
those  outlined  by  the  State. 

Our  next  meeting  was  July  9th,  with  Mr.  Ralph 
Pickard,  the  Executive  Director  of  the  Kentucky 
Water  Pollution  Control  Commission.  Mr.  Pickard 
spent  three  hours  outlining  what  his  Commission 
was  doing  and  this  was  a very  informative  and 
pertinent  discussion.  It  is  regrettable  that  none  of  my 
committee  members  were  able  to  attend.  We  did 
have  some  interested  members  from  the  Jefferson 
County  Medical  Society. 

In  summary,  this  committee  has  not  been  a very 
active  committee.  It  was  the  first  year  for  the 
committee  and  undoubtedly  needed  this  time  to  get 
the  necessary  background  in  order  to  function 
properly.  It  is  my  feeling  that  this  committee  in  the 
future  could  and  should  be  very  active,  and  one 
which  could  bring  to  light  many  of  the  medical 
problems  that  confront  the  Kentucky  Medical  As- 
sociation. I feel  that  it  is  only  through  such  com- 
mittee work  that  the  Kentucky  Medical  Association 
will  become  involved  in  the  ecology  of  Kentucky. 

I would  advise  that  in  the  future  the  committee 
should  be  enlarged,  drawing  representatives  from 
all  areas  of  the  state:  from  the  southeastern  area, 
the  Ashland  area,  the  Newport-Covington  area,  the 
Owensboro  area,  the  Paducah  area,  and  Lexington. 
Frankfort  and  Louisville  areas. 

B.  Frank  Radmacher,  Jr.,  M.D.,  Chairman 


Recommendations,  Reference  Committee  No.  4 

The  Report  of  the  Committee  on  Air  and  Water 
Pollution  indicates  a considerable  amount  of  effort 
expended  by  its  Chairman,  Doctor  Radmacher,  in 
initial  efforts  in  this  important  and  complex  field. 
The  committee  commends  him  for  his  efforts,  and 
agrees  that  his  committee  should  be  expanded  as 
indicated  in  his  report. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 


Report  of  the 
Senior  Day  Committee 

Your  Senior  Day  Committee  met  on  November 
20  to  plan  this  year’s  Senior  Day  Program.  As  the 
program  was  redesigned  last  year,  the  committee 
followed  the  format  from  last  year  which  brought 
the  senior  medical  students  from  the  University  of 
Louisville  and  University  of  Kentucky  together  in 
a joint  session.  This  year’s  meeting  was  held  in 
Lexington  and  plans  call  for  next  year’s  session  to 
be  held  in  Louisville. 


This  year’s  program  included  an  afternoon  ses- 
sion which  featured  short  presentations  on  “Features 
of  Organized  Medicine,”  “Medical  Ethics  and  Cour- 
tesies,” “Medical  Records  and  Malpractice”  and 
“Health  Care  Delivery.”  Following  these  presenta- 
tions, the  seniors  were  divided  into  four  discussion 
groups  with  the  guest  speakers  rotating  to  each 
group  at  25-minute  intervals. 


The  evening  session  of  the  program  featured  |j 

Russell  B.  Roth,  M.D.,  Erie,  Pennsylvania,  Speaker 
of  the  AMA  House  of  Delegates.  The  Fayette  County 
Medical  Society  hosted  the  evening  session  and 
attendance  this  year  was  outstanding. 


It  is  hoped  that  these  programs  will  be  of  some 
help  to  the  seniors  and  will  serve  as  an  influence 
to  keep  them  interested  and  responsive  to  correspond- 
ence, programs  and  other  informational  services 
always  readily  available  from  the  county,  state  and 
national  medical  groups.  As  in  the  past,  kits  of 
materials  were  distributed  to  each  student  to  help 
narrow  the  communications  gap  that  is  becoming 
increasingly  more  evident. 

We  strongly  encourage  the  continuation  of  this 
program  with  the  usual  full  planning  sessions  as 
held  in  the  past.  In  addition,  the  committee  has 
requested  that  the  Nominating  Committee  consider 
the  addition  to  the  committee  of  a student  member 
from  each  medical  school  to  aid  in  the  planning  of 
next  year’s  program. 

The  committee  is  grateful  to  KMA,  the  House  of 
Delegates  and  the  Board  of  Trustees  for  their  help 
in  making  it  possible  for  us  to  serve  in  this  capacity. 
Appreciation  is  also  extended  to  the  KMA  members 
and  guests  who  participated,  the  University  of  Ken- 
tucky College  of  Medicine,  the  University  of  Louis- 
ville School  of  Medicine  and  the  Fayette  and  Jeffer- 
son County  Medical  Societies.  As  Chairman,  I would 
also  like  to  thank  the  members  of  the  committee, 
Eugene  Conner,  M.D.,  Louisville;  Walter  I.  Hume, 
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Jr.,  M.D.,  Louisville;  Ji-toong  Ling,  M.D.,  Louisville; 

. Richard  B.  McElvein,  M.D.,  Lexington;  and  Myron 

G.  Sandifer,  M.D.,  Lexington,  for  their  excellent 
cooperation  in  the  preparation  of  this  program. 

Hoyt  D.  Gardner,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  Report  of  the  Senior  Day  Committee  was 
examined  closely.  The  reference  committee  heard 
lengthy  testimony  concerning  the  problems  involved 
in  presenting  a worthwhile  program  for  the  medical 
school  seniors. 

Doctor  Gardner  has  wisely  suggested  the  addition 
of  student  members  from  each  medical  school  to 
his  committee.  We  agree  that  the  Board  should 
make  such  appointments.  With  this  addition,  hope- 
fully, continued  revision  and  reappraisal  of  the  need 
for  this  program  and  study  of  alternative  methods 
of  achieving  the  goals  of  this  committee  can  be 
accomplished. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Committee  on  School  Health, 
Physical  Education  and 
Medical  Aspects  of  Sports 

The  School  Health,  Physical  Education  and  Medi- 
cal Aspects  of  Sports  Committee  has  had  two  meet- 
ings this  year  and  plans  to  hold  one  more  late  in 
the  summer. 

Our  last  meeting  will  be  to  plan  medical  aspects 
of  sports  seminars  to  be  held  in  conjunction  with 
the  high  school  football  rules  conferences  which  are 
given  throughout  the  state  immediately  preceding  the 
start  of  the  football  season.  Members  of  the  com- 
mittee coordinated  several  of  these  seminars  last  year 
and  were  pleased  with  the  response  of  both  coaches 
and  physicians  to  them. 

We  continue  our  strong  interest  in  seeing  school 
health  committees  activated  at  the  county  society 
level.  A number  of  these  committees  have  been  organ- 
ized and  we  urge  all  county  societies  to  appoint  such 
committees  next  year.  Our  committee  has  developed 
a set  of  guidelines  to  aid  each  local  committee  in 
establishing  a sound  school  health  program  in  their 
community.  Hopefully,  this  will  also  create  a strong- 
er liaison  with  our  own  committee  at  the  state  level. 

This  year,  as  in  the  past,  we  were  privileged  to 
have  the  opportunity  to  present  an  exhibit  at  the 
Annual  Meeting  of  the  Kentucky  Education  Associ- 
ation in  Louisville.  Our  exhibit  was  entitled  “Health 
Appraisal  of  the  School  Child”  and  we  were  pleased 
with  the  interest  shown  in  it  by  the  educators. 

The  committee  is  interested  in  seeing  the  stand- 
ardization of  College  Health  Record  Forms.  The 
AMA  and  the  American  College  Health  Associa- 
tion have  devised  a standardized  form  which  we 
have  endorsed  and  plan  to  send  to  Kentucky’s 
colleges  and  universities  urging  its  implementation. 

We  are  also  continuing  our  liaison  with  the  Ken- 
tucky Department  of  Education  and  other  statewide 
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groups  that  have  a particular  interest  in  the  health 
of  our  school  age  children. 

The  committeee  now  has  representatives  from 
each  of  KMA’s  fifteen  Trustee  Districts  and  the  mem- 
bers have  expressed  a keen  interest  in  the  work  and 
goals  of  this  committee  and  have  demonstrated  a 
desire  and  willingness  to  work  toward  the  attain- 
ment of  those  goals.  I,  as  Chairman,  would  like  to 
commend  them  for  their  efforts. 

O.  B.  Murphy,  M.D.,  Chairman 


Recommendations,  Reference  Committee  No.  4 

The  Report  of  the  Committee  on  School  Health, 
Physical  Education  and  Medical  Aspects  of  Sports 
was  reviewed  and  approved.  Doctor  Murphy  is 
commended  for  his  continued  vigorous  efforts  in 
this  important  field. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 


Resolution  C 

Fayette  County  Medical  Society 

WHEREAS,  “The  Report  of  the  Surgeon  General’s 
Advisory  Committee  on  Smoking  and  Health,  issued 
in  1964,  concluded  that  cigarette  smoking  is  causally 
related  to  lung  cancer,  that  it  is  associated  with 
heart  disease,  that  it  is  the  most  important  cause  of 
chronic  bronchitis,  that  it  substantially  increases  the 
risk  of  premature  death,  that  it  is,  in  short,  an 
important  health  hazard,”  and 

WHEREAS,  “These  findings  have  been  accepted 
by  the  major  medical  and  scientific  organizations  of 
the  world  and  now  have  been  confirmed  and 
strengthened  by  additional  Public  Health  Service 
reviews  of  1967  and  1968”  and 

WHEREAS,  the  following  facts  emerge  from  the 
Public  Health  Service  reports  of  1967  and  1968. 

I.  The  risk  of  death  is  about  70  percent  higher 
for  men  who  smoke  cigarettes  than  for  men  who  do 
not.  The  risk  is  significantly  higher,  also,  for  women 
who  smoke  cigarettes  than  for  those  who  do  not. 

II.  The  risk  of  death  from  lung  cancer  is  up  to 
10  times  greater  for  cigarette  smokers  than  for  non- 
smokers. 

III.  The  risk  of  death  from  chronic  bronchitis 
and  emphysema  is  between  3 and  20  times  greater, 
depending  upon  age  and  total  amount  smoked. 

IV.  The  risk  of  death  from  coronary  artery  dis- 
ease— which  is  the  major  killer  of  smokers  and  non- 
smokers  alike — is  70  percent  greater  for  smokers 
than  nonsmokers. 

V.  Life  expectancy  amoung  young  men  is  reduced 
by  an  average  of  8 years  in  heavy  cigarette  smokers 
— those  who  smoke  over  2 packs  a day — and  an 
average  of  4 years  in  light  smokers — those  who 
smoke  less  than  1/2  pack  a day,  and 

WHEREAS,  there  are  few  smokers  before  the  age 
of  ten,  exploratory  smoking  increases  rapidly  in 
junior  high  school  and  a lifetime  habit  often  de- 
velops in  high  school,  and 

WHEREAS,  those  who  begin  smoking  under  age 
21  smoke  more  cigarettes,  inhale  more,  and  run  a 
far  greater  risk  of  illness,  disability  and  loss  of  life 
than  those  who  begin  smoking  later  or  who  do 
not  smoke,  and 

WHEREAS,  the  greatest  opportunity  to  prevent 
the  health  hazards  of  cigarette  smoking  is  thru  edu- 
cation, therefore  be  it 

RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion recognizes  the  deleterious  effect  on  human  health 
of  cigarette  smoking  and,  therefore,  actively  en- 
dorses and  supports  efforts  by  young  people,  by 
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parents,  teachers,  voluntary  health  agencies,  and 
especially  physicians  in  the  educational  effort  to  pro- 
tect youth  in  particular  and  the  population  in  gen- 
eral from  the  health  hazards  of  cigarette  smoking, 
and  be  it  further 

RESOLVED,  that  copies  of  this  resolution  be  sent 
to  the  Governor  of  the  State  of  Kentucky,  Chair- 
man of  the  State  Board  of  Health,  State  Superintend- 
ent of  Public  Instruction,  and  news  media. 

Recommendations,  Reference  Committee  No.  4 

Resolution  C,  The  Report  of  the  Surgeon  General’s 
Advisory  Committee  on  Smoking  and  Health,  in- 
troduced by  Fayette  County,  was  carefully  considered. 
Much  supporting  evidence  for  the  resolution  was 
heard,  and  no  opposition  was  voiced.  The  committee 
feels  that  this  resolution  provides  a good,  factual 
exposition  of  the  problem,  and  recommends  the 
adoption  of  this  resolution. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded.) 

There  was  considerable  discussion  concerning  this 
resolution.  Following  complete  discussion,  a motion 
was  made  and  seconded  to  table  the  above  motion. 
This  motion  to  table  was  carried  by  a 55  to  38 
margin. 


Resolution  G 


Richard  B.  McElvein,  M.D.  (Fayette  County) 

WHEREAS,  amphetamines  are  a part  of  the  na- 
tional drug  abuse  in  this  country,  and 

WHEREAS,  prescribed  amphetamines  are  diverted 
to  illicit  use,  and 

WHEREAS,  in  the  best  medical  judgment  am- 
phetamines have  limited  medical  application,  there- 
fore be  it 

RESOLVED,  that  the  members  of  the  Kentucky 
Medical  Association  voluntarily  agree  not  to  write 
prescriptions  for  amphetamines  and  products  con- 
taining amphetamines,  unless  specifically  indicated, 
to  reduce  the  exposure  of  the  public  to  these  dan- 
gerous drugs. 

Recommendations,  Reference  Committee  No.  4 

Resolution  G,  concerning  Amphetamines,  intro- 
duced by  Richard  B.  McElvein,  M.D.  of  the  Fayette 
County  Medical  Society,  was  considered.  Doctor 
McElvein  appeared  before  the  committee  to  discuss 
the  resolution,  and  an  informative  discussion  of  the 
problem  of  drug  abuse  was  heard.  The  committee 
feels  that  the  resolution  as  presented  should  be  re- 
jected and  the  following  resolution  substituted: 

“WHEREAS,  amphetamines  are  a part  of  the  na- 
tional drug  abuse  in  this  country,  and 

WHEREAS,  prescribed  amphetamines  are  diverted 
to  illicit  use,  and 

WHEREAS,  in  the  best  medical  judgment  am- 
phetamines have  limited  medical  application,  there- 
fore be  it 

RESOLVED,  that  the  members  of  the  Kentucky 
Medical  Association  reaffirm  their  belief  that  these 
dangerous  drugs  should  be  prescribed  with  utmost 
care  only  for  very  limited  specific  indications  as  out- 
lined by  the  American  Medical  Association  Council 
on  Drugs  and  Therapeutics.” 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 


Resolution  H 


Warren-Edmonson-Butler  County  Medical  Society 

WHEREAS,  there  is  no  place  on  the  current  Blue 
Shield  claim  forms  for  assignment  of  claim  bene- 
fits to  the  physician,  therefore  be  it 

RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion House  of  Delegates  request  that  Blue  Shield 
provide  a claim  form  with  a blank  on  it  to  be  filled 
in  by  the  patient,  assigning  his  claim  to  the  phy- 
sician. 

Recommendations,  Reference  Committee  No.  4 

Resolution  H,  Blue  Shield  Claim  Forms,  was  in- 
troduced by  Warren-Edmonson-Butler  County  Med- 
ical Societies.  This  resolution  was  reviewed,  and  an 
explanation  of  the  methods  of  handling  assignments 
was  explained  to  the  committee  by  Mr.  Avil  Mc- 
Kinney, Vice-President  of  Kentucky  Physicians  Mu- 
tual, Inc.  The  committee  feels  that  every  physician 
has  the  privilege  of  appending  an  assignment  form 
to  the  Blue  Shield  claim  form  if  he  wishes,  and 
therefore  recommends  rejection  of  this  resolution. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 


Resolution  J 


Jefferson  County  Medical  Society 

WHEREAS,  the  Kentucky  Medical  Association 
has  representation  on  the  Family  Planning  Task 
Force  of  the  Human  Resources  Coordinating  Com- 
mission of  the  State  Government,  and 


WHEREAS,  the  physician  members  of  the  Ken- 
tucky Medical  Association  are  in  sympathy  with  and 
supportive  of  the  goals  of  family  planning,  there- 
fore be  it 

RESOLVED,  that  the  House  of  Delegates  of  the 
Kentucky  Medical  Association  go  on  record  as  of- 
ficially approving  again  the  concept  of  family 
planning  in  this  state. 

Recommendations,  Reference  Committee  No.  4 

Resolution  J,  Approval  of  Family  Planning,  was 
introduced  by  Jefferson  County  Medical  Society. 

This  resolution  reiterates  and  clarifies  a previous 
position  of  the  Kentucky  Medical  Association,  and 
the  Reference  Committee  recommends  its  adoption. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  I move  the  adoption  of  the  Report 
of  Reference  Committee  No.  4 as  a whole,  with  the 
exception  of  Resolution  C which  was  tabled. 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  I wish  to  thank  Doctor  Branham  B. 
Baughman,  Frankfort;  Doctor  W.  Neville  Caudill, 
Louisville;  Doctor  Hugh  L.  Houston,  Murray;  and 
Doctor  Leslie  W.  Blakey,  Lexington,  for  their  dedi- 
cated help  in  the  hearings  and  preparation  of  this 
report.  I also  wish  to  thank  Mrs.  Shirley  Roessler 
for  her  assistance. 

REFERENCE  COMMITTEE  NO.  4 

Thomas  L.  Heavern,  M.D.,  Highland  Heights, 

Chairman 

Branham  B.  Baughman,  M.D.,  Frankfort 
Leslie  W.  Blakey,  M.D.,  Lexington 
W.  Neville  Caudill,  M.D.,  Louisville 
Hugh  L.  Houston,  M.D.,  Murray 
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REFERENCE  COMMITTEE  NO.  5 

Glenn  W.  Bryant,  M.D., 

Louisville,  Chairman 

Reference  Committee  No.  5 considered  the  fol- 
lowing reports: 

25.  Report  of  the  Advisory  Committee  to  Selec- 
tive Service 

39.  Report  of  the  Coordinating  Commission  of 
Governmental  Medical  Services 

40.  Report  of  the  Technical  Advisory  Committee 
on  Physician  Services  (Title  XIX) 

41.  Report  of  the  Advisory  Committee  on  Title 
XVIII 

42.  Report  of  the  Claims  and  Utilization  Review 
Committee 

43.  Report  of  the  Committee  on  Appalachian  and 
OEO  Programs 

5.  Report  of  the  Chairman,  Board  of  Trustees, 
Comprehensive  Health  Planning  Committee  Report 
only 

Resolution  A — Kentucky  Medical  Assistance  Pro- 
gram (Allen  County) 

Resolution  B — Kentucky  Medical  Assistance  Pro- 
gram (Campbell-Kenton  Counties) 

Resolution  D — Peer  Review  (Campbell-Kenton 
Counties) 

Resolution  E — Compensation  for  Peer  Review 
Activity  (Campbell-Kenton  Counties) 

Resolution  K — Medicaid  (Jefferson  County) 

Resolution  L — Medicare  (Jefferson  County) 

Report  of  the 
Advisory  Committee  to 
Selective  Service 

The  purpose  of  this  committee  is  to  maintain  as 
far  as  possible  an  appropriate  balance  and  distribu- 
tion of  medical  personnel  between  our  civilian  popu- 
lation and  the  Armed  Forces. 

The  committee  has  not  met  this  year,  and  it  ap- 
pears that  such  a meeting  may  not  be  necessary. 

Early  this  year,  a letter  from  National  Head- 
quarters Selective  Service  System  stated  that  due  to 
I the  effectiveness  of  the  Berry  Plan  as  a major  pro- 

curement source  for  medical  officers,  the  Department 
of  Defense  could  not  foresee  the  need  to  request  a 
special  call  for  physicians  to  meet  its  medical  corps 
officer  requirements  for  the  fiscal  year  1971. 

One  case  was  considered  by  the  committee  this 
year.  All  members  were  polled  by  mail.  A recom- 
mendation for  one  year  deferment  was  made  to  the 
appropriate  official  in  the  Navy  Department  in 
Washington,  D.C.  A copy  of  this  correspondence  was 
sent  to  KMA  Headquarters  Office. 

The  committee  members  have  been  most  prompt 
and  cooperative.  Excellent  support  has  been  given 
us  by  KMA  Headquarters  and  State  Selective  Service 
Headquarters  in  Frankfort. 

I will  appear  before  the  appropriate  Reference 
Committee  at  the  September  meeting  in  order  to 
give  additional  information  if  requested,  and  to 
answer  any  questions  that  may  be  asked. 

Glenn  U.  Dorroh,  M.D.,  Chairman 
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Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  the  Report 
of  the  Advisory  Committee  to  Selective  Service  and 
heard  a supplemental  report  given  by  Glenn  U. 
Dorroh,  M.D.,  Chairman  of  this  committee.  He  ex- 
plained the  exact  function  of  this  committee  and 
said  the  committee’s  relationship  with  the  State 
Selective  Service  Headquarters  and  the  National  Se- 
lective Service  Headquarters  continued  to  be  satis- 
factory. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Coordinating  Commission  on 
Governmental  Medical  Services 

The  Coordinating  Commission  on  Governmental 
Medical  Services  met  on  June  17  to  exchange  in- 
formation and  discuss  problems  of  mutual  interest  to 
the  five  committees  represented  on  the  Commission. 
These  committees  have  held  one  or  more  meetings 
this  year,  and  some  of  them  have  spent  a great  deal 
of  time  in  reviewing  the  various  programs  ad- 
ministered by  government  agencies  and  private  car- 
riers. 

The  Committee  on  Appalachian  and  OEO  Pro- 
grams continues  to  keep  abreast  of  the  progress  the 
Appalachian  and  OEO  Programs  are  making  in  the 
delivery  of  health  care.  These  programs  seem  to 
have  adequate  physician  representation. 

The  Claims  and  Utilization  Review  Committee  is 
to  be  congratulated  on  the  organized  approach  it  is 
taking  to  problems  of  peer  review.  This  committee, 
in  compliance  with  the  request  of  the  KMA  Board 
of  Trustees  and  the  1969  KMA  House  of  Delegates, 
has  accepted  the  additional  responsibility  of  re- 
viewing the  utilization  of  services,  as  well  as  in- 
dividual claims.  The  committee  functions  in  this 
area  as  the  review  mechanism  for  both  the  Title 
XVIII  (Medicare)  and  Title  XIX  (Medicaid)  Pro- 
grams, as  well  as  reviewing  cases  submitted  by  pri- 
vate carriers. 

The  Committee  on  Medical  Education  continues 
to  study  and  make  recommendations  on  matters 
relating  to  the  Ohio  Valley  Regional  Medical  Pro- 
gram as  set  forth  by  PL  89-239  (Heart,  Cancer  and 
Stroke).  Two  major  areas  of  interest  this  year  have 
been  postgraduate  medical  education  and  the  attitude 
of  KMA  members  concerning  the  concept  of  the 
clinical  associate  or  physician’s  assistant. 

The  Advisory  Committee  on  Title  XVI 11  re- 
quested the  Claims  and  Utilization  Review  Com- 
mittee to  take  over  peer  review  functions  for  Medi- 
care claims.  The  committee’s  primary  function  this 
year  has  been  that  of  a liaison  nature  between 
KMA  and  the  Medicare  carrier. 

The  Technical  Advisory  Committee  on  Physician 
Services  (Title  XIX)  requested  that  the  Claims  and 
Utilization  Review  Committee  take  over  the  peer 
review  functions  for  Medicaid  claims.  This  commit- 
tee has  again  experienced  many  problems  in  serving 
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in  an  advisory  capacity  to  the  Advisory  Council  for 
Medical  Assistance  and  has  spent  many  hours  in 
meetings  with  Frankfort  officials  to  make  recom- 
mendations for  the  improvement  of  the  Medicaid 
Program  in  Kentucky. 

All  of  the  committees  represented  on  this  Com- 
mission are  to  be  highly  commended  for  their  dedi- 
cation and  service  to  this  Association. 

Edward  N.  Maxwell,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  5 

The  reference  committee  has  reviewed  the  Report 
of  the  Coordinating  Commission  on  Governmental 
Medical  Services.  This  report  contained  no  recom- 
mendations. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Technical  Advisory  Committee  on 
Physician  Services  (Title  XIX) 

The  five-member,  KMA-appointed  Technical  Ad- 
visory Committee  on  Physician  Services  (Title  XIX) 
is  a quasi-governmental  body  called  for  by  the 
Kentucky  Statutes.  It  is  one  of  seven  provider  groups 
“established  for  the  purpose  of  acting  in  an  advisory 
capacity  to  the  Advisory  Council  for  Medical  As- 
sistance.” 

The  committee  met  on  five  occasions  during  the 
Associational  year.  Three  meetings  were  held  prior 
to  Advisory  Council  meetings  which  were  also  attend- 
ed by  committee  members. 

There  are  many  unsolved  problems  in  the  operation 
of  over  $50  million  annual  program  which  includes 
approximately  10  percent  of  the  State’s  population 
as  eligible  recipients.  Early  last  fall,  in  a special 
meeting  with  the  Advisory  Council,  the  Governor 
expressed  serious  concern  about  the  rising  level  of 
expenditure  in  the  Kentucky  Medicaid  Program.  He 
pointed  out  that  unless  ways  are  found  to  deal 
with  the  problem,  the  State  would  be  unable  to 
support  the  cost.  Governor  Nunn  charged  the  Council 
to  “devise  new  ways  to  improve  the  quality  of 
medical  services  to  welfare  recipients.  Utilization 
review,  its  structure  and  methods  are  all  subjects 
of  concern.” 

In  response  to  the  charge  by  the  Governor,  the 
Advisory  Council  for  Medical  Assistance  has  recom- 
mended a “Proposal  for  Systematic  Surveillance  of 
Program  Effectiveness  through  Peer  Review.”  This 
proposal  deals  with  “organized  surveillance  of:  (1) 
Utilization  of  services;  (2)  Standards  of  care;  (3) 
Compliance  with  participation  agreements  and  pro- 
gram regulations. 

“This  proposal  calls  for  official  action  to'  es- 
tablish under  the  Program  a peer  review  structure 
paralleling  the  existing  statutory  technical  advisory 
committees,  with  a peer  review  committee  being 
designated  for  each  of  the  major  types  of  health 
services  provided  under  the  Program.” 

While  the  statutory  technical  advisory  committees 
of  the  Council  will  be  designated  as  peer  review 


committees  for  most  types  of  services,  the  KMA 
Technical  Advisory  Committee  on  Physician  Services 
will  use  the  established  mechanism  of  local  review 
committees  and  its  KMA  Claims  and  Utilization 
Review  Committee  to  refer  cases  for  appropriate 
study  and  recommendations. 

Basic  elements  of  surveillance  recommended  by 
the  Council  include  a computer  “profile”  to  be  de- 
veloped and  maintained  on  each  beneficiary  using 
health  services  under  the  Program.  Computer 
“screens”  would  be  developed  on  norms  relating  to 
such  factors  as  frequency,  duration,  amount  and 
patterns  of  services.  Deviations  would  be  reviewed 
by  staff  and  exceptions  would  be  turned  over  to 
peer  review  committees. 

Eederal  regulations  require  agreements  with  every 
person  or  institution  providing  services  under  the 
Medicaid  Program.  The  original  Physician’s  Appli- 
cation for  Participation  Agreement  submitted  to 
the  committee  incorporated  features  greatly  exceed- 
ing the  Federal  requirements,  and  it  was  the  recom- 
mendation of  this  committee  that  the  participating 
agreement  be  confined  to  that  required  by  Federal 
regulation.  The  letter,  as  mailed,  was  confined  to 
the  Federal  requirements. 

At  the  time  this  report  was  written  and  for  many 
months,  the  Program  has  been  without  a medical 
director  or  regular  physician  consultants.  This  com- 
mittee recommends  the  immediate  employment  of  a 
full-time  medical  director  or  medical  consultants  to 
give  guidance  to  the  Program  and  to  help  implement 
an  effective  surveillance  system. 

The  committee  has  continued  to  make  a number 
of  other  recommendations,  including  payment  of 
usual  and  customary  physicians’  fees  for  in-hospital 
services  and  the  inclusion  of  glaucoma  medications 
and  liquid  iron  drops  to  the  approved  Medicaid  drug 
list.  Because  of  budgetary  deficiencies,  neither 
recommendation  had  been  implemented  at  the  time 
this  report  was  written. 

However,  at  the  June  30,  1970,  meeting  of  the  Ad- 
visory Council  for  Medical  Assistance,  the  Subcom- 
mittee on  Formulary  Drugs  recommended  the  early 
implementation  of  the  addition  of  liquid  iron  drops 
for  children  10  years  of  age  or  under  and  anti- 
glaucoma medications. 

As  chairman,  I wish  to  thank  the  dedicated  mem- 
bers of  this  committee  who  have  served  so  diligently 
in  the  interest  of  an  improved  Medicaid  Program  in 
Kentucky.  The  committee  members  were  saddened 
by  the  loss  of  one  of  its  dedicated  members,  Law- 
rence U.  Gilliam,  M.D.,  of  Corbin,  Kentucky,  on 
February  25,  1970. 

Thomson  R.  Bryant,  Jr.,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  5 

The  reference  committee  has  reviewed  the  Report 
of  the  Technical  Advisory  Committee  on  Physician 
Services  (Title  XIX)  and  heard  additional  comments 
from  the  Chairman,  Thomsom  R.  Bryant.  Jr.,  M.D. 
Additional  testimony  was  given  by  several  delegates 
in  attendance,  as  well  as  William  P.  McElwain, 
M.D.,  the  new  Commissioner  of  Health,  and  Emanuel 
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Rader,  M.D.  Many  questions  were  answered  by 
Doctors  McElwain  and  Rader  concerning  physician 
services. 

i Reference  is  made  to  the  fact  that  the  committee 

has  continued  to  recommend  usual  and  customary 
payment  of  physicians’  fees  for  in-hospital  services, 
I as  well  as  out-patient  services. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

i Report  of  the 

Advisory  Committee  on  Title  XVIII 

This  committee,  in  accordance  with  recommended 
policy,  requested  the  Claims  and  Utilization  Review 
I Committee  to  take  over  the  Peer  Review  functions 

arising  out  of  Medicare  claims  which  are  contested. 
Transfer  of  this  obligation  leaves  our  committee  with 
I functions  which  are  primarily  of  a liaison  nature  be- 

tween KMA  and  the  Medicare  carriers, 
j The  committee  wishes  to  call  to  the  attention  of 

the  KMA  member  that  bills  submitted  on  Medicare 
forms  should  reflect  his  usual  and  customary  charge, 

' regardless  of  the  amount  allowed  for  payment  by 

Medicare  and  Medicaid.  This  is  the  only  method 
I by  which  information  regarding  changing  customary 

charges  can  be  compiled  by  the  Medicare  carrier 
, in  order  that  periodic  changes  in  a physician’s  profile 

J of  charges  can  be  made. 

Because  of  the  fact  that  there  appears  to  be  mis- 
1 understanding  on  the  part  of  Title  XIX  carrier  con- 

; cerning  the  fact  that  Title  XVIII  carrier  is  requesting 

the  usual  and  customary  charge  rather  than  an 
allowable  fee,  this  committee  has  made  the  following 
recommendation  to  the  Technical  Advisory  Committee 
on  Physician  Services  (Title  XIX)  through  the  Board 
of  Trustees,  “That  KMA  request  the  Title  XIX  carrier 
to  accept  billing  forms  from  physicians  showing 
their  usual  and  customary  fee  for  a given  service, 
paying  the  allowable  amount  if  it  is  less  than  the 
fee  submitted  and  that  said  carrier  desist  from  re- 
turning such  statement  to  the  physician  with  the 
request  that  the  correct  allowable  fee  be  shown  as 
his  charge.” 

It  was  reported  to  the  committee  by  the  Title 
XVIII  carrier  that  as  of  July  1,  1970,  new  custom- 
ary and  prevailing  fees  will  be  in  effect,  these  fees 
to  be  based  on  the  physicians’  usual  and  customary 
charges  made  during  the  year  of  1969.  This  commit- 
tee hopes  that  this  adjustment  will  be  made  annually. 

The  continuing  problems  experienced  by  extended 
care  facilities,  particularly  those  physically  related 
to  hospitals,  were  noted.  The  low  occupancy  of 
these  facilities  appears  to  be  due  in  part  to  the 
reluctance  of  physicians  to  transfer  convalescent  pa- 
tients to  these  less  expensive  facilities  because  of  the 
paper  work  involved  and  the  uncertainty  of  approval 
for  payment  for  E.C.F.  confinement.  Further  use  ol 
these  facilities  by  physicians  in  order  to  release 
needed  acute  care  beds  is  recommended. 

The  committee  notes  reports  indicating  that  over- 
utilization of  patient  visits  in  the  office,  home  and 
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nursing  home,  as  well  as  the  use  of  injectables,  con- 
tinues to  be  a problem  but  shows  a definite  improve- 
ment in  comparison  with  the  preceding  year. 

Edward  N.  Maxwell,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  the  Report 
of  the  Advisory  Committee  on  Title  XVIII.  The 
committee  wishes  to  call  to  the  attention  of  KMA 
members  that  bills  being  submitted  on  Medicare 
forms  should  reflect  usual  and  customary  charges 
regardless  of  the  amount  allowed  for  payment  by 
Medicare  and  Medicaid. 

The  necessary  items  for  admission  of  patients  to 
extended  care  facilities  has  greatly  hampered  this 
part  of  the  program,  and  we  recommend  review  and 
simplification  of  admission  policies  for  these  pa- 
tients, both  from  the  standpoint  of  the  admitting 
physician  and  on  behalf  of  the  administrators  of  the 
extended  care  facilities.  We  recommend  that  the 
.Advisory  Committee  on  Title  XVIII  seek  to  imple- 
ment these  recommendations. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 
Claims  and  Utilization 
Review  Committee 

At  the  organizational  meeting  of  October  30,  1969, 
the  Claims  Review  Committee  adopted  the  above 
name.  Claims  and  Utilization  Review  Committee.  At 
this  meeting,  the  committee  was  asked  by  the  KMA 
Advisory  Committee  on  Title  XVIII  and  the  Tech- 
nical Advisory  Committee  on  Physician  Services 
(Title  XIX)  to  function  as  the  review  committee 
for  each  of  their  activities.  This  additional  work  was 
assumed  without  hesitation  by  the  Claims  and 
Utilization  Review  Committee. 

The  members  reviewed  the  committee’s  previous 
suggestion  that  one-third  of  the  members  be  re- 
placed each  year  and  that  a new  chairman  and  a 
vice-chairman  be  appointed  each  year.  It  is  the  feel- 
ing of  the  committee  that  this  should  conform  to 
the  generally  accepted  practice  of  KMA,  and  that 
appointments  of  the  chairman  and  committee  mem- 
bers be  at  the  Board’s  discretion  with  recommenda- 
tions being  submitted  by  the  Claims  and  Utilization 
Review  Committee  to  the  Board  of  Trustees.  It  is 
recognized  that  the  Board  of  Trustees  may  desire 
that  a chairman  serve  more  than  one  year  to  ac- 
complish the  goals  of  the  Association. 

Sixty-three  consultants  to  the  20-man  committee 
have  been  appointed  by  the  Board  of  Trustees.  This 
provides  for  representation  in  each  of  the  disciplines 
of  medicine  from  every  section  of  Kentucky. 

Work  is  in  progress  for  the  establishment  of  at 
least  one  peer  review  committee  in  each  KMA  trustee 
district  for  the  handling  of  local  problems  as  they 
arise. 

The  committee  is  currently  conducting  a survey 
to  determine  guidelines  for  the  majority  of  major 
medical  diagnoses  in  an  effort  to  establish  a method 
for  routine  settlement  of  claims. 
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In  compliance  with  the  House  of  Delegates  re- 
quest, assigned  members  of  the  committee  will  re- 
view, at  least  annually,  the  Blue  Shield  physicians’  fee 
guidelines  to  insure  that  such  fees  will  remain  cur- 
rent, consistent  with  usual,  customary  and  reasonable. 

The  committee  met  in  an  organizational  session 
on  October  30,  1969,  and  in  executive  sessions  in 
February,  March,  April,  May  and  August  of  1970,  to 
review  claims  and  utilization  cases  referrred  from 
carriers  and  physicians.  Sixty-four  claims  of 
nineteen  physicians  have  been  reviewed  and  eleven 
claims  of  one  physician  are  undergoing  further  study. 

This  has  been  a busy  Associational  year,  but  a 
very  rewarding  one  for  the  members  of  the  com- 
mittee. 

The  chairman  would  like  to  thank  each  and 
every  member  of  the  committee  for  his  valuable  time 
expended  in  this,  one  of  the  most  important  func- 
tions currently  being  conducted  in  organized  medi- 
cine. 

Marvin  A.  Bowers,  Jr.,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  5 

The  reference  committee  has  reviewed  the  Report 
of  the  Claims  and  Utilization  Review  Committee 
and  heard  additional  remarks  by  its  Chairman, 
Marvin  A.  Bowers,  Jr.,  M.D.  Doctor  Bowers  pointed 
out  that  this  committee  has  been  functioning  as  peer 
review  for  Title  XVIII  and  Title  XIX  as  well  as 
a general  review  for  the  state  since  October  30,  1969. 
During  this  time,  there  have  been  no  claims  sub- 
mitted concerning  Title  XIX. 

It  is  pointed  out  to  the  members  of  KMA  that 
this  committee  also  functions  for  their  benefit,  and 
Doctor  Bowers  encourages  more  utilization  on  the 
part  of  the  members  concerning  their  individual 
grievances  pertaining  to  these  claims. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Committee  On  Appalachian  and 
OEO  Programs 

The  Committee  held  two  meetings  during  the  year. 
During  the  first,  a review  of  both  the  OEO  and  the 
Appalachian  Programs  indicated  that  these  are  pro- 
ceeding with  little  or  no  change  in  program  plans. 
Some  of  the  Appalachian  programs  which  have  be- 
come operational  and  have  been  announced  through 
the  news  service  are  the  ambulance  service,  home 
health  service,  emergency  communication  system, 
and  the  mental  health-mental  retardation  centers. 
The  Committee  notes  that  there  is  physician  participa- 
tion in  all  levels  of  these  programs,  but  that  these 
physicians  serve  on  advisory  and  administrative 
councils  as  individuals  rather  than  official  representa- 
tives of  the  KMA.  A number  of  these  physicians  are 
on  our  Committee  and  are  able  to  give  first-hand 
accounts  of  progress  of  the  program. 

Second  meeting.  Dale  H.  Farabee,  M.D.,  Com- 
missioner of  Mental  Health,  attended  to  report  on 
the  cooperation  of  the  Regional  Comprehensive 
Mental  Health-Mental  Retardation  Programs  in  the 
Appalachian  area.  One  of  the  problems  which  he 


outlined  was  the  difficulty  in  obtaining  professional 
persons.  One  of  the  barriers  to  employing  foreign 
trained  physicians  is  the  legal  restrictions  on  ob- 
taining licensure  in  Kentucky  in  contrast  to  sur- 
rounding states  which  makes  recruitment  a great 
deal  more  difficult.  The  Committee  recommends 
further  investigation  by  the  Board  of  Trustees  on 
this  matter  with  the  possibility  of  legislative  changes 
in  our  licensure  laws. 

Frank  M.  Gaines,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 has  reviewed  the  Re- 
port of  the  Committee  on  Appalachian  and  OEO 
Programs. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Ad  Hoc  Committee  on 
Comprehensive  Health  Planning 

The  Comprehensive  Health  Planning  Committee 
noted  that  Governor  Nunn,  in  the  state  of  the  State 
Report  to  the  opening  session  of  the  General  As- 
sembly, was  proud  that  Kentucky  was  the  first  state 
to  be  formally  organized  and  functioning  in  Com- 
prehensive Health  Planning.  The  medical  profession 
across  the  state  is  responsibly  participating  with  the 
other  health  professions  and  with  the  fine  consumer 
representatives,  to  plan  a truly  comprehensive  pro- 
gram of  health  service  for  every  Kentuckian. 

On  March  21,  the  General  Assembly  adopted  a 
model  Tuberculosis  Control  Statute,  gathering  to- 
gether the  diffuse  tuberculosis  control  activities  into 
one  agency,  with  one  authority  and  one  responsibility. 
Regional  Comprehensive  Health  Planning  Councils 
are  planning  the  integration  of  surplus  tuberculosis 
facilities  into  the  regional  pattern  of  efficient  health 
planning. 

The  CHP  Chairman  desired  that  I particularly  com- 
mend your  attention  to  the  diligence  of  the  Quick 
Action  Committee  of  the  Board  and  the  Legislative 
Committee  in  guiding  the  Tuberculosis  Control  Act 
through  the  General  Assembly.  KMA  muscle  and 
skill  were  deployed  to  keep  this  model  legislation 
intact.  Doctor  Brockman  reported. 

Recommendations,  Reference  Committee  No.  5 

The  reference  committee  has  reviewed  the  section 
of  the  Report  of  the  Chairman,  Board  of  Trustees, 
concerning  the  Comprehensive  Health  Planning 
Committee. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 


Resolution  A 


Allen  County  Medical  Society 

WHEREAS,  the  Kentucky  Medical  Assistance 
Program  has  been  poorly  administered  since  its  in- 
ception, and 

WHEREAS,  the  administrators  of  the  KMAP 
have  repeatedly  given  misleading  information  to  the 
press;  to  wit:  Information  that  usual  and  customary 
fees  are  paid  to  providers  and  information  that 
providers  of  service  are  paid  within  thirty  days  of 
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filing  for  payment.  When  actually  usual  and  cus- 
tomary fees  are  not  paid  to  providers;  many  pro- 
viders are  never  paid  at  all  for  services  to  eligible 
patients  and  most  usual  payment  for  services  is 
paid  only  after  approximately  three  to  nine  months 
from  time  of  billing  for  service,  and 

WHEREAS,  physician  providers  of  service  for 
KMAP  patients  have  repeatedly  been  given  adverse 
publicity  in  the  press  indicating  that  they  are  over 
utilizing  the  program,  when  actually  the  administra- 
tors of  the  program  are  at  fault  for  unusually  high 
administrative  costs,  poor  screening  of  patients  for 
eligibility  and  acutally  admitting  patients  to  the  pro- 
gram who  often  have  their  own  private  insurance, 
are  well  able  to  pay  their  bills  and  are  in  no  way 
needy  or  poverty  stricken,  and 

WHEREAS,  many  frequent,  and  often  conflict- 
ing regulations  are  issued  by  the  KMAP  administra- 
tors, and  these  are  often  changed  by  executive  order 
rather  than  by  legislative  process,  and 

WHEREAS,  the  KMAP  has  required  all  physician 
participants  to  sign  an  agreement  to  abide  by  the 
rulings  of  Title  XIX  of  the  Social  Security  Act. 
The  administrators  of  the  KMAP  have  themselves, 
when  requested  to  sign  a reciprocal  agreement  to 
also  abide  by  all  State  and  Federal  provisions  of 
Title  XIX,  have  not  even  shown  the  courtesy  of  a 
reply  to  the  request,  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of  the 
Kentucky  Medical  Association  hereby  withdraws 
its  approval  of  the  Kentucky  Medical  Assistance 
Program,  effective  October  1,  1970,  and  be  it  fur- 
ther 

RESOLVED,  that  the  House  of  Delegates  urge  the 
members  of  KMA  to  continue  rendering  high  quality 
care  to  all  persons  regardless  of  their  ability  to  pay, 
and  without  bureaucratic,  dictatorial  and  wasteful 
interference  of  governmental  third  parties. 

Resolution  B 


Campbell-Kenton  County  Medical  Society 

WHEREAS,  the  Medicaid  or  State  Medical  Assis- 
tance Program  has  been  in  existence  in  Kentucky 
for  several  years,  and  the  majority  of  Kentucky 
physicians  have  cooperated  with  the  program,  and 
WHEREAS,  despite  repeated  promises  for  usual 
and  customary  fees  which  have  never  been  fulfilled, 
and 

WHEREAS,  there  has  been  only  token  attempts 
and  many  broken  promises  to  budget  money  to  pay 
usual  and  customary  fees  for  both  inpatient  and  out- 
patient care,  and 

WHEREAS,  it  is  the  feeling  of  this  Society  that 
there  has  been  a breach  of  good  faith  on  the  part 
of  the  State  Medical  Assistance  Plan,  therefore  be  it 
RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion inform  its  membership  of  this  lack  of  good 
faith  and  release  them  from  their  commitments  to 
cooperate  and  participate  in  the  State  Medical  Assis- 
tance Program,  and  be  it  further 
RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion withdraw  all  Kentucky  Medical  Association 
committees  to  the  Title  XIX  Program. 

Resolution  K 


Jefferson  County  Medical  Society 

WHEREAS,  the  Kentucky  Medical  Assistance 
Program  has  failed  to  realistically  provide  for  the 
medically  indigent  of  this  Commonwealth  as  in- 
tended by  Congress  or  understood  by  the  public,  and 
WHEREAS,  the  Kentucky  Medical  Association 
has  since  1960  cooperated  with  all  branches  of  state 


government  including  the  Health  Department  and 
the  Department  of  Economic  Security  in  good  faith 
providing  leadership  and  untold  hours,  days  and 
weeks  of  officers’  and  other  physicians’  time  and 
professional  talent  in  an  effort  to  make  the  program 
work  for  the  best  interest  of  the  people,  and 

WHEREAS,  the  program  has  been  underfinanced, 
mismanaged  and  falsely  presented  to  the  public,  it 
is  time  for  the  Kentucky  Medical  Association  to 
inform  the  State  Legislature,  the  Congress  of  the 
United  States  and  the  people  of  Kentucky  about 
some  of  the  important  facts  which  have  caused  this 
impossible  situation,  and 

WHEREAS,  during  the  last  fiscal  year  (June 
1969-1970)  19,500  surgical  operations  were  per- 

formed on  hospitalized  Medicaid  patients.  The  Medi- 
cal Assistance  Program  did  not  provide  physicians 
with  any  compensation  for  the  performance  of  sur- 
gical procedures  on  these  nearly  20,000  patients. 
The  only  “in  hospital”  benefits  paid  physicians  for 
Medicaid  patients  is  a small  consultation  or  atten- 
dance fee,  and 

WHEREAS,  by  the  calculation  of  less  than  an 
average  fee  for  each  of  these  surgical  Medicaid  pa- 
tients, it  is  immediately  evident  the  physicians  of 
Kentucky  are  subsidizing  the  Medicaid  program  an 
estimated  two  million  dollars  ($2,000,000)  per 
year  for  surgical  patients  and  similar  sums  for  18,- 
000  hospitalized  seriously  ill  patients  not  requiring 
surgery,  and 

WHEREAS,  there  are  inequities  in  the  program 
where  physicians  are  expected  to  provide  their  “out- 
patient” professional  services  at  far  less  than  the 
usual,  reasonable  and  customary  fees  charged  by 
doctors  in  the  community,  and 

WHEREAS,  the  most  recent  KMAP  booklet  en- 
titled, “What  It’s  All  About,”  published  by  the  Ken- 
tucky Department  of  Health  in  August,  1970,  is 
misleading  in  those  sections  which  discuss  the  bene- 
fits under  the  program  or  the  benefits  to  physicians 
as  providers,  and 

WHEREAS,  compensation  for  “in-patient”  hos- 
pital services  available  to  physicians  under  the  Medi- 
caid program,  with  few  exceptions,  requires  that  the 
physician  accept  a fee  less  than  that  provided  by 
the  average  standard  health  insurance  policy;  and 
further  no  other  provider  of  health  services  has  been 
expected  to  continue  to  provide  services  without 
just  compensation,  and 

WHEREAS,  the  program  further  leads  the  public 
to  believe  that  doctors  are  paid  adequately  for  all 
services,  and 

WHEREAS,  we  believe  few,  if  any,  other  pro- 
viders of  service  paid  for  by  the  government  through 
taxes,  receive  equally  shabby  or  discriminatory  treat- 
ment, therefore  be  it 

RESOLVED,  that  this  resolution,  along  with  ac- 
companying additional  information,  be  provided  to 
the  Congressmen  and  Senators  from  Kentucky  as 
well  as  the  Governor  and  responsible  officers  in 
the  Commonwealth,  requesting  that  the  facts  regard- 
ing Medicaid  be  made  known  to  the  public  so  that 
they  may  understand  why  physicians  find  it  economi- 
cally difficult  to  continue  seeing  and  caring  for 
patients  under  the  Medicaid  Program,  and  be  it 
further 

RESOLVED,  a copy  of  this  resolution  together 
with  additional  information  be  provided  to  the  news 
media  in  order  that  the  public  may  be  better  in- 
formed regarding  the  fact  that,  in  the  future,  phy- 
sicians may  prefer  to  see  indigent  patients  in  the 
manner  of  honored  tradition  rather  than  to  accept 
the  false  premise  and  conduct  of  Medicaid. 

Recommendations,  Reference  Committee  No.  5 

The  reference  committee  has  reviewed  Resolution 
A — Kentucky  Medical  Assistance  Program  (.\llen 
County),  Resolution  B — Kentucky  Medical  Assis- 
tance Program  (Campbell-Kenton  Counties),  and 
Resolution  K — Medicaid  (Jefferson  County). 
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The  reference  committee,  in  discussing  each  of 
these  resolutions,  voiced  the  opinion  that  withdraw- 
ing any  approval  of  the  program  or  the  withdrawal 
of  committees  from  the  program  would  not  aid  in  its 
improvement. 

We,  therefore,  recommend  that  in  lieu  of  the 
above-named  resolutions,  the  following  substitute 
resolution  be  adopted,  which  is,  in  effect.  Resolution 
K with  the  deletion  of  one  whereas.  The  substitute 
resolution  is  quoted  below: 

“WHEREAS,  the  Kentucky  Medical  Assistance 
Program  has  failed  to  realistically  provide  for  the 
medically  indigent  of  this  Commonwealth  as  in- 
tended by  Congress  or  understood  by  the  public,  and 
“WHEREAS,  the  Kentucky  Medical  Association 
has  since  1960  cooperated  with  all  branches  of  state 
government  including  the  Health  Department  and 
the  Department  of  Economic  Security  in  good  faith 
providing  leadership  and  untold  hours,  days  and 
weeks  of  officers’  and  other  physicians’  time  and 
professional  talent  in  an  effort  to  make  the  pro- 
gram work  for  the  best  interest  of  the  people,  and 
“WHEREAS,  the  program  has  been  underfinanced, 
mismanaged  and  falsely  presented  to  the  public,  it 
is  time  for  the  Kentucky  Medical  Association  to  in- 
form the  State  Legislature,  the  Congress  of  the 
United  States  and  the  people  of  Kentucky  about  some 
of  the  important  facts  which  have  caused  this  im- 
possible situation,  and 

“WHEREAS,  during  the  last  fiscal  year  (June 
1969-1970)  19,500  surgical  operations  were  per- 

formed on  hospitalized  Medicaid  patients.  The 
Medical  Assistance  Program  did  not  provide  phy- 
sicians with  any  compensation  for  the  performance 
of  surgical  procedures  on  these  nearly  20,000  pa- 
tients. The  only  “in  hospital”  benefits  paid  physi- 
cians for  Medicaid  patients  is  a small  consultation 
or  attendance  fee,  and 

“WHEREAS,  by  the  calculation  of  less  than  an 
average  fee  for  each  of  these  surgical  Medicaid  pa- 
tients, it  is  immediately  evident  the  physicians  of 
Kentucky  are  subsidizing  the  Medicaid  program  an 
estimated  two  million  dollars  ($2,000,000)  per  year 
for  surgical  patients  and  similar  sums  for  18,000 
hospitalized  seriously  ill  patients  not  requiring  sur- 
gery, and 

“WHEREAS,  there  are  inequities  in  the  program 
where  physicians  are  expected  to  provide  their  “out- 
patient” professional  services  at  far  less  than  the 
usual,  reasonable  and  customary  fees  charged  by 
doctors  in  the  community,  and 

“WHEREAS,  the  most  recent  KMAP  booklet  en- 
titled, “What  It’s  All  About,”  published  by  the  Ken- 
tucky Department  of  Health  in  August,  1970,  is 
misleading  in  those  sections  which  discuss  the  bene- 
fits under  the  program  or  the  benefits  to  physicians 
as  providers,  and 

“WHEREAS,  compensation  for  “in-patient”  hos- 
pital services  available  to  physicians  under  the  Medi- 
caid program,  with  few  exceptions,  requires  that  the 
physician  accept  a fee  less  than  that  provided  by 
the  average  standard  health  insurance  policy;  and 
further  no  other  provider  of  health  services  has 
been  expected  to  continue  to  provide  services  without 
just  compensation,  and 

“WHEREAS,  the  program  further  leads  the  pub- 
lic to  believe  that  doctors  are  paid  adequately  for 
all  services,  therefore  be  it 

“RESOLVED,  that  this  resolution,  along  with  ac- 
companying additional  information,  be  provided  to 
the  Congressmen  and  Senators  from  Kentucky  as 
well  as  the  Governor  and  responsible  officers  in  the 
Commonwealth,  requesting  that  the  facts  regarding 
Medicaid  be  made  known  to  the  public  so  that  they 
may  understand  why  physicians  find  it  economically 
difficult  to  continue  seeing  and  caring  for  patients 
under  the  Medicaid  Program,  and  be  it  further 
“RESOLVED,  a copy  of  this  resolution  together 
with  additional  information  be  provided  to  the  news 


media  in  order  that  the  public  may  be  better  in- 
formed regarding  the  fact  that,  in  the  future,  py- 
sicians  may  prefer  to  see  indigent  patients  in  the 
manner  of  honored  tradition  rather  than  to  accept 
the  false  premise  and  conduct  of  Medicaid.” 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded.) 

A lengthy  and  thorough  discussion  followed,  dur- 
ing which  both  the  supporters  and  opponents  of 
this  resolution  spoke.  At  one  point,  the  following 
amendment  that  an  additional  resolve  be  added  to 
the  substitute  resolution  proposed  by  the  reference 
committee  was  moved  and  seconded:  “And  be  it 
finally  resolved  that  the  House  of  Delegates  of 
KMA  hereby  withdraws  its  approval  of  the  Ken- 
tucky Medical  Assistance  Program  and  withdraws 
all  of  its  committees  to  said  program  effective  Octo- 
ber 1,  1970,  until  such  time  that  the  Kentucky  Medi- 
cal Assistance  Program  shows  evidence  of  good 
faith  and  reasonable  plans  of  adequate  implementa- 
tion of  such  a program.” 

Additional  discussion  was  held  on  this  amendment. 
Finally  the  question  was  called,  and  the  amendment 
was  defeated.  The  original  motion  was  then  adopted 
as  presented. 


Resolution  D 


Campbell  and  Kenton  County  Medical  Society 

WHEREAS,  the  activity  of  Peer  Review  Groups 
is  becoming  increasingly  necessary  for  the  operation 
of  third  party  pay  plans  and  for  providing  maximal 
protection  to  the  patients,  to  the  providers  of  medi- 
cal care,  and  to  the  third  parties;  and 

WHEREAS,  expanded  use  of  such  plans  and  in- 
creased activity  of  such  Peer  Review  Groups  can 
be  anticipated  further  encroaching  upon  the  produc- 
tive time  of  the  physician  members  of  the  Review 
Committee;  and 

WHEREAS,  this  activity  represents  an  expendi- 
ture of  voluntary  physician  time  previously  uncom- 
pensated; therefore  be  it 

RESOLVED,  that  the  KMA  Board  of  Trustees 
be  instructed  to  appoint  an  Ad  Hoc  Committee  to 
investigate  the  advisability  and  the  feasibiltiy  of  de- 
veloping a mechanism  for  compensating  physicians 
on  such  Peer  Review  Committees  for  the  time  and 
effort  expended  in  the  activities  of  such  Committees; 
and  be  it  further 

RESOLVED,  that  all  Peer  Review  Groups  in  the 
State  of  Kentucky  including  Utilization  Review  Com- 
mittees at  the  hospital  and  county  society  will  be 
urgently  requested  to  compute  the  number  of  physi- 
cian hours  expended  in  these  activities  and  through 
the  KMA  Headquarters,  to  report  these  figures  to 
the  Ad  Hoc  Committee  from  time  to  time;  and  be 
it  further 

RESOLVED,  that  each  individual  District  Trustee 
be  charged  with  the  responsibility  of  insuring  that 
these  figures  are  kept  up-to-date;  and  be  it  further 

RESOLVED,  that  this  Ad  Hoc  Committee  be 
instructed  to  present  a preliminary  report  to  the 
Board  of  Trustees  at  the  1971  Interim  Meeting  and 
to  present  a final  report  with  its  recommendations 
to  the  House  of  Delegates  at  the  1971  Annual 
Meeting;  and  be  it  further 

RESOLVED,  that  copy  of  this  resolution  be  sent 
to  each  component  medical  society  in  the  state 
and  to  each  hospital  in  the  state  in  order  to  com- 
pute the  average  number  of  hours  so  expended. 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 has  reviewed  Resolu- 
tion D,  introduced  by  the  Campbell-Kenton  County 
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Medical  Society,  concerning  Peer  Review.  The 
committee  recommends  the  approval  of  this  resolu- 
tion. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 


Resolution  E 


Campbell  and  Kenton  County  Medical  Society 

WHEREAS,  the  activity  of  Peer  Review  Groups 
is  becoming  increasingly  necessary  for  the  opera- 
tion of  third  party  pay  plans  and  for  providing 
maximal  protection  to  the  patients,  to  the  providers 
of  medical  care,  and  to  the  third  parties;  and 

WHEREAS,  expanded  use  of  such  plans  and 
increased  activity  of  such  Peer  Review  Groups  can 
be  anticipated  further  encroaching  upon  the  pro- 
ductive time  of  the  physician  members  of  the 
Review  Committee  and 

WHEREAS,  this  activity  represents  an  expendi- 
ture of  voluntary  physician  time  previously  uncom- 
pensated; therefore  be  it 

RESOLVED,  that  any  organization  that  requires 
the  services  of  any  review  committee  be  responsible 
for  compensating  any  physician  for  the  amount  of 
time  he  spends  in  his  review  committee  activity. 

Recommendations,  Reference  Committee  No.  5 

The  reference  committee  has  reviewed  Resolution 
E,  introduced  by  the  Campbell-Kenton  County  Medi- 
cal Society,  concerning  Compensation  for  Peer  Re- 
view Activity. 

The  reference  committee  recommends  postpone- 
ment of  action  on  this  resolution  until  the  study 
concerning  physician  hours  spent  in  peer  review 
has  been  compiled. 

Mr.  Speaker,  1 move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 


Resolution  L 


Jefferson  County  Medical  Society 

' PREFACE 

There  are  times  when  mechanisms  constructed  by 
the  Federal  Government  are  so  constricting  as  to  be 
a disservice  both  to  persons  needing  to  receive  a 
service  and  to  those  persons  wishing  to  provide 
that  service. 

I One  such  situation  proving  to  have  this  duality 

I that  is  harmful  exists  in  the  Medicare  mechanism. 

I Specifically,  this  is  apparent  in  the  matter  of  “freez- 

ing” fees,  thus  locking  a physician  into  a situation 
where  he  must  eventually  provide  a service  at  a 
I damaging  loss,  or  no  longer  provide  that  unprofit- 

' able  service  at  all. 

The  particular  instance  to  be  considered  concerns 
I the  matter  of  Medicare  payment  for  physician  of- 

fice calls. 

On  December  31,  1968,  the  fees  for  calls  were 
“frozen”  at  the  level  of  that  date,  and  thenceforth 
Medicare  would  pay  80%  of  that  fee,  after  the  Medi- 
care deductible  of  $50.00. 

If,  in  line  with  rising  costs  at  that  time  and 
with  the  awareness  of  the  continuing  rise  of  costs, 
a physician  had,  prior  to  the  freeze,  placed  his  fee 
for  an  office  call  at  $7,  that  physician  would  find 
that  his  $7  fee,  as  of  the  Fall  of  1970,  would  be 
considered  the  usual,  reasonable  and  customary  fee. 

Kentucky  Medical  Association  • December  1970 


However,  had  that  same  physician  had  a $5 
charge  for  an  office  visit  at  the  time  of  the  “freez- 
ing” of  fees,  then  in  the  Fall  of  1970.  that  physi- 
cian would  still  be  frozen  at  the  $5  level  for 
Medicare  patients,  and  would  find  that  that  fee 
has  long  since  been  outrun  by  inflation.  He  would 
further  find  that  the  gap  between  his  fee  and  reality 
would  be  widening  month  by  month,  with  no  “sat- 
isfactory” recourse  or  option  in  sight. 

The  word  “satisfactory”  is  used  because  the  phy- 
sician does  have  an  option  to  seeing  a patient  at 
a financial  loss.  He  can  refuse  to  see  the  Medicare 
patient  at  all.  The  physician,  generally,  considers 
this  a highly  unsatisfactory  option,  as  it  violates  his 
idea  of  the  practice  of  medicine. 

However,  the  Medicare  system  was  originally 
advanced,  and  since  defended,  by  its  proponents  as 
being  one  that  would  benefit  the  general  cause  of 
health  care,  giving  the  elderly  the  means  to  afford 
care,  helping  the  recipient  maintain  self-respect 
through  the  feeling  that  services  received  were  paid 
for  and  that  he  was  not  a charity  patient,  and  giving 
the  provider  of  care,  the  physician,  a realistic  in- 
come for  his  services,  one  that  would  allow  him  to 
maintain  his  facilities  and  personnel  necessary  to  pro- 
vide the  best  health  care  possible  to  the  greatest 
number  of  people. 

WHEREAS,  the  “freezing”  of  physicians’s  fees 
for  office  visits  has  produced  an  aritifical  subsidy 
by  the  physician  of  the  Medicare  system,  and 

WHEREAS,  a system  that  "freezes”  fees  with- 
out review  or  satisfactory  recourse  is  actually  ham- 
pering the  physician  in  his  efforts  to  provide  the 
most  efficient  facilities,  retain  experienced  personnel, 
and  attract  competent  new  employees,  and 

WHEREAS,  some  physicians  have  been  forced 
by  economic  necessity  to  exercise  the  option  pro- 
vided by  the  Medicare  Law  of  refusing  to  see  Medi- 
care patients,  or  accept  the  Medicare  “frozen”  fee 
for  office  visits,  and 

WHEREAS,  it  is  evident  to  many  physicians  that 
recipients  of  Medicare  benefits  frequently  feel  that 
Medicare  pays  the  physician  (after  the  $50  deduct- 
ible), 80%  of  whatever  fee  he  might  care  to 
charge,  not  realizing  that  the  80%  is  based  on  a 
“freeze”  that  in  a great  majority  of  the  cases  is  un- 
related to  today  , and  that  the  disparity  between 
the  Government  fee  and  the  true  cost  is  everyday 
making  the  recipient  once  more  a “charity”  case, 
and 

WHEREAS,  a number  of  physicians  have  cho.sen 
to  practice  in  areas  that  bring  to  them  a large 
number  of  elderly  persons,  beneficiaries  of  Medi- 
care, and  that  each  such  patient  may  actually  rep- 
resent a loss  or  break-even  situation,  financially 
speaking,  to  the  physician,  not  allowing  him  to  af- 
ford the  requirments  of  good  practice  under  the 
enlarged  modern  work-load  stimulated  by  Medicare, 
and 

WHEREAS,  the  number  of  patients  seen  is  no 
positive  indicator  of  the  profitability  of  a practice, 
particularly  when  those  patients  are  “frozen”  fee 
Medicare  patients,  and  may  actually  be  a negative 
indicator,  therefore  be  it 

RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion express  its  strong  feelings  that  the  “freeze"  on 
office  call  fees  is  so  severe  in  its  limitations  that 
it  is  depriving  physicians  of  the  ability  to  acquire 
the  most  modern  service  facilities,  and  to  retain 
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and  attract  the  most  competent  personnel,  and  as 
the  matter  now  stands  there  is  no  end  in  sight  to 
this  situation,  and  be  it  further 

RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion be  asked  to  make  the  contents  of  the  resolution 
and  all  the  facts  attendant  thereto  available  to  every 
physician  in  the  State,  and  be  it  further 

RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion convey  this  resolution  to  all  local  concerned 
Medicare  officials,  and  further  to  all  newspaper, 
radio  and  television  personnel  concerned  with  a 
presentation  of  the  news  in  order  that  the  facts 
of  this  situation  might  be  known  to  the  public,  so 
that  the  public  might  properly  judge  the  situation 
and  what  brings  it  about,  and  in  the  hope  that 
some  measures  might  be  taken  that  would  make  it 
possible  for  physicians  to  see  all  patients  for  office 
visits,  including  those  with  Medicare,  and  be  it 
further 

RESOLVED,  that  this  information  be  made  avail- 
able to  all  eligible  Medicare  recipients  so  that  they 
may  realize  Medicare  does  not  pay  80%  of  a realis- 
tic or  usual  and  customery  fee  but  80%  of  a fee 
that  has  been  long  since,  in  many  cases,  made  un- 
realistic by  economic  realities,  and  be  it  further 

RESOLVED,  that  discussions  be  undertaken  with 
Medicare  officials  and  other  Interested  and  con- 
cerned parties  to  the  end  that  this  situation  be  set 
aright  and  a fee  adjustment  be  permitted  in  the  in- 
terest of  the  good  practice  of  medicine,  not  merely 
for  the  period  now  under  consideration  but  for  the 
years  ahead. 

Recoinmendations,  Reference  Committee  No.  5 

The  reference  committee  has  reviewed  Resolution 
L,  submitted  by  the  Jefferson  County  Medical  So- 
ciety, concerning  Medicare.  The  reference  committee 
recommends  the  adoption  of  Resolution  L. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  I move  the  adoption  of  the  Report 
of  Reference  Committee  No.  5 as  a whole. 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  I would  like  to  thank  each  member 
of  this  committee  for  his  help  in  reviewing  these 
reports  and  writing  the  reference  committee  report 
and  to  Mrs.  Doris  Crume  who  has  typed  our  report. 

REFERENCE  COMMITTEE  NO.  6 
Glenn  W.  Bryant,  M.D.,  Louisville  Chairman 

Thomson  R.  Bryant,  Jr.,  M.D.,  Lexington 
Billy  G.  Jackson,  M.D.,  Princeton 
Stephen  B.  Kelly,  M.D.,  Somerset 
Raymond  D.  Wells,  M.D.,  Inez 

REFERENCE  COMMITTEE  NO.  6 

John  F.  Berry,  Jr.,  M.D., 

Lexington,  Chairman 

Reference  Committee  No.  6 considered  the  fol- 
lowing reports: 

11.  Report  of  the  Judical  Council 

12.  Report  of  the  Rural  Kentucky  Medical  Schol- 
arship Fund,  Board  of  Trustees 

26.  Report  of  the  Committee  to  Study  the  Con- 
stitution and  Bylaws 

27.  Report  of  the  Interim  Meeting  Program  Com- 
mittee 

28.  Report  of  the  McDowell  House  Board  of 
Managers 


29.  Report  of  the  Memorials  Commission 

44.  Report  of  the  Committee  on  Plans  and  De- 
velopment 

1.  Report  of  the  President,  paragraphs  11  and  12 
on  pages  3-4  only 

5.  Report  of  the  Chairman,  Board  of  Trustees, 
Finance  Committee  Report  only 

30.  Committee  on  Legislative  Activitie.s,  last  para- 
graphs on  page  33  and  paragraphs  1 and  2 on  page 
34  only 

Resolution  N — Election  of  Officers  (Hardin 
County) 

Report  of  the 
Judicial  Council 

The  Judicial  Council  held  four  regular  meetings 
and  one  special  meeting  during  the  Associational 
year  in  the  course  of  which  it  considered  thirty  (30) 
different  matters  having  ethical  implications,  of  which 
five  (5)  were  carried  over  from  the  previous  year 
and  twenty-five  (25)  were  new.  Fifteen  of  the  new 
matters  were  in  the  nature  of  complaints  and  ten 
were  inquiries  as  to  the  ethicality  of  certain  practices. 

Actions  of  general  interest  to  the  profession  in- 
cluded the  following  rulings; 

1.  That  unless  the  claiming  physician  has  personal 
knowledge  of  the  facts,  the  operating  surgeon  must 
certify  to  the  fact  that  a nurse  administered  a certain 
anesthetic  to  his  patient  before  a claim  can  be  pre- 
sented to  Blue  Shield  on  her  behalf. 

2.  That  there  would  be  no  breach  of  ethics  in 
physicians’  conveying  instructive  medical  informa- 
tion to  the  lay  public  over  TV,  provided  it  was  in 
the  public  interest  and  done  with  the  sanction  and 
under  the  direction  of  the  county  society.  The 
Council  warned  that  it  would  be  improper  for  one 
group  or  clinic  to  act  independently  in  this  regard, 
without  county  society  sanction  or  direction,  and 
to  the  exclusion  of  other  qualified  members  of  the 
society. 

3.  That  it  is  not  unethical  for  physicians  to  con- 
sult with  one  another  in  the  fixing  of  relative  values 
for  units  of  service,  or  in  fixing  the  dollar  value 
of  each  unit,  so  long  as  the  resulting  fee  is  reason- 
able and  does  not  amount  to  exploitation  of  the 
patient.  (The  Council  expressed  no  opinion  as  to 
the  legality  of  such  consultation,  under  the  anti- 
trust laws.) 

4.  That  it  is  not  unethical  for  the  medical  staff 
of  a hospital  to  recommend  denial  of  surgical  and 
obstetrical  privileges  to  a physician  who  does  not 
have  a narcotics  license. 

5.  That  it  is  not  unethical  for  pathologists  who 
own  laboratories  to  circularize  the  profession  with 
material  showing  the  services  available  from  their 
laboratories  and  the  fee  for  each  service,  but  that 
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the  physician  should  not  follow  this  mailing  with  a 
personal  visit  to  “explain”  or  amplify  the  written 
solicitation  even  though  the  omission  of  this  follow- 
up may  place  the  physician’s  laboratory  at  a com- 
petitive disadvantage. 

6.  That  although  a county  society  may  not  declare 
unethical  a practice  declared  by  the  AMA  to  be 
ethical,  it  may  “deplore”  such  a practice  and  there- 
by exert  moral  persuasion  against  it. 

7.  That  hospital-based  physicians  must  not  allow 
the  hospital  to  bill  patients  for  their  professional 
services  without  clearly  showing  on  the  bill  the  name 
of  the  physician  who  performed  the  service  and  that 
the  hospital  is  merely  a collecting  agent  for  the 
named  physician. 

8.  That  a physician  should  not  use  a professional 
(business)  card  which  lists  the  “treatments”  he 
offers  to  give,  but  should  limit  the  card  to  his 
name,  the  title  “Doctor  of  Medicine”  or  “M.D.” 
and  if  desired,  the  abbreviations  signifying  any 
board  certified  specialty. 

9.  That  it  is  not  unethical  for  a physician  to 
accept  free  office  or  living  quarters  as  an  induce- 
ment to  locate  in  a certain  area. 

10.  That  it  is  unethical  for  physicians  or  mem- 
bers of  their  immediate  families  to  own  stock  in 
drug  companies  which  are  small  enough  to  have 
their  profits  materially  influenced  by  the  prescrip- 
tion-writing of  their  physician-stockholders.  The 
Council  said: 

“The  physician-patient  relationship  is  such  that 
the  patient  must  repose  complete  confidence  in 
the  skill,  judgment  and  integrity  of  his  physician 
and  we  believe  that  this  relationship  would  be 
damaged  if  the  patient  were  to  have  any  reason 
to  doubt  that  every  decision  was  based  solely 
upon  his  physician’s  best  medical  judgment.” 

11.  That  it  is  ethical  for  a physician  to  ask  his 
patients  to  assign  their  insurance  claims  to  him 
but  that  he  must  not  insist  upon  this  as  a condition 
to  his  filling  out  the  claim  forms. 

12.  That  the  Council  approves  Res.  71,  adopted 
by  the  AMA  House  of  Delegates,  which  provides 
that  a physician  who  has  laboratory  work  done 
outside  his  office  must  show  on  his  bill  to  the 
patient  the  name  of  the  laboratory  and  the  charge 
made  by  it  and  must  separately  state  any  handling 
charge  which  he  may  make. 

13.  That  a surgeon  may  ethically  use  a trained 
lay  “technician”  to  assist  him  in  his  operations,  but 
that  this  “technician”  may  not  serve  as  a surgical 
“assistant”  where  such  assistance  is  required  for 
major  surgery. 
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14.  That  the  medical  staff  of  a hospital,  through 
restriction  of  privilege,  is  best  equipped  to  deal 
with  incompetence  due  to  age  and  other  infirmities, 
at  the  local  level. 

Because  of  its  increasingly  heavy  work-load,  the 
Council  has  voted  to  meet  bi-monthly  instead  of 
quarterly  for  the  indefinite  future.  It  earnestly 
solicits  the  aid  and  assistance  of  the  membership 
in  bringing  to  light  evidence  of  unprofessional  con- 
duct of  any  and  every  kind. 

N.  Lewis  Bosworth,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  6 

The  Report  of  the  Judicial  Council  was  considered. 
The  committee  approves  the  Report  of  the  Judical 
Council  and  recommends  its  adoption. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Rural  Kentucky  Medical  Scholarship 
Fund 

A million  dollar  milestone  was  reached  at  the  24th 
annual  meeting  of  the  Rural  Kentucky  Medical 
Scholarship  Fund  held  on  May  14,  1970.  The  Scholar- 
ship Board  approved  33  new  and  renewal  loans 
amounting  to  $65,500.  The  Fund,  since  its  beginning, 
using  the  revolving  funds  available,  has  now  loaned 
over  one  million  dollars. 

The  Fund,  established  in  1946,  for  the  purpose  of 
providing  a better  distribution  of  physicians  in  rural 
Kentucky,  now  has  161  physicians  in  practice  in  86 
counties  with  13  serving  in  “critical”  counties. 

There  are  now  outstanding  347  notes  to  141  recipi- 
ents for  a total  in  excess  of  $459,000,  most  of  whom 
are  either  in  medical  school,  interning  or  in  the 
armed  services. 

All  loans  and  contracts  are  processed  at  the  KMA 
Headquarters  Office.  Progress  reports  are  secured  on 
students  in  medical  school,  and  contact  is  maintained 
with  interns,  recipients  in  the  armed  services,  those 
in  specialty  training  and  past  recipients  in  practice. 
The  Louisville  Trust  Company  serves  as  the  Fiscal 
Agent  for  the  Fund.  A quarterly  financial  report 
is  submitted  to  the  Board  of  Trustees  of  the  Fund. 

Loans  are  available  to  residents  of  Kentucky  who 
have  been  admitted  to  an  accredited  medical  school, 
and  who  will  agree  to  practice  in  rural  Kentucky  for 
one  year  for  each  loan  received.  Currently  the  Fund 
will  lend  $2,500  to  applicants  who  will  agree  to 
practice  in  counties  listed  as  “critically  in  need  of 
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physicians”,  or  in  the  Kentucky  Public  Health  Serv- 
ice in  an  approved  area.  One  year’s  loan  is  waived 
for  each  year  of  practice. 

Regular  loans  of  up  to  $1,500  per  year  at  an 
interest  rate  of  2%  to  maturity  permit  practice  in 
over  100  rural  counties  in  the  state.  Should  a student 
later  decide  to  practice  in  a “critical”  county,  one 
year’s  loan  will  be  forgiven  for  each  year  of  practice. 
One  half  a year’s  loan  for  each  year  of  practice  in  a 
“semi-critical”  area  will  be  forgiven. 

The  10  critical  counties  selected  for  1970-71,  on 
the  basis  of  information  supplied  in  April  by  the 
Kentucky  Medical  Association  and  the  State  Board 
of  Health,  are:  Jackson,  Carter,  Butler,  Knott,  Crit- 
tenden, Lee,  Powell,  Lewis,  Meade  and  McCreary. 
Semi-critical  areas  selected  are:  Rockcastle,  Lincoln, 
Bracken-Robertson,  Garrard,  Magoffin-Breathitt, 
Clay-Owsley,  Metcalfe-Clinton-Cumberland,  Estill, 
Edmonson  and  Owen-Gallatin. 

Sixteen  of  the  1970-71  loan  recipients  have  agreed 
to  practice  in  counties  listed  as  “critically  in  need 
of  physicians”. 

The  Fund  also  has  provided  for  Establish  Prac- 
tice Loans  as  an  assistance  to  physicians  who  will 
agree  to  establish  practice  in  a “critical”  or  “semi- 
critical”  county.  The  Board  will  loan  $2,000,  repay- 
able at  the  rate  of  $1,000  per  year.  The  Fund  will 
forgive  $1,000  of  this  amount  for  each  year  of  prac- 
tice in  a “critical”  county,  and  one-half  of  this  amount 
for  each  year  of  practice  in  a “semi-critical”  area. 

The  Trustees  have  elected  Douglas  M.  Haynes. 
M.D.,  Dean  of  the  University  of  Louisville  School 
of  Medicine,  and  John  Meisenheimer,  Ph.D.,  of 
Eastern  State  University,  Richmond,  Kentucky  as 
new  Board  members. 

The  Board  of  Trustees  is  especially  appreciative 
of  the  continued  interest  and  support  of  Governor 
Louie  B.  Nunn,  Health  Commissioner  Russell  E. 
Teague,  M.D.  and  the  Kentucky  General  Assembly. 

C.  C.  Howard,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  6, 

The  Report  of  the  Rural  Kentucky  Medical 
Scholarship  Fund,  Board  of  Trustees,  was  reviewed. 
The  committee  recommends  that  this  report  be 
accepted  and  commends  the  Fund  for  a job  well 
done. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 


Report  of  the 
Committee  to  Study  the 
Constitution  and  Bylaws 

Your  Committee  to  Study  the  Constitution  and 
Bylaws  met  this  year  on  June  11  for  its  annual  ses- 
sion to  implement  bylaw  changes  that  had  been 
proposed  to  the  committee  and  to  generally  attempt 
to  update  the  bylaws. 

The  committee  last  year  encouraged  our  com- 
mittee members  to  make  a comprehensive  study  of 
the  bylaws  and  modernize  them  where  appropriate. 
The  committee  did  give  considerable  preparation  to 
their  meeting  and  we  are  proposing  a number  of 
changes  which  are  primarily  updating  the  bylaws. 
You  might  note  that  a few  of  our  changes  result  from 
the  fact  that  the  bylaws  have  not  been  modernized  in 
some  instances  since  KMA  has  had  more  than  one 
executive  staff  member. 

There  is  one  area  of  the  bylaws  in  which  we  have 
not  completed  our  study  and  this  is  in  reference  to 
Section  2,  Chapter  I relating  to  membership.  We 
feel  that  a day  long  study  needs  to  be  given  to  this 
classification  alone  if  we  are  to  align  the  bylaws  of 
KMA  as  closely  as  possible  with  those  of  AMA. 
We  recommend  that  a subcommittee  of  the  Con- 
stitution and  Bylaws  Committee  meet  early  in  the 
next  Associational  year  for  the  particular  purpose  of 
modernizing  this  particular  section  of  the  bylaws. 
(We  would  hope  that  after  next  year’s  bylaws  have 
been  finalized  with  the  new  membership  changes 
proposed,  that  they  would  become  a model  bylaws 
for  all  the  county  medical  societies.) 

We  hope  that  it  is  some  help  to  you  in  interpret- 
ing our  report  for  us  to  use  the  following  format. 
First,  we  will  present  our  recommendations  and  rea- 
sons for  submitting  any  proposed  changes.  Secondly, 
we  will  quote  the  wording  of  the  present  section  of 
the  Constitution  and  Bylaws  and  thirdly,  present  the 
proposed  amendment  to  the  Constitution  and  By- 
laws. 

Other  than  the  modernizing  changes  being  made 
by  the  committee  members,  there  are  specific 
changes  being  made  that  have  been  referred  to  us  by 
the  Board  of  Trustees,  resulting  from  a study  by  the 
Ad  Hoc  Committee  on  Finance.  The  Board  of  Trus- 
tees has  recommended  that  KMA  dues  be  increased 
from  $80  to  $130  per  year  and  that  there  be  no 
difference  between  the  amount  of  dues  for  all  active 
members  of  the  Association  with  the  exception  that 
new  members  would  pay  only  $80  dues  per  year 
during  their  first  three  years  of  active  membership. 

This  recommendation  would  also  require  a change 
in  Article  IX  of  the  Constitution  since  we  would  not 
have  an  “equal  per  capita  assessment  by  class  of 
membership.” 
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Amendments  To  The  Constitution 

RECOMMENDATION 

To  implement  the  above  mentioned  Board  of 
Trustees  recommendation,  we  propose  that  the  phrase 
relating  to  “equal  per  capita”  be  deleted.  Since 
changes  to  the  Constitution  must  lay  over  for  one 
year  before  the  change  can  be  finalized,  we  would 
suggest  that  the  Board  of  Trustees  use  the  power 
provided  them  in  Chapter  I,  Section  1 of  the  By- 
laws during  this  first  year  to  accept  a lesser  amount 
of  dues  from  new  members.  Without  regard  to  the 
current  recommendation  being  made  by  the  Board, 
your  committee  still  feels  that  this  proposed  change 
should  be  approved  to  allow  more  flexibility  in  fund- 
ing the  Association’s  operations. 

ARTICLE  IX,  Funds  and  Expenses 

Present  Article:  The  House  of  Delegates  shall 
provide  funds  for  meeting  the  expenses  of  the  As- 
sociation by  such  methods  and  from  such  sources  as 
it  may  select  including  but  not  limited  to  an  equal 
per  capita  assessment  by  class  membership,  upon 
each  component  county  society.  Funds  may  be  ap- 
propriated by  the  House  of  Delegates  to  defray  the 
expenses  of  the  annual  session,  for  publications  and 
for  such  other  purposes  as  will  promote  the  wel- 
fare of  the  Association  and  the  profession. 

Proposed  Article:  The  House  of  Delegates  shall 
provide  funds  for  meeting  the  expenses  of  the  As- 
sociation by  such  methods  and  from  such  sources  as 
it  may  select.  Funds  may  be  appropriated  by  the 
House  of  Delegates  to  defray  the  expenses  of  the 
annual  session  for  publications  and  for  such  other 
purposes  as  will  promote  the  welfare  of  the  Asso- 
ciation and  the  profession. 

Amendments  To  The  Bylaws 
RECOMMENDATION 

The  Board  of  Trustees  has  recommended  that 
new  members  be  given  three  years  instead  of  two 
years  to  complete  their  orientation  course.  The  Board 
of  Trustees  will  exercise  their  own  judgement  in  de- 
ciding how  many  times  per  year  the  course  should 
be  offered. 

CHAPTER  I,  Membership 

Present  Section  5:  Every  new  member  shall  be 
required  to  attend  and  successfully  complete  an 
orientation  course  to  be  presented  at  stated  inter- 
vals by  the  Board  of  Trustees  or  one  of  its  com- 
mittees. The  form  and  content  of  this  course  shall 
be  prescribed  by  the  Board  and  unless  excused  by 
the  Board  for  good  cause  shown,  failure  to  attend 
and  successfully  complete  the  course  within  two 
years  after  the  member  is  first  admitted  to  active 
membership  shall  automatically  revoke  the  delin- 
quent’s membership  and  terminate  all  of  his  rights 
and  privileges  as  a member,  and  he  shall  thereafter 
for  a period  of  one  year,  be  ineligible  for  member- 
ship in  any  component  society,  and  shall  not  after 
one  year  be  admitted  to  membership  unless  and  un- 
til he  has  successfully  completed  the  required  or- 
ientation course. 
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Proposed  Section  5:  Every  new  member  shall  be 
required  to  attend  and  successfully  complete  an 
orientation  course  to  be  presented  at  stated  inter- 
vals by  the  Board  of  Trustees  or  one  of  its  com- 
mittees. The  form  and  content  of  this  course  shall 
be  prescribed  by  the  Board  and  unless  excused  by 
the  Board  for  good  cause  shown,  failure  to  attend 
and  successfully  complete  the  course  within 
three  years  after  the  member  is  first  admitted  to 
active  membership  shall  automatically  revoke  the 
delinquent’s  membership  and  terminate  all  of  his 
rights  and  privileges  as  a member,  and  he  shall 
thereafter,  for  a period  of  one  year,  be  ineligible 
for  membership  in  any  component  society,  and 
shall  not  after  one  year  be  admitted  to  member- 
ship unless  and  until  he  has  successfully  completed 
the  required  orientation  course. 

RECOMMENDATION 

For  many  years  the  proceedings  of  the  House  of 
Delegates  have  been  published  annually  in  the  De- 
cember issue  of  the  KMA  Journal.  There  are  no 
present  plans  to  make  any  change  in  this.  However, 
it  is  possible  that  there  may  be  a good  reason  some 
year  to  publish  the  digest  of  proceedings  separate 
from  the  Journal.  The  main  thing  is  that  they  be 
published  annually  and  submitted  to  the  membership. 
This  is  a modernization  change. 

CHAPTER  III,  The  House  of  Delegates 

Present  Section  19:  A digest  of  proceedings  of 
the  House  of  Delegates  shall  be  published  in  the 
Journal  of  the  Association. 

Proposed  Section  19:  A digest  of  proceedings  of 
the  House  of  Delegates  shall  be  published  annually. 

RECOMMENDATION 

There  is  much  time  consuming  responsibility  con- 
ferred upon  our  president  and  it  is  the  feeling  of 
our  committee  that  the  president  should  have  the 
choice  of  visiting  all  Trustee  District  Meetings  or 
have  an  opportunity  to  send  speakers  to  discuss  sub- 
jects that  he  feels  to  be  of  priority  to  the  society. 

CHAPTER  V,  Duties  of  Officers 

Present  Section  1:  Except  as  provided  in  Chap- 
ter II,  Section  2 hereof,  the  President  shall  preside 
at  all  scientific  sessions  of  the  Association  and  shall 
appoint  all  committees  not  otherwise  provided  for. 
He  shall  deliver  an  annual  address  at  such  time  as 
may  be  arranged  and  shall  perform  such  duties  as 
custom  and  parliamentary  usage  may  require.  He 
shall  be  the  real  head  of  the  profession  in  the  State 
during  his  term  of  office  and  so  far  as  practicable, 
shall  visit  by  appointment,  the  various  sections  of 
the  State  and  assist  the  Trustees  in  building  up  the 
county  societies  and  in  making  their  work  more 
practical  and  useful.  He  shall  be  reimbursed  for  his 
reasonable  and  necessary  travel  expense  incurred  in 
the  performance  of  his  duties  as  President  in  an 
amount  not  to  exceed  the  total  amount  appropriated 
for  that  purpose  in  the  annual  budget. 

Proposed  Section  1 : Except  as  provided  in  Chap- 
ter II,  Section  2 hereof,  the  President  shall  preside 
at  alt  scientific  sessions  of  the  Association  and  shall 
appoint  all  committees  not  otherwise  provided  for. 
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He  shall  deliver  an  annual  address  at  such  time  as 
may  be  arranged  and  shall  perform  such  duties  as 
custom  and  parliamentary  usage  may  require.  He 
shall  be  the  real  head  of  the  profession  in  the  State 
during  his  term  of  office  and  so  far  as  practicable, 
shall  visit  or  cause  to  be  visited  on  his  behalf,  the 
various  sections  of  the  State  and  assist  the  Trustees 
in  building  up  the  county  societies  and  in  making 
their  work  more  practical  and  useful.  He  shall  be 
reimbursed  for  his  reasonable  and  necessary  travel 
expense  incurred  in  the  performance  of  his  duties 
as  President. 

RECOMMENDATION 

At  the  request  of  the  Budget  Committee,  the 
Board  of  Trustees  has  made  changes  in  the  budget 
classifications  and  allocations  which  would  require 
a modernization  of  the  bylaws  by  deleting  the  last 
three  words  of  Section  4,  Chapter  V. 

CHAPTER  V,  Duties  of  Officers 

Present  Section  4:  The  President-Elect  and  the 
Vice-President,  when  acting  for  and  in  behalf  of  the 
President,  may  be  reimbursed  for  their  reasonable 
and  necessary  travel  expenses  incurred  in  the  per- 
formance of  their  duties,  in  such  amounts  as  may 
be  available  out  of  the  sum  appropriated  in  the  an- 
nual budget  for  traveling  expenses  of  the  President. 

Proposed  Section  4;  The  President-Elect  and  the 
Vice-President,  when  acting  for  and  in  behalf  of  the 
President,  may  be  reimbursed  for  their  reasonable 
and  necessary  travel  expenses  incurred  in  the  per- 
formance of  their  duties,  in  such  amounts  as  may 
be  available  out  of  the  sum  appropriated  in  the  an- 
nual budget  for  traveling  expenses. 

RECOMMENDATION 

Because  of  the  complex  duties  of  the  Executive 
Director  and  since  there  is  now  more  then  one  full- 
time member  of  the  Executive  Staff,  your  commitee 
feels  that  there  are  changes  needed  in  Section  7, 
Chapter  V of  the  bylaws  if  they  are  to  be  updated 
in  accordance  with  our  instructions.  The  phrase  pro- 
posed for  deletion  is  covered  in  Section  9,  Chapter 
VI. 

CHAPTER  V,  Duties  of  Officers 

Present  Section  7:  The  Secretary  shall  advise  the 
Executive  Director  in  all  secretarial  matters  of  this 
Association  and  shall  act  as  the  corporate  secretary 
insofar  as  the  execution  of  official  documents  or 
institution  of  official  actions  are  required.  He  shall 
perform  such  duties  as  are  placed  upon  him  by  the 
Constitution  and  Bylaws,  and  in  the  event  of  the 
death,  resignation  or  removal  of  the  Executive  Di- 
rector, shall  assume  the  duties  of  that  office  until 
the  vacancy  is  filled. 

Proposed  Section  7:  The  Secretary  shall  advise 
the  Executive  Director  in  all  secretarial  matters  of 
this  Association  and  shall  act  as  the  corporate  sec- 
retary insofar  as  the  execution  of  official  documents 
or  institution  of  official  actions  are  required.  He 
shall  perform  such  duties  as  are  placed  upon  him  by 
the  Constitution  and  Bylaws. 


RECOMMENDATION 

Changes  have  been  suggested  in  the  duties  of  the 
Trustees  which  are  felt  to  be  keeping  with  our 
modernization  commitment. 

CHAPTER  VI,  Board  of  Trustees 

Present  Section  3:  Each  Trustee  shall  be  organ- 
izer, peacemaker  and  censor  for  his  district.  He 
shall  visit  each  county  in  his  district  at  least  once 
a year  for  the  purpose  of  organizing  component  so- 
cieties where  none  exist,  for  inquiring  into  the  con- 
dition of  the  profession  and  for  improving  and  in- 
creasing the  zeal  of  the  existing  component  societies 
and  their  members.  He  shall  likewise  hold  at  least 
one  district  meeting  each  year  in  order  to  afford  a 
forum  for  the  exchange  of  views  on  problems  re- 
lating to  organized  medicine  and  for  postgraduate 
scientific  study.  The  necessary  traveling  expenses  in- 
curred by  a Trustee  in  the  line  of  his  duties  herein 
imposed  may  be  paid  by  the  Treasurer  upon  a prop- 
er itemized  statement,  but  this  shall  not  be  con- 
strued to  include  his  expenses  in  attending  the  An- 
nual Meeting  of  the  Association. 

Proposed  Section  3:  Each  Trustee  shall  be  or- 
ganizer, peacemaker  and  censor  for  his  district.  He 
shall  hold  at  least  one  district  meeting  each  year 
for  the  exchange  of  views  on  problems  relating  to 
organized  medicine  and  for  postgraduate  scientific 
study.  The  necessary  traveling  expenses  incurred  by 
a Trustee  in  the  line  of  his  duties  herein  imposed  may 
be  paid  by  the  Treasurer  upon  a proper  itemized 
statement,  but  this  shall  not  be  construed  to  in- 
clude his  expenses  in  attending  the  Annual  Meeting 
of  the  Association. 

RECOMMENDATION 

We  must  react  promptly  in  the  world  of  today’s 
communications  media  and  we  have  made  a sug- 
gested change  in  Section  4,  Chapter  VI  of  the  by- 
laws which  we  feel  will  be  of  assistance  in  accomp- 
lishing this  goal. 

CHAPTER  VI,  Board  of  Trustees 

Present  Section  4:  The  Board  shall  have  the 
right  to  communicate  the  views  of  the  profession 
and  of  the  Association  in  regard  to  health,  sanita- 
tion, and  other  important  matters,  to  the  public  and 
press.  Such  communications  shall  be  signed  by  the 
President  of  the  Association  and  the  Chairman  of 
the  Board. 

Proposed  Section  4;  The  Board  shall  have  the  4 

authority  to  communicate  the  views  of  the  profession 
and  of  the  Association  in  regard  to  health,  sanita- 
tion, and  other  important  matters,  to  the  public  and 
press. 

RECOMMENDATION 

Continuing  to  try  to  modernize  the  bylaws,  we 
have  suggested  a couple  of  changes  in  two  para- 
graphs of  Section  9,  Chapter  VI.  We  wlU  print  in 
this  report  only  those  two  paragraphs  which  we  are 
proposing  to  change,  along  with  our  proposed  changes 
of  these  two  paragraphs.  The  remainder  of  Section 
9 would  remain  the  same. 

We  feel  these  two  changes  provide  the  Execu- 
tive Director  with  more  flexibility  should  he  find  a 
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better  method  of  maintaining  records  for  our  phy- 
sicians (such  as  computers)  or  should  he  desire  to 
appoint  another  staff  member  as  Managing  Editor 
of  the  KMA  Journal. 

CHAPTER  VI,  Board  of  Trustees 

Present  Section  9 (Paragraphs  5 & 6):  He  shall 
keep  a card  index  register  of  alt  practitioners  in  the 
State  by  counties,  noting  on  each  his  status  in  rela- 
tion to  his  county  society  and  upon  request  shall 
transmit  a copy  of  this  list  to  the  American  Medical 
Association. 

He  shall  act  as  Managing  Editor  of  the  Journal 
of  the  Kentucky  Medical  Association  under  super- 
vision of  the  Board  and  in  a similar  capacity  to  the 
extent  that  other  publications  are  authorized  by  the 
House  of  Delegates. 

Proposed  Section  9 (Paragraphs  5 & 6):  He  shall 
keep  a record  of  all  physicians  in  the  State  by 
counties,  noting  on  each  his  status  in  relation  to  his 
county  society  and  upon  request  shall  transmit  a 
copy  of  this  list  to  the  American  Medical  Associa- 
tion. 

He  shall  act  as  Managing  Editor,  or  otherwise 
supervise  the  publication  of  the  Journal  of  the  Ken- 
tucky Medical  Association  and  such  other  publica- 
tions as  may  be  authorized  by  the  House  of  Dele- 
gates, under  the  guidance  and  direction  of  the  Board. 

RECOMMENDATION 

As  previously  mentioned  in  this  report,  the  pro- 
posed changes  in  dues  are  presented  at  the  request 
of  the  Board  of  Trustees. 

CHAPTER  IX,  Assessments  and  Expenditures 

Present  Section  1:  The  annual  dues  for  member- 
ship in  this  Association  shall  be  as  follows:  (1)  Ac- 
tive Members  $80,  except  Active  Members  who  de- 
vote all  of  their  time  to  teaching  or  research  and 
have  no  private  practice,  $55;  (2)  Emeritus  Mem- 
bers, no  dues;  (3)  Associate  Members,  $10;  (4)  In- 
active Members,  $10;  (5)  Student  Members,  $1; 
(6)  Service  Members,  no  dues;  (7)  Special  mem- 
bers, no  dues.  Dues  fixed  by  these  Bylaws  shall 
constitute  assessments  against  the  component  so- 
cieties. The  Secretary  of  each  component  society 
shall  forward  its  assessment  together  with  its  roster 
of  all  officers  and  members,  list  of  delegates,  and 
list  of  non-affiliated  physicians  of  the  county  to 
the  Secretary  of  this  Association  as  of  the  first  day 
of  January  in  each  year. 

Proposed  Section  7;  The  annual  dues  for  mem- 
bership in  this  Association  shall  be  as  follows:  (1) 
Active  Members,  $80  for  each  of  the  first  three  years 
of  active  membership  in  this  Association  and  $130 
thereafter;  (2)  Emeritus  Members,  no  dues;  (3)  As- 
sociate Members,  $10;  (4)  Inactive  Members,  $10; 
(5)  Student  Members,  $1;  (6)  Service  Members,  no 
dues;  (7)  Special  members,  no  dues.  Dues  fixed  by 
these  Bylaws  shall  constitute  assessments  against 
the  component  societies.  The  Secretary  of  each  com- 
ponent society  shall  forward  its  assessments  together 
with  its  properly  classified  roster  of  all  officers  and 
members,  list  of  delegates,  and  list  of  non-affiliated 
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physicians  of  the  county  to  the  Secretary  of  this 
Association  as  of  the  first  day  of  January  in  each 
year. 

RECOMMENDATION 

Section  3,  Chapter  XII  was  obviously  written  be- 
fore all  county  medical  societies  had  been  chartered. 
Today  all  county  societies  are  chartered  so  the  first 
sentence  of  Section  3 is  really  no  longer  necessary. 
We  note  that  it  also  conflicts  with  a sentence  in 
Section  5 of  the  Bylaws  which  authorizes  the  Board 
of  Trustees  to  issue  charters  to  multi-county  so- 
cieties. This,  of  course,  is  issuing  a charter  to  a group 
of  county  medical  societies  who  already  have  their 
own  individual  charters.  Your  committee  therefore 
recommends  the  deletion  of  the  first  section  of  Sec- 
tion 3. 

CHAPTER  XII,  County  Societies 

Present  Section  3:  Charters  shall  be  issued  only 
upon  approval  of  the  House  of  Delegates  and  shall 
be  signed  by  the  President  and  Secretary.  The  House 
of  Delegates  shall  have  authority  to  revoke  the  char- 
ter of  any  component  society  whose  actions  are  in 
conflict  with  the  letter  or  spirit  of  this  Constitu- 
tion and  Bylaws. 

Proposed  Section  3:  The  House  of  Delegates  shall 
have  authority  to  revoke  the  charter  of  any  com- 
ponent society  whose  actions  are  in  conflict  with 
the  letter  or  spirit  of  this  Constitution  and  Bylaws. 

RECOMMENDATION 

Our  proposed  deletion  of  two  words  (the  younger) 
in  Section  11,  Chapter  XII  is  self-explanatory  your 
committee  believes.  Obviously,  we  think  this  should 
apply  to  all  members. 

CHAPTER  XII,  County  Societies 

Present  Section  II:  Frequent  meetings  shall  be 
encouraged,  and  the  most  attractive  programs  ar- 
ranged that  are  possible.  The  younger  members  shall 
be  especially  encouraged  to  do  postgraduate  and 
original  research  work,  and  to  give  the  society  the 
first  benefit  of  such  labors.  Official  positions  and 
other  references  shall  be  unstintingly  given  to  such 
members. 

Proposed  Section  II:  Frequent  meetings  shall  be 
encouraged,  and  the  most  attractive  programs  ar- 
ranged that  are  possible.  Members  shall  be  especially 
encouraged  to  do  postgraduate  and  original  research 
work,  and  to  give  the  society  the  first  benefit  of  such 
labors.  Official  positions  and  other  references  shall 
be  unstintingly  given  to  such  members. 

RECOMMENDATION 

We  believe  that  Section  14,  Chapter  XII  of  the 
Bylaws  was  approved  at  a time  when  we  had  a fewer 
number  of  county  medical  societies,  all  of  which 
had  less  to  do  and  report  than  our  societies  do  to- 
day. We  still  urge  the  component  societies  to  report 
matters  of  interest  to  KMA  and  to  the  Journal  but 
we  believe  that  the  deletion  of  Section  14  is  indi- 
cated. 

CHAPTER  XII,  County  Societies 

Present  Section  14:  The  Secretary  of  each  com- 
ponent society  shall  report  to  the  Journal  of  the 
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Kentucky  Medical  Association  full  minutes  of  each 
meeting  and  forward  to  all  scientific  papers  and 
discussions  which  the  society  shall  consider  worthy 
of  publication. 

Proposed  Section  14:  (Delete  entire  Section.) 

Robert  L.  McClendon,  M.D.,  Chairman 

BOARD  ACTION : Approved,  with  the  recommenda- 
tion that  the  words,  “and  distributed  to  the  mem- 
bership”, be  added  following  the  word,  “annually,” 
in  the  proposed  Section  19  of  Chapter  I. 

Recommendations,  Reference  Committee  No.  6 

The  committee  reviewed  the  Report  of  the  Com- 
mittee to  Study  the  Constitution  and  Bylaws  and 
recommends  the  adoption  of  the  report  with  the 
following  exceptions: 

With  respect  to  Chapter  III,  Proposed  Section  19 
(page  25  in  the  Reports  booklet),  the  committee 
recommends  that  this  section  read  as  follows: 

“A  digest  of  proceedings  of  the  House  of  Dele- 
gates shall  be  published  and  distributed  to  the  mem- 
bership annually.” 

With  respect  to  Chapter  IX,  Proposed  Section  1 
(page  27  in  the  Reports  booklet),  the  committee 
recommends  that  this  section  read  as  follows: 

“The  annual  dues  for  membership  in  this  Associa- 
tion shall  be  as  follows:  (1)  Active  Members  $130, 
except  that  the  dues  for  new  members  entering 
practice  for  the  first  time  shall  be  $80  per  year  for 
the  first  three  full  years  of  practice.”  (The  balance 
of  this  section  remains  unchanged.) 

With  respect  to  Chapter  XII,  Proposed  Section  3 
(page  27  in  the  Reports  booklet),  the  committee 
recommends  that  this  section  be  adopted  but  that  it 
be  attached  to  present  sub-section  1 of  that  chapter 
and  that  succeeding  sections  be  renumbered  accord- 
ingly. 

Mr.  Speaker,  I move  the  adoption  and  imple- 
mentation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Interim  Meeting  Program  Committee 

The  Interim  Meeting  Program  Committee  met 
Wednesday  evening  November  12,  1969,  at  the 
Village  Inn,  Kentucky  Dam  Village  State  Park, 
Gilbertsville,  to  plan  the  1970  session  to  be  held 
in  that  location.  Originally,  the  Interim  Meeting  was 
scheduled  for  the  new  Barkley  Lodge  but  was 
moved  to  Kentucky  Dam  Village  when  it  was 
determined  that  Barkley  Lodge  would  not  be  com- 
pleted in  time  and  that  the  Village  Inn  would  be  very 
satisfactory  for  our  meeting. 

After  reviewing  the  format  of  recent  Interim 
Meetings,  the  committee  agreed  to  design  the  1970 
program  similar  to  those  held  in  the  past.  Plans  were 
made  for  promotion  of  attendance  and  the  Woman’s 
Auxiliary  agreed  to  lend  their  usual  appropriate 
support. 

Details  were  finalized  for  the  three  sessions  sche- 
duled which  were  the  opening  dinner  session  on 
Wednesday  evening  April  8 (to  feature  Russell  B. 
Roth,  M.D.,  Speaker  of  the  AMA  House  of  Dele- 
gates), the  following  morning’s  general  session,  and 
the  closing  luncheon  meeting.  Coordination  of  the 
Orientation  Program,  Board  of  Trustees  and  other 


related  meetings  held  in  conjunction  with  the  In- 
terim Session  was  authorized. 

“Kentucky  Medicine  in  the  1970’s”  was  the 
theme  selected  and  it  was  agreed  that  two  panel 
presentations  would  be  on  the  Thursday  morning 
program  relating  to  the  subjects  of  “The  Physician’s 
Assistant”  and  “Peer  Review.”  Speakers  were  then 
chosen  for  the  individual  and  panel  presentations 
and  the  committee  expressed  their  desire  to  invite 
Mr.  J.  Ed  McConnell,  President  of  Kentucky  Blue 
Cross  and  Blue  Shield  to  be  the  final  speaker  at  the 
luncheon  session. 

The  committee  members  feel  that  the  286  phy- 
sicians, Auxiliary  members  and  guests  that  registered 
for  the  meeting  represented  an  excellent  attendance 
for  a session  being  held  in  a non-central  section  of 
the  state.  Your  committee  wishes  to  express  its 
appreciation  to  the  Pennyrile  Medical  Society  and 
the  Woman’s  Auxiliary  for  their  cooperative  efforts 
in  helping  make  this  program  a success. 

Walter  L.  Cawood,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  6 

The  committee  reviewed  the  Report  of  the  Interim 
Meeting  Program  Committee  and  recommends  its 
adoption. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

McDowell  House  Board  of  Managers 

Your  Committee  reports  that  the  McDowell  House, 
Apothecary  Shop  and  the  Garden  are  in  excellent 
condition. 

Annual  repairs  to  the  architecture  have  been  car- 
ried out.  Gradual  and  continuous  repairing  are  neces- 
sary. Certain  rugs,  curtains  and  steps  to  the  Apothe- 
cary Shop  have  been  renewed  or  replaced. 

More  than  3,000  visitors  from  over  the  country 
and  abroad  have  visited  the  House  during  the  year. 

An  inventory  of  the  McDowell  House  was  com- 
pleted in  December,  1969.  A project  to  catalogue 
and  have  evaluated  each  antique  in  the  House  is 
underway,  in  order  to  have  proper  insurance  on  the 
valuable  furniture  and  paintings.  Insurance  policies 
on  the  House  and  its  contents  have  heen  reviewed. 

A documentary  on  the  McDowell  House  is  being 
prepared  by  Mr.  Bob  Kay  of  WAVE-TV;  a copy 
of  the  film  has  been  requested  for  the  House. 

In  February,  1970,  a House  rug  bee  resulted  in 
many  hours  of  volunteer  work  in  repairing  and 
binding  the  rugs  in  the  House. 

Engraved  brass  plates  have  been  placed  on  the 
eight  family  portraits  by  the  Danville  and  Boyle 
County  Historical  Society. 

The  garden  this  year  has  been  improved  immea- 
surably under  the  expert  care  of  Mrs.  Corinna 
Balden. 

A budget  prepared  by  Doctors  Blaine  Lewis, 
Eugene  Conner  and  the  Administration  was  adopted 
and  referred  to  the  Budget  Committee. 
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During  the  year  the  County  Medical  Auxiliaries 
have  been  actively  involved  in  improvements  in  the 
McDowell  House.  Several  have  made  contributions 
for  replacement  of  the  furniture.  The  Fayette  County 
Auxiliary  is  completely  redoing  their  bedroom  with 
Mrs.  Alfred  Marks  as  decorator,  and  with  approval  of 
Mr.  James  Cogar  of  the  Board  of  Managers.  Cor- 
relation of  the  auxiliary  work  and  the  responsibilities 
of  the  Board  of  Managers  has  been  greatly  augmented 
by  Mrs.  West  T.  Hill,  Secretary  of  the  House. 

On  June  6,  1970,  the  Innominate  Society  for  the 
Study  of  Medical  History,  with  Ellis  Fuller,  M.D., 
as  President,  and  Melvin  Bernhard,  M.D.,  as  host 
and  Speaker,  held  a meeting  at  the  House.  The  avail- 
ability of  the  House  for  such  a purpose  should  be 
known  to  all  members  of  the  profession.  Every  mem- 
ber of  the  Kentucky  Medical  Association  should 
make  an  effort  to  visit  his  House  frequently. 

Laman  A.  Gray,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  6 
The  committee  reviewed  the  Report  of  the  Mc- 
Dowell House  Board  of  Managers  and  recommends 
its  adoption. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

KMA  Memorials  Commission 

The  Memorials  Commission  held  one  meeting  this 
past  year,  on  June  18,  1970,  at  the  KMA  Head- 
quarters. 

The  Commission  takes  pleasure  in  acknowledging 
receipt  of  several  items  from  members  of  our 
Association.  N.  L.  Bosworth,  M.D.,  Lexington,  sent 
us  a copy  of  Buchan's  Domestic  Medicine  and  David 
M.  Cox,  M.D.  donated  a mercury  baumanometer.  In 
addition,  committee  member  J.  Duffy  Hancock, 
M.D.,  Louisville,  gave  a set  of  cervical  dilators  which 
were  used  around  1890.  These  items  are  on  display 
in  the  bookcase  in  the  President’s  Office  at  Head- 
quarters. 

The  Commission  was  successful  this  year  in  hav- 
ing the  name  of  the  street  on  which  the  Head- 
quarters Office  is  located  changed  from  Janet 
Avenue  to  Ephraim  McDowell  Drive.  The  Commis- 
sion has  also  been  active  in  trying  to  locate  a pic- 
ture of  William  L.  Sutton,  M.D.,  KMA’s  first  presi- 
dent, in  order  to  have  a portrait  made  from  it. 

The  Commission  continues  its  search  of  copies 
of  Transactions  of  the  KMA  and  is  now  in  the 
process  of  determining  the  feasibility  and  cost  of 
obtaining  microfilm  or  xerox  copies  of  extant 
Transactions  from  various  libraries.  It  is  hoped  that 
we  may  assemble  one  complete  file  of  these  im- 
portant records  of  our  Association. 

The  Commission  will  have  an  exhibit  at  the  KMA 
meeting  memorializing  John  A.  Ouchterlony,  M.D., 
who  became  President  of  KMA  in  1890.  In  addi- 
tion, we  plan  to  display  a number  of  publications 
authored  by  Kentucky  physicians  prior  to  1900. 

Eugene  H.  Conner,  M.D.,  Chairman 
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Recommendations,  Reference  Committee  No.  6 

The  committee  reviewed  the  Report  of  the  Me- 
morials Commission  and  recommends  its  adoption. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Plans  and  Development  Committee 

The  Plans  and  Development  Committee  held 
three  meetings  during  the  past  year.  Each  meeting 
was  for  the  most  of  the  day,  and  all  meetings  followed 
similar  format. 

Only  one  topic  was  considered  at  each  meeting, 
the  committee  making  an  attempt  to  study  the  topic 
in  depth  through  the  use  of  outside  consultants  in 
each  field.  Committee  discussion  was  held  first  with 
the  consultants  and  then  by  the  committee  members 
alone.  Finally,  the  committee  formulated  recommen- 
dation to  the  Board  of  Trustees  for  its  considera- 
tion and  action. 

The  first  meeting  was  held  February  5,  1970,  and 
the  topic  was  “Professional  Liability  Insurance.” 
Consultants  were  Mr.  Riley  Lassiter  of  the  Medi- 
cal Protective  Company  and  Mr.  Jo  Van  Zandt  of 
the  Aetna  Casualty  Company.  After  comprehensive 
reports  on  the  present  and  future  status  of  this  type 
of  insurance  by  the  consultants  and  after  discussion 
of  various  aspects  of  the  many  problems  and 
possible  solutions  a full  report  was  presented  to  the 
Board  of  Trustees. 

The  committee  noted  that  it  was  not  only  possible 
but  probable  that  two  of  the  currently  popular  solu- 
tions being  tried  will  in  the  long  run  work  to  the 
detriment  of  the  physician  policyholder.  Mainly  the 
“malpractice  screening  panels”  will  work  for  the 
plaintiff  regardless  of  the  justification  for  his  com- 
plaint, and  “group  plans”  of  state  societies  have  re- 
sulted in  still  higher  premiums  than  that  charged 
by  the  traditional  carriers. 

After  considering  pros  and  cons  of  possible  ac- 
tions by  the  Kentucky  Medical  Association,  it  is  the 
Plans  and  Development  Committee’s  belief,  and  it 
was  our  recommendation  to  the  Board  of  Trustees, 
that  the  best  course  to  follow  includes; 

(1)  Education  of  our  present  and  future  mem- 
bers and  our  office  assistants  by 

(a)  an  hour-long  professional  liability  presen- 
tation at  the  KMA  Interim  Meeting. 

(b)  Making  professional  liability  a part  of 
“Senior  Day”  and  “Orientation”  programs. 

(c)  Urging  medical  schools  to  devote  adequate 
time  in  their  curriculum  to  this  subject. 

(d)  Asking  KMA  members  to  encourage  their 
office  personnel  to  belong  to  the  State  Association 
of  Medical  Assistants  which  regularly  holds  con- 
tinuing educational  programs  on  this  subject. 

(e)  Publishing  articles  in  the  KMA  Journal,  and 

(f)  Conducting  District  Meetings  with  medical 
liability  insurance  as  the  program  or  part  of  the 
program. 

(2)  That  the  Kentucky  Medical  Association  re- 
affirm its  opposition  to  “screening  panels”  even 
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though  a then-current  AMA  Report  R supported 
them.  (This  was  done  through  a resolution  to  the 
AMA.) 

(3)  That  the  Kentucky  Medical  Association  es- 
tablish a Committee  on  Medical  Economics  to  pro- 
vide an  on-going  study  and  to  provide  information 
to  our  members  not  only  about  this  subject,  but 
on  other  socio-economic  matters  of  importance  to 
doctors  such  as  corporations,  partnerships,  business 
management,  etc.  We  were  pleased  that  all  of  our 
recommendations  were  adopted  by  the  Board  of 
Trustees  at  its  April  meeting. 

The  second  meeting  of  the  Plans  and  Develop- 
ment Committee  was  on  a topic  of  providing  a com- 
mon building  and  umbrella  of  services  to  specialist 
organizations  in  Kentucky.  The  organizations  which 
were  represented  at  this  meeting  were:  Kentucky 
Association  of  Public  Health  Physicians;  Kentucky 
Obstetrical  and  Gynecological  Society;  Kentucky 
Chapter,  American  College  of  Radiology;  Jefferson 
County  Medical  Society;  Kentucky  Chapter, 
American  Academy  of  General  Practice;  Kentucky 
Eye,  Ear,  Nose  and  Throat  Society;  Kentucky  Chap- 
ter, American  College  of  Physicians;  KMA  Com- 
mittee on  Legislative  Activities;  Fayette  County 
Medical  Society;  Kentucky  Society  of  Pathologists; 
Kentucky  Chapter,  American  College  of  Surgeons. 

The  coordination  of  administrative  and  secretarial 
help  was  discussed,  and  it  was  generally  agreed  that 
it  would  be  beneficial  to  all  concerned.  Material  was 
presented  and  reports  were  furnished  of  similar 
efforts  in  other  states.  These  services  have  been 
furnished  in  most  instances  at  a considerable  bar- 
gain to  the  organizations  involved  and  all  concerned 
agreed  that  the  benefits  were  enormous.  The  com- 
mittee felt  that  one  of  the  most  important  gains  for 
such  a set  up  in  Kentucky  would  be  the  close  re- 
knitting together  of  all  specialty  organizations  and 
thus  all  physicians  in  presenting  a united  front  for 
the  common  good  of  our  patients  and  ourselves. 
Another  important  gain  would  be  that  it  would  be 
possible  to  have  coordination  and  rationality  in  post- 
graduate educational  programs  that  do  not  now 
exist.  The  Committee  made  the  following  recom- 
mendations to  the  Board  of  Trustees:  (1)  The  for- 
mation of  an  Inter-Specialty  Council  similar  to  the 
AMA  Inter-Specialty  Council  and  that  this  body  in- 
clude a representative  of  each  SAMA  chapter  in 
Kentucky  as  well  as  the  specialty  groups.  This  coun- 
cil would  provide  the  framework  and  guidelines  to 
institute  the  above-mentioned  proposal  as  well  as 
other  items  of  common  interest.  (2)  The  coordina- 
tion of  administrative  services  as  mentioned  above 
also  be  offered  to  interested  county  medical  socie- 
ties. (The  Board  of  Trustees  will  act  on  these  pro- 
posals at  its  August  meeting.) 

The  third  meeting  of  the  Plans  and  Development 
Committee  was  held  on  June  10  to  discuss  the  topic 
of  public  relations  for  KMA.  Presentations  were 
made  by  two  firms,  Bennett  and  Wyatt  Associates, 
Inc.  and  the  Ted  Tighe  Advertising  Agency.  Again 
the  committee  discussed  pros  and  cons  and  cost. 
The  committee  members  felt  that  the  benefits  of 
such  help  should  be  great  to  the  Association.  It  was 


made  clear  that  public  relations  does  not  mean 
“advertising”,  but  it  means  having  the  “know-how” 
and  using  the  proper  methods  of  getting  our  (medi- 
cine) story  told  to  the  public. 

It  was  felt  that  such  a program  should  properly 
include  (1)  The  public  relations  impact  of  what 
the  Kentucky  Medical  Association  is  now  doing. 

(2)  Media  relations  and  internal  communications. 

(3)  Public  service  initiative  or  leadership.  After  ex- 
haustive consideration,  the  committee  felt  that  this 
recommendation  would  be  appropriate. 

(1)  A Kentucky  Medical  Association  Public  Re- 
lations Committee  be  appointed  and  that  a public 
relations  consultant  be  employed. 

(2)  That  an  allocation  of  $3,000  be  authorized  in 
the  budget  for  this  purpose  to  have  a six-month 
trial  period  in  the  coming  year  with  an  additional 
$3,000  put  aside  in  reserve  fund  for  the  second  six 
months  should  it  be  desirable  to  continue  this 
arrangement. 

(3)  When  the  committee  presents  its  above  pro- 
posal to  the  Board  of  Trustees  on  August  6 it  will 
also  recommend  which  specific  PR  firm  it  feels 
would  be  most  beneficial  to  KMA. 

This  concludes  the  report  summarizing  the  ac- 
tivities and  recommendations  of  the  Plans  and  De- 
velopment Committee  for  the  past  year.  It  has  been 
a distinct  pleasure  to  work  with  the  committee  mem- 
bers and  guests.  We  have  enjoyed  the  cooperation 
of  not  only  the  KMA  staff  but  of  outside  consul- 
tants that  we  have  called  in. 

Thornton  E.  Bryan,  Jr.,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  6 

The  committee  reviewed  the  Report  of  the  Com- 
mittee on  Plans  and  Development  and  recommends 
the  adoption  of  this  report  with  the  provision  that 
the  paragraph  relating  to  the  allocation  of  funds 
to  be  used  by  the  Public  Relations  Committee  be 
contingent  upon  the  dues  increase  as  previously  ap- 
proved by  the  Board. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  President 

(paragraphs  11-12  only,  pages  3-4,  in  Reports  Book- 
let) 

Gentlemen,  nearing  the  end  of  my  term  of  office  as 
your  President,  I would  be  most  remiss  in  my  duty 
unless  I recommended  your  serious,  thoughtful  con- 
sideration of  the  proposed  dues  increase  which  has 
been  presented  to  you  by  the  Ad  Hoc  Committee 
on  Finance.  This  top-drawer  committee  headed  by 
Henry  B.  Asman,  M.D.,  has  assembled  the  informa- 
tion for  you. 

Our  continued  involvement  in  Governmental  Re- 
lations, Peer  Review,  Health  Manpower,  Continued 
Medical  Education.  Rural  Scholarship  Program, 
Public  Affairs,  and  other  fields  of  medical  administra- 
tion has  stretched  our  budget  to  the  breaking  point. 
Further,  the  last  major  dues  increase  was  in  1964. 
You  know  what  inflation  for  six  years  has  done  to 
our  dollars  for  general  operation  and  administrative 
expenses.  The  cost  of  living  is  up  25%.  Just  to  stay 
even,  which  is  not  good  enough,  demands  more 
money.  If  KMA  is  to  progress,  to  grow,  to  meet  the 
continuing  demands  of  the  public,  the  Government 
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and  our  profession,  finances  must  be  increased  to 
operate  with  enough  reserve.  After  serious  and 
profound  consideration  of  this  proposal  the  needed 
action  is  obvious  if  the  Association  is  to  properly 
represent  you. 

Report  of  the  Ad  Hoc  Committee 
on  Finance 

Your  Finance  Committee  conducted  surveys  and 
made  an  indepth  study  of  KMA’s  financial  structure, 
current  and  future  needs.  The  members  of  this 
committee  are  to  be  commended  for  an  excellent  job. 
The  committee  has  recommended  a dues  increase 
from  $80  to  $130  for  all  active  members.  Your  Board 
of  Trustees,  at  its  April  meeting,  wholeheartedly  en- 
dorsed this  recommendation  and  urges  your  favorable 
consideration  of  it  to  assure  the  continuing  activities 
and  progressive  action  needed  by  the  Association 
in  behalf  of  our  profession.  In  this  report  I will  not 
discuss  the  details  of  the  Finance  Committee’s  study 
but  would  direct  your  attention  to  the  special  report, 
in  your  House  of  Delegates  envelope,  which  appeared 
originally  in  the  June  issue  of  The  KMA  Journal. 

Report  of  the  Committee  on 
Legislative  Activities 

(last  paragraph,  page  33,  and  paragraphs  1 and  2. 
page  34,  in  Reports  Booklet) 

While  many  things  have  created  a need  for  more 
funds  in  every  aspect  of  organized  medicine,  1 feel 
these  same  reasons  are  more  than  double  in  the  area 
of  legislative  affairs.  It  is  obvious  that  the  con- 
sumer is  playing  an  increasing  role  in  health  care 
matters,  and  the  “popularity”  of  health  matters  re- 
quires us  to  exert  that  much  stronger  leadership. 

I strongly  feel  that  the  budget  for  the  Committee 
on  Legislative  Activities  must  be  substantially  in- 
creased. More  administrative  expense  will  be  in- 
curred, and  it  may  well  be  necessary  by  the  time  of 
the  next  General  Assembly  to  seek  part-time  per- 
sonnel for  legislative  affairs,  which  would  require 
more  funds  than  currently  available,  especially  con- 
sidering newly  recommended  proposals  and  activities. 

Since  this  committee  will  be  served  by  a new 
chairman  next  year,  perhaps  this  is  the  best  time  to 
state  that  serious  consideration  should  be  given  to 
providing  the  chairman  with  expenses.  Realizing  this 
organization  is  served  by  many  committee  chairmen, 
it  must  be  understood  that  near  and  during  the 
General  Assembly  the  activities  and  expenses  of  this 
particular  chairmanship  are  considerable. 

Recommendations,  Reference  Committee  No.  6 

The  committee  considered  the  following  reports 
together:  Report  of  the  President,  paragraphs  11  and 
12  on  pages  3-4;  the  Report  of  the  Chairman, 
Board  of  Trustees,  Finance  Committee  Report;  and 
the  Report  of  the  Committee  on  Legislative  Activi- 
ties, last  paragraph  on  page  33  and  paragraphs  1 and 
2 on  page  34.  The  committee  recommends  their 
adoption  contingent  upon  acceptance  by  the  House 
of  Delegates  of  the  proposed  dues  increase. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Resolution  N 

Hardin  County  Medical  Society 

WHEREAS,  the  profession  of  medicine  finds  it- 
self in  a position  of  having  to  defend  and  protect 
the  free  and  private  practice  of  medicine  for  the 
good  of  both  the  profession  and  the  general  public, 
and 


WHEREAS,  we  find  it  necessary  to  deal  with 
third  parties  in  the  practice  of  medicine,  and 

WHEREAS,  we  find  it  more  and  more  important 
to  convey  our  ideas  and  opinions  to  both  lawmakers 
and  the  general  public,  and 

WHEREAS,  changing  times  have  made  it  neces- 
sary for  the  President  of  our  organization  to  be 
responsible  for  the  public  relations  of  our  organi- 
zation, and 

WHEREAS,  consideration  of  individuals  for 
KMA  offices  should  be  based  on  the  ability  of  the 
individual  and  his  or  her  desire  to  serve  the  organi- 
zation and  profession,  and  not  based  on  geographical 
considerations,  therefore  be  it 

RESOLVED,  that  henceforth  all  officers  of  KMA, 
with  the  exception  of  Trustees,  shall  be  elected  from 
the  state  at  large,  and  not  from  geographical  dis- 
tricts, and  be  it  further 

RESOLVED,  that  at  least  two  nominees  shall  be 
submitted  for  each  office  to  be  filled,  excluding 
Trustees,  and  be  it  further 

RESOLVED,  that  all  members  of  KMA  may  feel 
free  to  actively  seek  any  office  of  KMA  as  an- 
nounced candidates  and  may  feel  free  to  present 
planned  programs  which  the  candidate  would  pledge 
to  follow  if  elected,  and  be  it  further 

RESOLVED,  that  the  provision  of  this  resolution 
shall  become  effective  immediately  upon  passage  by 
the  KMA  House  of  Delegates  and  that  KMA 
Bylaws  be  changed  accordingly. 

Recommendations,  Reference  Committee  No.  6 

The  committee  considered  Resolution  N,  Elec- 
tion of  Officers,  introduced  by  Hardin  County,  and 
recommends  adoption  fo  this  resolution. 

To  implement  this  recommendation,  the  following 
amendments  to  the  Bylaws  are  required: 

(a)  Amend  Chapter  IV,  Section  1 by  deleting 
the  sentence:  “The  vice-president  shall  be  elected 
from  the  same  general  area  in  which  the  president 
resides.” 

(b)  Amend  Chapter  IV  by  deleting  Section  5 in 
its  entirety. 

(c)  Amend  Chapter  IV,  Section  2,  the  fifth  liter- 
ary sentence  to  read  as  follows:  “Before  noon  of 
the  following  day,  the  committee  shall  post  on  a 
bulletin  board  near  the  entrance  to  the  hall  in  which 
the  Annual  Meeting  is  being  held,  at  least  two 
nominations  for  each  office,  excluding  Trustees,  to 
be  filled,  and  shall  formally  present  said  nominations 
to  the  House  at  the  time  of  the  election.”  Insert 
immediately  following  the  aforementioned  sentence 
the  following:  “All  officers  with  the  exception  of 
Trustees  shall  be  elected  from  the  state  at  large  and 
not  from  geographical  districts.” 

The  committee  recommends  the  adoption  of  the 
aforegoing  amendments. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  was  seconded.) 

There  was  considerable  discussion  about  this  re- 
solution as  well  as  the  bylaw  changes  proposed  by 
the  reference  committee  to  implement  it.  A motion 
was  made  and  seconded  to  amend  Chapter  IV, 
Section  5.  of  the  bylaws  by  substituting  the  follow- 
ing for  that  entire  section:  “A  member  may  seek 
office  and  the  Judical  Council  shall  be  responsible 
for  establishment  of  guidelines  delineating  permiss- 
able  limits  of  campaigning  for  the  officers  of  KMA." 

In  that  there  was  some  confusion  about  the  issue 
to  be  voted  upon,  a motion  was  made  and  seconded 
for  a division  of  the  question.  This  action  brought 
forth  additional  discussion.  A vote  was  taken  on  the 
matter  of  the  division  of  the  question,  and  it  was 
defeated. 

The  vote  on  the  amendment  to  the  original  mo- 
tion was  called  and  by  a 64  to  31  count  was 
adopted. 


entucky  Medical  Association  • December  1970 


857 


The  original  motion  as  amended  was  then  voted 
upon  and  defeated  by  a 23  to  69  margin. 

Mr.  Speaker,  I move  the  adoption  of  the  report 
of  Reference  Committee  No.  6 as  a whole  as 
amended. 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  I wish  to  thank  Mrs.  Sandra  Mur- 
phy for  her  typing  of  this  report,  the  members  of 
the  committee  for  their  attendance  and  help  in  the 
preparation  of  this  report;  and  especially,  I wish  to 
thank  our  legal  counsel,  Mr.  E.  Gaines  Davis,  for 
his  able  assistance  at  this  time. 

REFERENCE  COMMITTEE  NO.  6 
John  F.  Berry,  Jr.,  M.D.,  Lexington,  Chairman 
George  P.  Archer,  M.D.,  Prestonburg 
James  B.  Cox,  M.D.,  Hopkinsville 
Edward  N.  Maxwell,  M.D.,  Louisville 
W.  Vinson  Pierce,  M.D.,  Covington 


floor.  As  no  additional  nominations  were 
received,  it  was  moved  and  seconded  that 
the  nominees  be  elected. 

(Motion  was  carried.) 

Doctor  Harter,  the  President-Elect,  was 
escorted  to  the  podium  and  received  a standing 
ovation. 

The  following  nominations  for  the  office  of 
trustee  and  alternate  trustee  were  submitted 
by  Doctor  Becknell  on  behalf  of  the  various 
district  nominating  committees: 

Second  District  Charles  Kissinger,  M.D., 

Henderson 


Unfinished  Business 


Alternate  Kenneth  M.  Eblen,  M.D., 

Henderson 


Doctor  Greathouse  recognized  William  W. 
Hall,  M.D.,  Chairman  of  the  Board  of  Trus- 
tees, for  the  final  report  of  the  Board  which 
read  as  follows: 

The  KMA  Bylaws  provide  that  the  Judical  Coun- 
cil be  composed  of  five  members,  four  of  these 
members  to  be  elected  by  the  House  of  Delegates 
with  terms  staggered  so  that  one  member  will  be 
elected  each  year.  The  KMA  Secretary,  who  is 
elected  by  the  House,  automatically  serves  as  a 
member  of  the  Council. 

According  to  the  Bylaws,  Chapter  VII,  Section  I, 
“to  be  eligible  for  membership  on  the  Judical  Coun- 
cil, a nominee  shall  posses  at  least  one  of  the  fol- 
lowing qualifications:  (1)  Have  served  one  term  as 
an  officer,  trustee,  or  as  Delegate  to  the  AMA,  or 
(2)  Have  served  five  years  as  a member  of  the 
House  of  Delegates.” 

The  bylaws  provide  that  the  Board  of  Trustees 
shall  nominate  at  least  one  candidate  for  each 
vacancy  and  that  additional  nominations  may  be 
made  from  the  floor. 

The  term  of  John  Dickinson,  M.D.,  Glasgow, 
expires  with  this  meeting.  The  Board  of  Trustees 
has  unanimously  voted  to  nominate  Doctor  Dickin- 
son to  succeed  himself  for  a four-year  term. 

Doctor  Hall  moved  the  adoption  of  this  report. 

(Motion  was  seconded  and  carried.) 


Seventh  District  Thomas  P.  Leonard,  Sr.,  M.D., 

Frankfort 


Alternate 

Ninth  District 

Alternate 
Tenth  District 

Alternate 

Thirteenth  District 
Alternate 


John  P.  Stewart,  M.D., 
Frankfort 

James  C.  Cantrill,  M.D., 
Georgetown 

James  L.  Ferrell,  M.D.,  Paris 

David  A.  Hull,  M.D., 
Lexington 

Irving  F.  Kanner,  M.D., 
Lexington 

J.  Wesley  Johnson,  M.D., 
Ashland 

Arthur  B.  Richards,  M.D., 
Louisa 


The  same  procedure  employed  in  the  elec- 
tion of  the  general  officers  was  followed  in 
the  election  of  the  trustees  and  alternates. 
There  being  no  additional  nominations  from 
the  floor,  the  above-named  nominees  were 
elected. 


Election  of  Officers 


Speaker  Greathouse  called  for  the  Report  of 
the  Nominating  Committee  from  its  Chairman, 
W.  E.  Becknell,  M.D.,  Manchester.  Dr.  Beck- 
nell read  the  following  list  of  nominations  for 
the  positons  noted: 


President-Elect 

(Central) 


John  S.  Harter,  M.D., 
Louisville 


Vice-President 

(Western) 


Richard  F.  Grise,  M.D., , 
Bowling  Green 


AMA  Delegate  J.  Thomas  Giannini,  M.D., 

Louisville 


AMA  Alternate  Charles  G.  Bryant,  M.D., 

Delegate  Louisville 

After  the  presentation  of  each  nomination, 
the  Speaker  called  for  nominations  from  the 


Nominations  for  Kentucky 
Physicians  Mutual,  Inc., 

Board  of  Directors 

The  following  list  of  nominees  for  the 
Board  of  Directors,  Kentucky  Physicians  Mu- 
tual, Inc.,  was  submitted  and  received  for 
information  only. 

George  P.  Archer,  M.D.,  Prestonsburg 
Branham  B.  Baughman,  M.D.,  Frankfort 
W.  K.  Massie,  Jr.,  M.D.,  Lexington 
George  W.  Pedigo,  Jr.  M.D.,  Louisville 
W.  Vinson  Pierce,  M.D.,  Covington 
R.  W.  Robertson,  M.D.,  Paducah 
Charles  B.  Stacy,  M.D.,  Pineville 
William  P.  McElwain,  M.D.,  Frankfort 
Lee  C.  Hess,  M.D.,  Florence 
David  A.  Hull,  M.D.,  Lexington 
Roy  H.  Moore,  Jr.,  M.D.,  Louisville 
Walter  L.  Cawood,  M.D.,  Ashland 
Nicholas  Kavanaugh,  Jr.,  M.D.,  Lexington 
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Election  of  1971 
Nominating  Committee 

The  following  physicians  were  elected  by 
the  House  of  Delegates  to  serve  as  the 
Nominating  Committee  for  the  1971  Annual 
Meeting; 

John  Baird,  M.D.,  Danville 
John  H.  Doyle,  M.D.,  Louisville 
Kenneth  M.  Eblen,  M.D.,  Henderson 
Fred  C.  Rainey,  M.D.,  Elizabethtown 
Carl  H.  Scott,  M.D.,  Lexington 

Secretary  Scheen  asked  for  the  floor  and 
briefly  spoke  on  the  matter  of  the  dues  increase 
approved  by  the  House  of  Delegates.  He 
especially  noted  the  hard  work  done  on  this 
matter  by  the  Past-President,  Henry  B.  As- 
man,  M.D.,  Louisville,  who  willingly  traveled 
across  the  state  to  explain  the  reasons  for  the 
proposed  increase  to  various  county  societies. 

John  C.  Ouertermous,  M.D.,  Murray,  was 
installed  as  President,  the  oath  of  office  being 
administered  by  the  Chairman  of  the  Board 
of  Trustees,  Doctor  Hall.  President  Quer- 
termous  then  presented  the  Past-President’s 


Plaque  to  the  retiring  President,  Walter  L. 
Cawood,  M.D.,  expressing  appreciation  for  his 
service  to  the  Association  on  behalf  of  the 
membership. 

Dr.  Cawood  issued  an  invitation  to  members 
and  guests  to  attend  a reception  in  his  suite 
immediately  following  the  adjournment  of  the 
House. 

As  the  new  President-Elect,  John  S.  Harter, 
M.D.,  briefly  commented  and  thanked  the 
members  for  their  confidence  in  electing  him 
to  this  high  position  and  pledged  his  full  sup- 
port to  the  Association. 

Dr.  Scheen  announced  that  the  Board  of 
Trustees  would  hold  its  reorganizational  meet- 
ing on  Thursday,  12;00  noon.  Parlor  A in  the 
Kentucky  Hotel  and  urged  the  newly  elected 
Board  members  to  attend. 

Speaker  Greathouse  adjourned  the  second 
session  of  the  1970  House  of  Delegates  at 
10:50  p.m.,  thanking  the  delegates  for  their 
diligent  work. 


27th  Auiiual 

MIDWEST  CLINICAL  CONFERENCE 

Wednesday,  Mareli  3 through  Saturday  March  6,  1971 
in  Chicago’s  ALL  NEW 

McCORMICK  PLACE 

• General  Clinical  Sessions  • Specialty  Society  Workshops 

• Clinical  Motion  Pictures  • Socio  Economic  Topics 

• Trauma  Program  • Technical  and  Scientific  Exhibits 

Continuing  Education  For  All  Physicians  in  Every  Specialty 

For  Preliminary  Program  Write: 

CHICAGO  MEDICAL  SOCIETY 
310  South  Michigan  Avenue 
Chicago,  Illinois  60604 
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Definitions 

Article  I.  Name  of  Association 
The  name  and  title  of  this  organization  shall  be  the 
Kentucky  Medical  Association. 

Article  II.  Purpose  of  the  Association 
The  purpose  of  the  Association  shall  be  to  federate 
and  bring  into  compact  organization  the  entire  medi- 
cal profession  of  the  State  of  Kentucky  and  to  unite 
with  similar  associations  in  other  states  to  form  the 
American  Medical  Association,  with  a view  to  the 
extension  of  medical  knowledge;  the  advancement  of 
medical  science  and  charity;  the  evaluation  of  the 
standards  of  medical  education;  the  enactment  and 
enforcement  of  just  medical  laws;  the  promotion  of 
friendly  intercourse  among  physicians  and  the  guard- 
ing and  fostering  of  their  material  interests;  the 
protection  of  the  members  thereof  against  unjust  as- 
saults upon  their  professional  care,  skill  or  integrity; 
and  to  the  enlightenment  and  direction  of  public 
opinion  in  regard  to  the  great  problems  of  state 
medicine  so  that  the  profession  shall  become  more 
capable  and  honorable  within  itself  and  more  useful 
to  the  public  in  the  prevention  and  cure  of  disease 
and  in  prolonging  and  adding  comfort  to  life. 

Article  III.  Component  Societies 
Component  societies  shall  consist  of  those  medical 
societies  which  hold  charters  from  this  Association. 

Article  IV.  Composition  and  Meetings  of  the  Association 
The  Association  shall  consist  of  the  members  of 
the  component  societies,  but  the  House  of  Delegates 
shall  have  authority  to  adopt  such  bylaws  regulating 
the  admission  and  classification  of  members  as  it 
may  deem  advisable.  The  Association  shall  hold  an 
Annual  Meeting  and  such  Special  Meetings  as  may 
be  called  pursuant  to  the  bylaws. 


Article  V.  Officers 

Section  1.  The  officers  of  this  Association  shall  be 
a President,  a President-elect,  a Vice  President,  a 
Secretary,  a Treasurer,  a Speaker  and  Vice  Speaker 
of  the  House  of  Delegates,  a Trustee  and  an  Alter- 
nate Trustee  from  each  district  that  may  be  estab- 
lished; and  such  other  officers  as  may  be  provided 
for  in  the  Bylaws. 

Section  2.  The  eligibility,  duties  and  terms  of  of- 
fice of  all  officers  of  the  Association  shall  be  as 
prescribed  in  the  Bylaws. 

Section  3.  All  officers  shall  serve  until  their  suc- 
cessors have  been  elected  and  installed. 

Section  4.  All  officers  shall  be  elected  by  the  House 
of  Delegates  at  its  Regular  Session  and  shall  take 
office  on  the  last  day  of  the  Annual  Meeting. 


Article  VI.  House  of  Delegates 
Section  1.  The  House  of  Delegates  shall  be  the 
legislative  body  of  the  Association  and  shall  have 
power,  by  a two-thirds  vote  of  all  the  delegates 
present  at  that  session,  to  adopt  bylaws  to  carry  out 
the  provisions  of  this  Constitution  and  to  provide  for 
the  government  of  the  Association  in  any  other  man- 
ner not  inconsistent  with  this  Constitution.  It  shall 
meet  in  Regular  Session  annually  during  the  Annual 
Meeting  of  the  Association,  and  may  be  called  into 
Special  Session  under  such  conditions  as  may  be 
prescribed  in  the  bylaws. 

Section  2.  Delegates  shall  be  members  of  and 
elected  by  component  societies  in  such  manner  as 
may  be  provided  in  the  bylaws.  Officers  of  the  As- 
sociation, Delegates  and  Alternate  Delegates  to  the 
American  Medical  Association,  and  the  five  im- 
mediate Past  Presidents  shall  be  ex  officio  members 
of  the  House  of  Delegates  and  entitled  to  vote. 

Section  3.  The  House  of  Delegates  shall  elect  a 
Speaker  and  a Vice-Speaker,  one  of  whom  shall  pre- 
side during  the  meetings  of  the  House  of  Delegates. 
The  presiding  officer  shall  not  be  entitled  to  a vote 
except  in  the  event  of  a tie. 

Section  4.  The  House  of  Delegates  shall  be  the 
final  judge  as  to  the  qualification  of  its  members. 

Article  VII.  Districts,  Sections  and  District  Societies 
The  House  of  Delegates  shall  divide  the  state  into 
Districts  composed  of  one  or  more  counties,  for  ad- 
ministrative purposes.  It  may  also  provide  for  a di- 
vision of  the  scientific  work  of  the  Association  into 
appropriate  Sections,  and  for  the  organization  of  such 
District  Societies,  composed  exclusively  of  members 
of  component  societies,  as  will  promote  the  best  in- 
terests of  the  profession. 

Arlicia  VIII.  Board  of  Trusloet 
The  House  of  Delegates  shall  make  provision  in 
the  bylaws  for  a Board  of  Trustees  composed  of  one 
Trustee  from  each  District  and  such  of  the  other 
officers  of  the  Association  as  the  House  may  deem 
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appropriate,  which  shall  be  charged  with  the  general 
direction  of  the  Association’s  affairs  during  the 
interim  between  meetings  of  the  House.  The  House 
may  delegate  such  jxtwers  to  the  Board  of  Trustees  as 
are  not  specifically  required  by  this  Constitution  to  be 
exercised  by  the  House,  and  may  limit  the  Board’s 
powers  to  such  extent  as  it  may  determine  to  be  nec- 
essary or  desirable,  provided,  however,  that  in  no 
event  shall  the  Board  of  Trustees  have  power  to  com- 
mit the  Association  to  any  course  of  action  which  is 
contrary  to  or  at  variance  with  any  policy  established 
by  the  House  of  Delegates. 


Article  IX.  Funds  and  Expenses 
The  House  of  Delegates  shall  provide  funds  for 
meeting  the  expenses  of  the  Association  by  such 
methods  and  from  such  sources  as  it  may  select. 
Funds  may  be  appropriated  by  the  House  of  Dele- 
gates to  defray  the  expenses  of  the  annual  session, 
for  publications,  and  for  such  other  purposes  as 
will  promote  the  welfare  of  the  A.s.sociation  and 
the  profession. 


Article  X.  Referendum 

The  membership  of  the  Association,  by  written 
petition  signed  by  not  less  than  10%  of  the  active 
membership,  may  obtain  a referendum  on  any  ques- 
tion pending  before  the  House  of  Delegates.  The 
Secretary,  upon  the  presentation  of  such  a petition  to 
him  shall  cause  the  question  to  be  submitted  to  the 
active  membership  by  mail,  and  if  a majority  of  the 
active  members  shall  signify  its  approval  or  dis- 
approval of  a certain  policy  or  course  of  action  with 
respect  to  the  question  thus  submitted,  the  will  of  the 
majority  shall  determine  the  question  and  shall  be 
binding  upon  the  House  of  Delegates  and  the  As- 
sociation upon  certification  of  the  result  of  the  vote 
by  the  Secretary  to  the  President  and  Board  of 
Trustees. 


Article  XI.  The  Seal 

The  Association  shall  have  a common  Seal  with 
power  to  break,  change  or  renew  the  same  at  pleasure. 


Chapter  I. 
Chapter  II. 

Chapter  111. 
Chapter  IV, 
Chapter  V. 
Chapter  VI. 
Chapter  VII. 
Chapter  VIII, 
Chapter  IX. 
Chapter  X. 
Chapter  XI. 
Chapter  XII. 
Chapter  XIII, 
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Rules  of  Order 
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Amendments 


CHAPTER  I.  MEMBERSHIP 


Section  1.  Membership  in  this  Association  shall  be 
coterminous  with  membership  in  a component  county 
society.  No  physician  shall  be  eligible  for  mernbership 
in  this  Association  unless  he  is  a member,  in  good 
standing  of  a component  society,  nor  may  he  main- 
tain membership  in  a component  county  society 
unless  he  is  a member,  in  good  standing  of  this  As- 
sociation. 


When  a physician  who  meets  the  qualifications 
hereinafter  set  forth,  is  certified  to  the  Secretary  as 
a member  in  good  standing  of  a component  society, 
properly  classified  as  to  type  of  membership,  and 
when  the  dues  pertaining  to  his  membership  classifi- 
cation have  been  received  by  the  Secretary  of  the 
Association,  the  name  of  the  member  shall  be  in- 
cluded in  the  official  roster  of  the  Association  and 
he  shall  be  entitled  to  all  the  privileges  of  his  class 
of  membership.  Provided,  however,  that  members  in 
good  standing  from  other  state  societies  may,  if 
admitted  to  membership  by  a component  society,  be 
accepted  by  KMA  for  membership  without  paying 
dues  for  the  remainder  of  the  calendar  year  in  which 
the  transfer  is  made.  Provided  further,  that  the  Board 
of  Trustees  shall  have  power,  upon  written  applica- 
tion, approved  annually  by  the  county  society  of 
which  the  applicant  is  a member,  to  excuse  any 
member  from  the  payment  of  dues  because  of  finan- 
cial hardship. 


Article  XII.  Amendments 

The  House  of  Delegates  may  amend  any  article  of 
this  Constitution  by  a two-thirds  vote  of  the  delegates 
registered  at  the  Regular  Session,  provided  that  such 
amendment  shall  have  been  presented  in  open  meeting 
at  the  previous  regular  session,  and  that  it  shall  have 
been  sent  officially  to  each  component  county  so- 
ciety at  least  two  months  before  the  session  at  which 
final  action  is  to  be  taken. 


Article  XIII.  Definitions 

Whenever  used  in  this  Constitution,  the  Articles  of 
Incorporation  or  the  Bylaws — 

(a)  “County  society,”  “component  county  so- 
, ciety,”  or  “component  medical  society”  means  “com- 

ponent society.” 

* (b)  “Annual  Meeting”  means  the  annual  three- 

day  meeting  of  the  Association. 

(c)  “Scientific  Sessions”  mean  those  sessions  dur- 
ing the  Annual  Meeting  at  which  scientific  subjects 
are  programmed  and  discussed. 

(d)  “Regular  Session”  means  the  regular  session 
of  the  House  of  Delegates  which  is  held  during  the 
Annual  Meeting. 

I (e)  “Special  Session”  means  a special,  called  meet- 

' ing  or  session  of  the  House  of  Delegates. 

I 


Section  2.  Membership  in  the  Association  shall  be 
divided  into  eight  classes,  to-wit;  Active,  Emeritus, 
Associate,  Inactive,  Student,  Service,  Honorary  and 
Special. 


(a)  Active  Members.  The  active  membership  of 
the  Association  shall  consist  of  the  active  members 
of  the  various  component  medical  societies.  To  be 
eligible  for  active  membership  in  any  component 
society,  the  applicant  must  be  a physician  who 
holds  an  unrestricted  or  limited  license  to  practice 
medicine  and  surgery  in  this  state,  and  who  is  of 
good  moral,  ethical  and  professional  standing. 
Nothing  contained  herein  shall  prevent  a com- 
ponent society  from  requiring  new  members  to 
occupy  provisional  status  for  a reasonable  time 
after  their  admittance  to  membership  under  any 
classification. 


(b)  Emeritus  Members.  Component  societies  may 
elect  as  a member-emeritus  any  doctor  of  medicine 
who  is  70  years  of  age  or  who  has  retired  from 
active  practice  and  who  has  previously  maintained 
active  membership  in  good  standing  in  his  own 
society  for  twenty  years  or  more.  Emeritus  mem- 
bers shall  have  the  right  to  vote  but  shall  not  pay 
dues,  hold  office  or  be  entitled  to  the  benefits  of 
Chapter  VI,  Section  9 of  these  Bylaws.  They  shall 
receive  the  Journal  and  other  publications  of  the 
Association. 
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(c)  Associate  Members.  The  associate  membership 
of  the  Association  shall  consist  of  the  associate 
members  of  the  various  component  medical  socie- 
ties. To  be  eligible  for  associate  membership  in  any 
component  society,  the  applicant  must  qualify 
under  one  or  more  of  the  following  groups: 

( 1 ) Medical  officers  of  the  United  States  Army, 
Navy,  Air  Force,  Veterans  Administration,  Public 
Health  Service,  or  other  governmental  service 
while  on  duty  in  the  State. 

(2)  Interns,  residents  or  teaching  fellows  who 
are  doctors  of  medicine  and  who  have  complied 
with  all  pertinent  regulations  of  the  State  Board 
of  Health. 

(3)  Osteopathic  physicians  who  practice  allo- 
pathic medicine. 

Associate  members  shall  not  have  the  right  to  vote 
nor  to  hold  office,  but  shall  receive  the  Journal  and 
other  publications  of  the  Association. 

(d)  Inactive  Members.  The  inactive  membership  of 
the  Association  shall  consist  of  the  inactive  mem- 
bers of  the  various  component  county  societies. 
Any  doctor  of  medicine  licensed  to  practice  medi- 
cine in  Kentucky  who  is  not  engaged  in  the  practice 
of  medicine  but  who  is  otherwise  eligible  for  active 
membership  in  the  Association  may  be  admitted  to 
inactive  membership  by  any  component  county 
society.  Inactive  members  shall  not  have  the  right 
to  vote  nor  hold  office,  but  shall  receive  the  Journal 
and  other  publications  of  the  Association. 

(e)  Student  Members.  Any  student  in  an  accredited 
medical  school  in  Kentucky  or  any  resident  of 
Kentucky  who  is  a student  in  any  accredited  medi- 
cal school  in  the  United  States  shall  be  eligible 
for  student  membership.  Student  members  shall  not 
have  the  right  to  vote  nor  hold  office.  They  may 
apply  directly  to  the  State  Association  for  mem- 
bership and  be  assigned  to  the  county  society  of 
their  choice.  The  membership  year  for  student 
members  shall  run  from  September  1 to  August  31 
of  each  year. 

(f)  Service  Members.  Members  of  the  Association 
in  good  standing  who  enter  military  service  and 
are  ineligible  for  Associate  membership  shall  be 
classified  as  service  members.  Service  Members 
shall  not  be  required  to  pay  dues.  If  a member 
in  good  standing  enters  service  prior  to  April  1 
and  has  paid  his  dues  for  that  year,  he  shall 
receive  all  publications  and  other  benefits  ap- 
plicable to  his  class  of  membership  in  the  Associa- 
tion and  shall  owe  no  further  dues  until  January  1 
following  his  release.  If  a member  in  good  stand- 
ing enters  service  prior  to  April  1 without  paying 
his  dues  for  that  year,  he  shall  receive  publica- 
tions and  other  benefits  but  shall  owe  the  dues 
applicable  to  his  class  of  membership  immedi- 
ately following  his  release  from  active  duty. 
Members  whose  dues  have  not  been  received  by 
April  1 are  not  in  good  standing. 

(g)  Honorary  Members.  Any  physician  possessed 
of  scientific  attainments  who  is  a member  of  a 
constituent  state  medical  association  and  who  has 
participated  in  the  program  of  the  scientific  ses- 
sion and  who  is  not  a citizen  of  Kentucky  may  by 
unanimous  vote  of  the  House  of  Delegates  be 
elected  to  honorary  membership.  Honorary  mem- 
bers shall  be  entitled  to  the  privileges  of  the 
floor  in  ail  scientific  sessions. 

(h)  Special  Members.  Component  societies  may 
invite  dentists,  pharmacists,  funeral  directors,  or 
other  professional  persons  to  become  special  mem- 
bers. Special  members  shall  have  no  rights  or 
obligations  under  these  Bylaws,  but  may  be  ac- 
corded the  privilege  of  attending  and  participating 


in  the  scientific  meetings  of  the  society,  provided, 
however,  that  a registration  fee  may  be  required 
of  special  members  who  desire  to  attend  the  An- 
nual Meeting  of  the  Association. 

Section  3.  Guests  of  Honor.  Any  distinguished 
physician  not  a resident  of  this  State  may  become  a 
guest  of  honor  during  any  Annual  Meeting  upon 
invitation  of  the  Board  of  Trustees  and  shall  be  ac- 
corded the  privilege  of  participating  in  all  of  the 
scientific  work  of  that  meeting. 

Section  4.  No  person  who  is  finally  convicted  of 
a felony  subsequent  to  September  26,  1968,  shall  be 
eligible  for  membership  in  this  Association  unless 
and  until,  upon  proper  application  to  the  Judicial 
Council,  it  is  determined  that  he  is  morally  and 
ethically  qualified.  Except  as  provided  in  Chapter 
VII.  Section  4 of  these  Bylaws,  no  person  who  is 
under  sentence  of  suspension  or  expulsion  from  any 
component  society  of  this  Association  shall  be  en- 
titled to  any  of  the  rights  or  benefits  of  membership 
of  this  Association. 

Section  5.  Every  new  member  shall  be  required  to 
attend  and  successfully  complete  an  orientation 
course  to  be  presented  at  stated  intervals  by  the 
Board  of  Trustees  or  one  of  its  committees.  The 
form  and  content  of  this  course  shall  be  prescribed 
by  the  Board;  and  unless  excused  by  the  Board  for 
good  cause  shown,  failure  to  attend  and  success- 
fully complete  the  course  within  three  years  after 
the  member  is  first  admitted  to  active  membership 
shall  automatically  revoke  the  delinquent’s  member- 
ship and  terminate  all  of  his  rights  and  privileges 
as  a member;  and  he  shall  thereafter,  for  a period 
of  one  year,  be  ineligible  for  membership  in  any 
component  society  and  shall  not  after  one  year  be 
admitted  to  membership  unless  and  until  he  has 
successfully  completed  the  required  orientation 
course. 


CHAPTER  II.  ANNUAL  AND  SPECIAL  MEETINGS 
OF  THE  ASSOCIATION 

Section  1.  The  Association  shall  hold  its  annual  and 
special  meetings  at  such  times  and  places  as  may  be 
determined  by  the  House  of  Delegates. 

Section  2.  The  Annual  Meeting  shall  consist  of  one 
or  more  scientific  sessions,  at  least  two  meetings  of 
the  House  of  Delegates,  and  such  other  gatherings 
as  may  be  authorized  by  the  Board  of  Trustees.  Each 
scientific  session  shall  be  presided  over  by  the  Presi- 
dent or  in  his  absence  or  disability  or  at  his  request 
by  the  President-Elect  or  such  officers  as  the  Board 
of  Trustees  may  direct.  The  entire  time  of  the 
scientific  sessions,  as  far  as  may  be,  shall  be  devoted 
to  papers  and  discussions  related  to  scientific  medi- 
cine. 

Section  3.  The  name  of  a physician  upon  the  proper- 
ly certified  roster  of  members  or  list  of  delegates  of 
a component  society  which  has  paid  its  annual  assess- 
ment, shall  be  prima  facie  evidence  of  his  right  to 
register  at  any  meeting  of  this  Association. 

Section  4.  Each  member  in  attendance  at  any  meet- 
ing shall  enter  his  name  on  the  registration  book 
indicating  the  component  society  of  which  he  is  a 
member.  When  his  right  to  membership  has  been 
verified  by  reference  to  the  roster  of  the  society,  he 
shall  receive  a badge  which  shall  be  evidence  of  his 
right  to  all  the  privileges  of  membership  at  that  meet- 
ing. No  member  or  delegate  shall  take  part  in  any 
of  the  proceedings  of  any  meeting  until  he  has  com- 
plied with  the  provisions  of  this  section. 
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CHAPTER  III.  THE  HOUSE  OF  DELEGATES 

Section  1.  The  House  of  Delegates  shall  meet  in 
Regular  Session  at  the  time  and  place  of  the  Annual 
Meeting,  and  shall,  insofar  as  is  practicable,  fix  its 
hours  of  meeting  so  as  to  give  delegates  an  opportun- 
ity to  attend  the  scientific  sessions  and  other  proceed- 
ings. Provided,  however,  that  if  the  business  interests 
of  the  Association  and  profession  require,  the  Speaker, 
with  the  consent  of  the  Board  of  Trustees,  may  con- 
vene the  Regular  Session  in  advance  of  the  Annual 
Meeting,  and  the  House  may  remain  in  session  after 
the  final  adjournment  thereof. 

Section  2.  The  House  may  be  called  into  Special 
Session  by  the  President  with  the  approval  of  the 
Board  of  Trustees,  and  a special  session  shall  be 
called  by  the  President  on  the  written  request  of 
delegates  representing  fifty  or  more  component  so- 
cieties. The  purpose  of  all  special  sessions  shall  be 
stated  in  the  call,  and  all  business  transacted  at  any 
such  special  session  shall  be  germane  to  the  stated 
purpose. 

Section  3.  When  a special  session  is  called,  the 
Secretary  shall  mail  a notice  of  the  time,  place,  and 
purpose  of  such  meeting  to  the  last  known  address 
of  each  delegate  at  least  ten  days  before  such  session. 

Section  4.  The  Speaker  shall,  by  virtue  of  his  office, 
be  responsible  for  making  all  arrangements  for  all 
sessions,  regular  or  special,  of  the  House. 

Section  5.  The  members  of  the  House  of  Delegates 
shall  be  elected  by  the  various  component  societies 
in  the  manner  prescribed  in  Chapter  XII  of  these 
Bylaws. 

Section  6.  In  the  event  a component  society  is  not 
represented  at  any  meeting  of  the  House,  the  Speaker 
shall  consult  with  any  officer  of  the  component  so- 
ciety who  is  in  attendance  and,  with  the  approval  of 
the  Credentials  Committee,  may  appoint  any  active 
member  of  such  component  society  who  is  in  at- 
tendance, as  its  alternate  delegate.  If  no  officer  of 
such  society  is  present,  the  Speaker  may  make  the 
appointment  without  consultation,  but  with  the  ap- 
proval of  the  Credentials  Committee.  All  such  ap- 
pointments shall  also  be  subject  to  the  approval  of 
the  House. 

Section  7.  Forty  per  cent  of  the  qualified  delegates, 
as  defined  by  Article  VI  of  the  Constitution,  shall 
constitute  a quorum  and  all  of  the  meetings  of  the 
House  shall  be  open  to  the  members  of  the  Associa- 
tion. The  House  shall  have  the  right  to  go  into  ex- 
ecutive session  whenever  in  its  judgment  such  action 
is  indicated;  except  that  active  members  of  the  Asso- 
ciation shall  have  the  right  to  attend  all  executive 
sessions. 

Section  8,  Each  resolution  introduced  into  the  House 
shall  be  in  writing  and  signed  by  the  author  and 
presented  to  the  Secretary  following  its  introduction. 
If  the  author  be  an  individual  member,  it  shall  be 
signed  by  him.  If  the  author  be  a group  of  members, 
it  shall  be  signed  by  the  authorized  spokesman  for 
that  group.  Immediately  after  the  Delegate  has  intro- 
duced the  Resolution,  it  shall  be  referred  to  the 
proper  Reference  Committee  before  action  thereon  is 
taken. 

Section  9.  No  resolution  shall  be  introduced  in  the 
first  meeting  of  the  House  of  Delegates  by  any  mem- 
ber or  group  of  members  other  than  the  Board  of 
Trustees  unless  a copy  thereof  was  fumisihed  to  the 
Headquarters  Office  at  least  seven  days  prior  to  its 
introduction.  The  only  exception  to  this  shall  be  that 
a resolution  which  has  been  signed  by  ten  or  more 


members  of  the  House  of  Delegates  and  of  which 
there  are  sufficient  printed  copies  to  distribute  to  each 
member  of  the  House  of  Delegates  may  be  received 
for  consideration  by  an  affirmative  vote  of  three- 
fourths  of  the  members  present  and  voting.  No  new 
business  shall  be  introduced  in  the  last  meeting  of  the 
House  without  unanimous  consent,  except  when  pre- 
sented by  the  Board  of  Trustees.  All  new  business  so 
presented  shall  require  the  affirmative  vote  of  three- 
fourths  of  those  delegates  present  and  voting,  for 
adoption. 

Section  10.  The  House  shall  give  diligent  attention 
to  and  foster  the  scientific  work  and  spirit  of  the 
Association,  and  shall  constantly  study  and  strive  to 
make  each  Annual  Meeting  a stepping  stone  to  further 
ones  of  higher  interest. 

Section  11.  It  shall  consider  and  advise  as  to  the 
material  interests  of  the  profession,  and  of  the  public 
in  those  important  matters  wherein  the  public  is 
dependent  upon  the  profession,  and  shall  use  its 
influence  to  secure  and  enforce  all  proper  medical 
and  public  health  legislation,  and  to  diffuse  informa- 
tion in  relation  thereto. 

Section  12.  It  shall  make  careful  inquiry  into  the 
condition  of  the  profession  of  each  county  in  the 
State,  and  shall  have  authority  to  adopt  such  methods 
as  may  be  deemed  most  efficient  for  building  up 
and  increasing  the  interest  in  such  county  societies 
as  already  exist  and  for  organizing  the  profession  in 
counties  where  societies  do  not  exist.  It  shall  especially 
and  systematically  endeavor  to  promote  friendly  inter- 
course between  physicians  of  the  same  locality  and 
shall  continue  these  efforts  until  every  physician  in 
every  county  of  the  State  who  will  agree  to  abide 
by  the  constitution,  bylaws  and  other  rules  and  regula- 
tions of  the  Association  and  the  appropriate  com- 
ponent society,  has  been  brought  under  medical  society 
influence. 

Section  13.  It  shall  encourage  postgraduate  work 
in  medical  centers  as  well  as  home  study  and  research 
and  shall  endeavor  to  have  the  results  of  the  same 
utilized  and  intelligently  discussed  in  the  county  soci- 
eties. 

Section  14.  It  shall  elect  representatives  to  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion in  accordance  with  the  Constitution  and  Bylaws 
of  that  body. 

Section  15.  It  shall,  upon  application,  provide  and 
issue  charters  to  county  societies  organized  in  con- 
formity with  the  Constitution  and  Bylaws  of  this 
Association. 

Section  16.  The  state  shall  be  divided  into  the  fol- 
lowing districts: 

No.  1 — Ballard,  Calloway,  Carlisle,  Fulton,  Graves, 
Hickman,  Livingston,  McCracken,  and  Marshall. 

No.  2 — Daviess,  Hancock,  Henderson,  McLean, 
Ohio,  Union,  and  Webster. 

No.  3 — Caldwell,  Christian,  Crittenden,  Hopkins, 
Lyon,  Muhlenberg,  Todd,  and  Trigg. 

No.  4 — Breckinridge,  Bullitt,  Grayson,  Green,  Har- 
din, Hart,  Larue,  Marion,  Meade,  Nelson,  Taylor, 
and  Washington. 

No.  5 — lefferson. 

No.  6 — Adair,  Allen,  Barren,  Butler,  Cumberland, 
Edmonson,  Logan,  Metcalf,  Monroe,  Simpson,  and 
V/arren. 

No.  7 — Anderson,  Carroll,  Franklin,  Gallatin, 
Grant,  Henry,  Oldham,  Owen,  Shelby,  Spencer,  and 
Trimble. 
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No.  8 — Boone,  Campbell,  and  Kenton. 

No.  9 — Bath,  Bourbon,  Bracken,  Fleming,  Har- 
rison, Mason,  Nicholas,  Pendleton,  Scott,  and  Robert- 
son. 

No.  10 — Fayette,  Jessamine,  and  Woodford. 

No.  1 1 — Clark,  Estill,  Jackson,  Lee,  Madison, 
Menifee,  Montgomery,  Owsley,  Powell,  and  Wolfe. 

No.  12 — Boyle.  Casey,  Clinton,  Garrard.  Lincoln, 
McCreary,  Mercer,  Pulaski,  Rockcastle,  Russell,  and 
Wayne. 

No.  13 — Boyd,  Carter,  Elliott,  Greenup,  Lawrence, 
Lewis.  Morgan,  and  Rowan. 

No.  14 — Breathitt,  Floyd,  Johnson,  Knott,  Letcher, 
Magoffin,  Martin,  Perry,  and  Pike. 

No.  15 — Bell,  Clay,  Harlan,  Knox,  Laurel,  Leslie, 
and  Whitley. 

District  meetings  may  be  held  as  desired,  and  Dis- 
trict Medical  Associations  may  be  organized  as  de- 
sired, according  to  the  districts  outlined  above. 

Section  17.  It  shall  have  authority  to  appoint  com- 
mittees for  special  purposes  from  among  members  of 
the  Association  who  are  not  members  of  the  House 
of  Delegates  and  such  committees  may  report  to  the 
House  of  Delegates  in  person,  and  may  participate  in 
the  debate  thereon. 

Section  18.  Except  as  provided  in  Chapter  VI, 
Section  4,  it  shall  approve  all  memorials  and  resolu- 
tions issued  in  the  name  of  the  Association  before  the 
same  shall  become  effective. 

Section  19.  A digest  of  proceedings  of  the  House 
of  Delegates  shall  be  published  and  distributed  to 
the  membership  annually. 

CHAPTER  IV.  ELECTION  OF  OFFICERS 
AND  DELEGATES  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 

Section  1.  The  President-Elect  and  the  Vice  Presi- 
dent shall  be  elected  for  a term  of  one  year,  the 
President-Elect  succeeding  to  the  presidency  at  the 
expiration  of  his  term  as  President-Elect.  The  Vice 
President  shall  be  elected  from  the  same  general  area 
in  which  the  president  resides.  Delegates  to  the  AMA 
and  their  alternates  shall  be  elected  for  terms  of  two 
years.  The  Speaker  of  the  House  of  Delegates,  the 
Vice  Speaker,  the  Secretary,  and  the  Treasurer  shall 
be  elected  for  terms  of  three  years,  but  no  member 
shall  be  eligible  for  election  to  more  than  two  con- 
secutive full  terms  as  Secretary  or  Treasurer.  Trustees 
and  their  Alternates  shall  be  elected  for  terms  of 
three  years  and  Trustees  shall  be  limited  to  serving 
for  not  more  than  two  consecutive  full  terms.  The 
terms  of  the  Trustees  and  their  Alternates  shall 
coincide  and  be  so  arranged  that  one-third  of  the 
terms  expire  each  year,  insofar  as  possible,  provided, 
however,  that  nothing  contained  herein  shall  preclude 
an  Alternate  Trustee  from  serving  two  full  terms  as 
a Trustee.  No  member  shall  be  eligible  for  the  of- 
fice of  President,  President-Elect,  Vice  President, 
Speaker  or  Vice  Speaker  of  the  House  of  Delegates, 
Trustee  or  Alternate  Trustee  who  has  not  been  an 
active  member  of  the  Association  for  at  least  five 
years. 

Section  2.  During  the  last  meeting  of  the  regular 
session  of  the  House  of  Delegates,  the  Speaker  of 
the  House  of  Delegates  shall  submit  to  the  members 
of  the  House  of  Delegates  a list  of  ten  names  from 
which,  by  ballot,  the  House  of  Delegates  shall  select 
five  members  to  serve  as  the  Nominating  Committee 


for  the  next  year.  The  five  names  receiving  the 
most  votes  shall  form  the  committee.  The  committee 
shall  select  one  of  its  members  as  chairman  at  an 
organization  meeting  held  during  the  Interim  Meet- 
ing, or  at  some  other  appropriate  place  designated  by 
the  Board  of  Trustees  at  least  four  months  before 
the  Annual  Meeting.  The  committee,  in  addition  to 
such  other  meetings  as  it  may  choose  to  hold,  shall 
schedule  an  open  meeting  immediately  after  the  close 
of  the  first  meeting  of  the  House  at  each  Annual 
Meeting.  This  open  meeting  shall  be  held  in  the 
meeting  place  of  the  House  of  Delegates,  shall  re- 
ceive broad  publicity,  and  those  who  have  business 
to  discuss  with  the  committee  shall  have  a hearing. 
Before  noon  of  the  following  day,  the  committee 
shall  post  on  a bulletin  board  near  the  entrance  to  the 
hall  in  which  the  Annual  Meeting  is  being  held,  its 
nominations  for  each  office  to  be  filled,  and  shall 
formally  present  said  nominations  to  the  House  at 
the  time  of  the  election.  Additional  nominations  may 
be  made  from  the  floor  by  submitting  the  nomina- 
tions without  discussion  or  comment.  Vacancies  oc- 
curring on  the  Nominating  Committee  by  virtue  of 
death,  resignation,  or  disability,  shall  be  filled  by 
appointment  of  the  Speaker. 

Section  3.  The  election  of  officers  and  delegates  to 
the  AMA  and  their  alternates  shall  be  held  at  the 
second  meeting  of  the  regular  session  of  the  House 
of  Delegates. 

Section  4.  All  elections  shall  be  by  secret  ballot, 
and  a majority  of  the  votes  cast  shall  be  necessary  to 
elect,  provided,  however,  that  when  there  are  more 
than  two  nominees,  the  nominee  receiving  the  least 
number  of  votes  on  the  first  ballot  shall  be  dropped 
and  the  balloting  shall  continue  in  like  manner  until 
an  election  occurs. 

Section  5.  Any  member  known  to  have  directly  or 
indirectly  solicited  votes  for,  or  sought  any  office 
within  the  gift  of  the  Association  shall  be  ineligible 
for  any  office  for  two  years. 

Section  6.  The  Delegates  representing  the  counties 
in  each  District  form  the  Nominating  Committee  for 
the  purpose  of  nominating  a Trustee  and  an  Alter- 
nate Trustee  for  the  District  concerned.  This  com- 
mittee shall  hold  a well-publicized  meeting  open  to 
all  active  members  of  the  District  concerned  who 
are  in  attendance  at  the  Annual  Meeting  for  the 
purpose  of  discussing  the  nomination  of  the  Trustee 
and  his  Alternate  to  serve  the  District.  Additional 
nominations  may  be  made  from  the  floor  when  the 
Nominating  Committee  makes  its  report  to  the  House 
of  Delegates. 


CHAPTER  V.  DUTIES  OF  OFFICERS 

Section  1 . Except  as  provided  in  Chapter  II,  Sec- 
tion 2 hereof,  the  President  shall  preside  at  all 
scientific  sessions  of  the  Association  and  shall  ap- 
point all  committees  not  otherwise  provided  for.  He 
shall  deliver  an  annual  address  at  such  time  as  may 
be  arranged  and  shall  perform  such  duties  as  custom  'f 

and  parliamentary  usage  may  require.  He  shall  be  i 

the  real  head  of  the  profession  in  the  State  during  | 

his  term  of  office  and  so  far  as  practicable,  shall  j 

visit  or  cause  to  be  visited  on  his  behalf,  the  various  I 

sections  of  the  State  and  assist  the  Trustees  in  build-  | 

ing  up  the  county  societies  and  in  making  their  work  I 

more  practical  and  useful.  He  shall  be  reimbursed 
for  his  reasonable  and  necessary  travel  expense  in- 
curred in  the  performance  of  his  duties  as  President. 
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Section  2.  The  President-Elect  shall  assist  the  Presi- 
dent in  visitation  of  county  and  other  meetings.  He 
shall  become  president  of  the  Association  at  the  next 
Annual  Meeting  following  his  election  as  president- 
elect. In  the  event  of  his  death  or  resignation,  or  if 
he  becomes  permanently  disqualified  or  disabled,  his 
successor  shall  be  elected  by  the  House  of  Delegates 
and  shall  be  installed  as  President  of  the  Association 
at  its  next  regular  session. 

Section  3.  The  Vice  President  shall  assist  the  Presi- 
dent in  the  discharge  of  his  duties,  and  shall  perform 
such  other  duties  as  may  be  prescribed  by  the  Board 
of  Trustees.  In  the  event  of  a vacancy  in  the  office  of 
the  President,  the  Vice  President  shall  succeed  to 
the  office  of  the  President. 

Section  4.  The  President-Elect  and  the  Vice-Presi- 
dent, when  acting  for  and  in  behalf  of  the  President, 
may  be  reimbursed  for  their  reasonable  and  neces- 
sary travel  expenses  incurred  in  the  performance  of 
their  duties  in  such  amounts  as  may  be  available 
out  of  the  sum  appropriated  in  the  annual  budget 
for  traveling  expenses. 

Section  5.  The  Speaker  of  the  House  shall  preside 
at  all  meetings  of  the  House  of  Delegates.  He  shall  ap- 
point all  committees  of  the  House  of  Delegates  with 
the  approval  of  the  House  of  Delegates.  He  shall  be  a 
non-voting  member  of  said  committees,  and  shall  per- 
form such  other  duties  as  custom  and  parliamentary 
usage  may  require. 

Section  6.  The  Vice  Speaker  shall  assume  the  duties 
of  the  Speaker  in  his  absence  and  shall  assist  the 
speaker  m the  performance  of  his  duties.  In  the  event 
of  the  death,  disability,  resignation,  or  removal  of  the 
Speaker,  the  Vice  Speaker  shall  automatically  become 
Speaker  of  the  House  of  Delegates. 

Section  7.  The  Secretary  shall  advise  the  Execu- 
tive Director  in  all  secretarial  matters  of  this 
Association  and  shall  act  as  the  corporate  secretary 
insofar  as  the  execution  of  official  documents  or 
institution  of  official  actions  are  required.  He  shall 
perform  such  duties  as  are  placed  upon  him  by  the 
Constitution  and  Bylaws. 

Section  8.  The  Treasurer  shall  demand  and  receive 
all  funds  due  the  Association,  including  bequests  and 
donations.  He  shall,  if  so  directed  by  the  House  of 
Delegates,  sell  or  lease  any  real  estate  belonging  to 
the  Association  and  execute  the  necessary  papers  and 
shall,  subject  to  such  direction,  have  the  care  and  man- 
agement of  the  fiscal  affairs  of  the  Association.  All 
vouchers  of  the  Association  shall  be  signed  by  the 
Secretary  or  the  Executive  Director  and  shall  be 
countersigned  by  the  Treasurer  of  the  Association. 
Under  unusual  circumstances,  when  one  or  more  of 
the  above-named  officials  are  not  readily  available,  the 
President  or  the  Chairman  of  the  Board  of  Trustees 
is  authorized  to  sign  the  vouchers,  provided  that  in 
any  event  all  vouchers  of  the  Association  shall  bear  a 
signature  and  a counter-signature.  All  five  officials 
shall  be  required  to  give  bond  in  an  amount  to  be 
determined  by  the  Board  of  Trustees.  The  Treasurer 
shall  report  the  operations  of  his  office  annually  to  the 
House  of  Delegates,  via  the  Board  of  Trustees,  and 
shall  truly  and  accurately  account  for  all  funds  be- 
longing to  the  Association  and  coming  into  his  hands 
during  the  year.  His  accounts  shall  be  audited  annu- 
ally by  a certified  public  accountant  appointed  by  the 
Board  of  Trustees. 


CHAPTER  VI.  BOARD  OF  TRUSTEES 

Seciion  1.  The  Board  of  Trustees  shall  be  the 
executive  body  of  the  House  of  Delegates  and  be- 
tween sessions  of  the  House  of  Delegates  shall  exer- 
cise the  powers  conferred  upon  the  House  of  Dele- 
gates by  the  Constitution  and  Bylaws.  The  Board  of 
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Trustees  shall  consist  of  the  duly  elected  Trustees  and 
the  President,  the  President-Elect,  the  Vice- 
President,  the  immediate  Past-President,  the  Speaker, 
and  Vice-Speaker  of  the  House  of  Delegates,  the 
isecretary,  the  Treasurer,  and  the  Delegates  to  the 
.American  Medical  Association.  The  Executive  Com- 
mittee of  the  Board  of  Trustees  shall  consist  of  the 
President,  the  Vice  President,  the  President-Elect, 
the  Secretary,  the  Chairman  of  the  Board  of  Trustees, 
the  Vice  Chairman  of  the  Board  of  Trustees,  and 
two  trustees  to  be  elected  annually  by  the  Board 
of  Trustees.  A majority  of  the  full  Board,  to-wit,  14, 
and  a majority  of  the  full  Executive  Committee, 
to-wit,  4,  shall  constitute  a quorum  for  the  trans- 
action of  all  business  by  either  body.  Between  sessions 
of  the  Board,  the  Executive  Committee  shall  exer- 
cise all  of  the  powers  belonging  to  the  Board  except 
those  powers  specifically  reserved  by  the  Board  to 
itself. 

Section  2.  The  Board  shall  meet  daily,  or  as  re- 
quired, during  the  Annual  Meeting  of  the  Association 
and  at  such  other  times  as  necessity  may  require, 
subject  to  the  call  of  the  Chairman  or  on  petition  of 
three  Trustees.  It  shall  meet  on  the  last  day  of  the 
Annual  Meeting  for  reorganization  and  for  the  out- 
lining of  the  work  for  the  ensuing  year.  It  shall, 
through  its  Chairman,  make  an  annual  report  to  the 
House  of  Delegates  at  such  time  as  may  be  pro- 
vided, which  report  shall  include  an  audit  of  the 
accounts  of  the  Treasurer  and  other  agents  of  this 
Association  and  which  shall  also  specify  the  character 
and  cost  of  all  the  publications  of  the  Association 
during  the  year,  and  the  amounts  of  all  other  property 
belonging  to  the  Association,  or  under  its  control, 
with  such  suggestions  as  it  may  deem  necessary. 
By  accepting  or  rejecting  this  report,  the  House  may 
approve  or  disapprove  the  action  of  the  Board  of 
Trustees  in  whole  or  in  part,  with  respect  to  any 
matter  reported  upon  therein.  In  the  event  of  a 
vacancy  in  any  office  other  than  that  of  President, 
the  Board  may  fill  the  same  until  the  annual  election. 

Section  3.  Each  Trustee  shall  be  organizer,  peace- 
maker and  censor  for  his  district.  He  shall  hold  at 
least  one  district  meeting  each  year  for  the  exchange 
of  views  on  problems  relating  to  organized  medicine 
and  for  postgraduate  scientific  study.  The  necessary 
traveling  expenses  incurred  by  a Trustee  in  the  line 
of  his  duties  herein  imposed  may  be  paid  by  the 
Treasurer  upon  a proper  itemized  statement,  but 
this  shall  not  be  construed  to  include  his  expenses 
in  attending  the  Annual  Meeting  of  the  Association. 

Section  4.  The  Board  shall  have  the  authority  to 
communicate  the  views  of  the  profession  and  of  the 
Association  in  regard  to  health,  sanitation,  and  other 
important  matters,  to  the  public  and  press. 

Section  5.  The  Journal  of  the  Kentucky  Medi- 
cal Association  shall  be  the  official  organ  of  the 
Association  and  shall  be  published  under  the  super- 
vision of  the  Board.  The  Editor  of  the  Journal  shall 
be  elected  by  the  Board.  All  money  received  by  the 
Journal  or  by  any  member  of  its  staff  on  its  behalf, 
shall  be  paid  to  the  Treasurer  on  the  first  of  each 
month.  The  Board  shall  provide  for  and  superintend 
the  publication  and  distribution  of  all  proceedings, 
transactions,  and  memoirs  of  the  Association,  and 
shall  have  authority  to  appoint  such  assistants  to  the 
Editor  as  it  deems  necessary. 

Section  6.  All  commercial  exhibits  during  the  An- 
nual Meeting  shall  be  within  the  control  and  direction 
of  the  Board. 

Section  7,  In  the  event  of  the  death,  resignation, 
removal  or  disability  of  a Trustee,  between  sessions 
of  the  House  of  Delegates,  the  Alternate  Trustee 
shall  succeed  to  the  office  of  Trustee.  In  case  of  dis- 
ability, the  Alternate  shall  serve  until  the  disability 
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is  removed  or  the  Trustee’s  term  expires,  and  in  the 
absence  of  the  Trustee,  the  Alternate  Trustee  shall 
vote  in  his  place  and  stead. 

Section  8.  The  Association,  upon  the  request  of  any 
member  in  good  standing  who  is  a defendant  in  a 
professional  liability  suit,  will  provide  such  member 
with  the  consultative  service  of  competent  legal  coun- 
sel selected  by  the  Secretary  acting  under  the  general 
direction  of  the  Executive  Committee.  In  addition, 
the  Association  may,  upon  application  to  the  Board 
outlining  unusual  circumstances  justifying  such  ac- 
tion, provide  such  member  with  the  services  of  an 
attorney  selected  by  the  Board  to  defend  such  suit 
through  one  court. 

Section  9.  The  Board  shall  employ  an  Executive 
Director  whose  principal  duty  shall  be  to  carry  out 
and  execute  the  policies  established  by  the  House  of 
Delegates  and  the  Board.  His  compensation  shall  be 
fixed  by  the  Board.  The  Executive  Director  shall  act 
as  general  administrative  officer  and  business  manager 
of  the  Association  and  shall  perform  all  administra- 
tive duties  necessary  and  proper  to  the  general  man- 
agement of  the  Headquarters  Office,  except  those 
duties  which  are  specifically  imposed  by  the  Constitu- 
tion and  Bylaws  upon  the  officers,  committees,  coun- 
cils and  other  representatives  of  the  Association.  He 
shall  refer  to  the  various  elected  officials  all  admin- 
istrative questions  which  are  properly  within  their 
jurisdiction. 

He  shall  attend  the  Annual  Meeting,  the  meetings 
of  the  House  of  Delegates,  the  meetings  of  the  Board, 
as  many  of  the  committee  and  council  meetings  as 
possible,  and  shall  keep  separately  the  records  of 
their  respective  proceedings.  He  shall,  at  all  times, 
hold  himself  in  readiness  to  advise  and  aid,  so  far 
as  is  possible  and  practicable,  all  officers,  committees, 
and  councils  of  the  Association  in  the  performance 
of  their  duties  and  in  the  furtherance  of  the  purposes 
of  the  Association.  He  shall  be  allowed  traveling  ex- 
penses to  the  extent  approved  by  the  Board. 

He  shall  be  the  custodian  of  the  general  papers  and 
records  of  the  Association  (including  those  of  the 
Treasurer)  and  shall  conduct  the  official  correspond- 
ence of  the  Association.  He  shall  notify  all  members 
of  meetings,  officers  of  their  election,  and  committees 
and  councils  of  their  appointment  and  duties. 

He  shall  account  for  and  promptly  turn  over  to 
the  Treasurer  all  funds  of  the  Association  which  come 
into  his  hands.  It  shall  be  his  duty  to  receive  all  bills 
against  the  Association,  to  investigate  their  fairness 
and  correctness,  to  prepare  vouchers  covering  the 
same,  and  to  forward  them  to  the  Treasurer  for  ap- 
propriate action.  He  shall  keep  an  account  with  the 
component  societies  of  the  amounts  of  their  assess- 
ments, collect  the  same,  and  promptly  turn  over  the 
proceeds  to  the  Treasurer.  He  shall,  within  thirty 
days  preceding  each  Annual  Meeting,  submit  his 
financial  books  and  records  to  a certified  public  ac- 
countant, approved  by  the  Board,  whose  report  shall 
be  submitted  to  the  House  of  Delegates. 

He  shall  keep  a record  of  all  physicians  in  the 
State  by  counties,  noting  on  each  his  status  in  rela- 
tion to  his  county  society,  and  upon  request  shall 
transmit  a copy  of  this  list  to  the  American  Medical 
Association. 

He  shall  act  as  Managing  Editor,  or  otherwise 
supervise  the  publication  of  The  Journal  of  the 
Kentucky  Medical  Association  and  such  other  publi- 
cations as  may  be  authorized  by  the  House  of  Dele- 
gates, under  the  guidance  and  direction  of  the  Board. 

He  shall  perform  such  additional  duties  as  ma> 
be  required  by  the  House  of  Delegates,  the  Board, 
or  the  President,  and  shall  employ  such  assistants  as 
the  Board  may  direct.  He  shall  serve  at  the  pleasure 


of  the  Board,  and  in  the  event  of  his  death,  resigna- 
tion, or  removal,  the  Board  shall  have  the  power  to 
fill  the  vacancy.  From  time  to  time,  or  as  directed  by 
the  Board,  he  shall  make  written  reports  to  the  Board 
and  House  of  Delegates  concerning  his  activities  and 
those  of  the  Headquarters  Office. 


CHAPTER  VII.  DISCIPLINE  — THE 
JUDICIAL  COUNCIL 

Section  1.  There  is  hereby  created  a Judicial  Council 
composed  of  the  Secretary  of  the  Association  and 
four  members  to  be  elected  by  the  House  of  Dele- 
gates for  terms  of  four  years  each.  One  member  shall 
be  elected  from  each  of  the  traditional  eastern,  west- 
ern, and  central  districts,  and  one  member  from  the 
state  at  large.  Members  of  the  first  Judicial  Council 
shall  be  elected  for  terms  of  one,  two,  three,  and  four 
years,  respectively  so  that  thereafter,  one  member  will 
be  elected  each  year.  The  Council  shall  annually 
elect  a chairman. 

To  be  eligible  for  membership  on  the  Judicial 
Council,  a nominee  shall  possess  at  least  one  of  the 
following  qualifications:  (1)  Have  served  one  term 
as  an  officer,  trustee,  or  as  Delegate  to  the  AMA 
or  (2)  Have  served  five  years  as  a member  of  the 
House  of  Delegates. 

It  shall  be  the  duty  of  the  Board  of  Trustees  to 
nominate  at  least  one  candidate  for  each  vacancy  on 
the  Judicial  Council,  but  additional  nominations  may 
be  made  from  the  floor.  Vacancies  which  occur  be- 
tween Regular  Sessions  of  the  House  of  Delegates, 
shall  be  filled  by  the  Board  of  Trustees.  No  member, 
other  than  the  Secretary,  shall  serve  more  than  two 
consecutive  terms. 

Section  2.  The  Judicial  Council  shall  be  the  Board 
of  Censors  of  the  Association.  It  shall  be  the  final 
arbiter  of  all  questions  involving  the  right  and  stand- 
ing of  members,  whether  in  relation  to  other  mem- 
bers, to  the  component  societies,  or  to  this  Associa- 
tion. All  questions  of  an  ethical  nature  brought  be- 
fore the  House  of  Delegates  shall  be  referred  to  the 
Judicial  Council  without  discussion.  A member  who 
has  been  convicted  of  a felony  or  of  any  violation  of 
the  Medical  Practice  Act,  or  who  violates  any  of  the 
provisions  of  the  constitution,  bylaws,  or  any  rule  or 
regulation  of  this  Association,  or  the  Principles  of 
Ethics  of  the  American  Medical  Association  shall  be 
liable  to  censure,  fine,  suspension,  or  expulsion  upon 
order  of  the  Judicial  Council.  Provided,  however,  that 
if  in  addition  to  discipline  by  the  Association,  the 
Judicial  Council  shall  be  of  the  opinion  that  the 
offending  member’s  license  to  practice  medicine 
should  be  revoked,  it  shall  report  this  to  the  Board 
of  Trustees  as  a recommendation  that  the  Board 
refer  the  matter  to  the  State  Board  of  Health  for 
mis  purpose. 

Upon  the  complaint  of  any  member  or  aggrieved 
individual  involved,  the  Judicial  Council  may  initiate 
disciplinary  proceedings  against  any  member,  and  may 
intervene  in  or  supersede  county,  individual  trustee,  or 
district  disciplinary  proceedings,  whenever  in  its  sole 
judgment  and  opinion,  a disciplinary  matter  is  not 
being  bandied  in  an  expeditious  manner,  and  may 
render  a decision  therein.  In  all  cases  in  which  the  As- 
sociation, rather  than  a member  or  aggrieved  indi- 
vidual, appears  to  be  the  real  party  in  interest,  the 
Judicial  Council  may  refer  the  complaint  to  the  Board 
of  Trustees  for  a determination  as  to  whether  prob- 
able cases  for  disciplinary  action  exist.  If  the  Board 
of  Trustees  resolves  this  question  in  the  affirmative, 
it  shall  so  charge  the  respondent,  and  a representative 
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of  the  Board  shall  thereupon  be  responsible  for  pre- 
senting the  evidence  in  support  of  such  charge  at  any 
hearing  held  thereon. 

In  all  proceedings  of  the  Judicial  Council,  the  due 
process  requirements  of  reasonable  notice  and  a full 
and  fair  hearing  shall  be  observed.  No  recommended 
disciplinary  decision  of  an  individual  trustee  or  any 
district  grievance  committee  shall  become  effective 
unless  and  until  approved  by  the  Judicial  Council. 

Section  3.  It  shall  Consider  all  appeals  from  the 
recommended  decisions  of  individual  trustees  and 
District  Grievance  Committees.  In  the  case  of  ap- 
peals from  the  decisions  of  individual  trustees,  the 
Judicial  Council  may  admit  such  oral  or  written  evi- 
dence as  in  its  judgment  will  best  and  most  fairly 
present  the  facts,  but  all  appeals  from  the  recom- 
mended decisions  of  District  Grievance  Committees 
shall  be  considered  on  the  record  made  before  such 
committee.  It  shall  be  the  duty  of  the  Secretary  to 
notify  the  parties  with  respect  to  its  disposition  of 
each  case. 

Section  4.  The  Judicial  Council  may  hear  appeals 
from  the  disciplinary  orders  of  component  societies. 
Provided,  however,  that  such  appeals  shall  be  con- 
sidered on  the  record  made  before  the  component 
societies. 

Section  5.  Efforts  toward  conciliation  and  compro- 
mise shall  precede  the  hearing  of  all  disciplinary 
cases,  but  the  decision  of  the  Judicial  Council  shall 
be  final. 

Section  6.  Component  societies  are  encouraged  to 
create  suitable  disciplinary  procedures  which  guaran- 
tee due  process,  and  to  dispose  of  all  disciplinary 
problems  which  come  to  their  attention.  It  is  recog- 
nized. however,  that  it  may  not  be  feasible  for  some 
societies  to  do  so.  and  the  District  Grievance  Com- 
mittees hereinafter  created,  are  designed  to  meet  the 
needs  of  county  societies  which  are  without  a func- 
tioning grievance  committee. 

Section  7.  The  trustee  of  each  district  is  herebv  de- 
signated the  chairman  of  his  District  Grievance  Com- 
rnitfee.  The  Judicial  Council  shall  designate  two  addi- 
tional trustees  from  districts  adjoining  that  of  the 
chairman,  and  the  three  tnistees  thus  selected  shall 
constitute  the  District  Grievance  Committee.  All 
erievances  which  cannot  be  resolved  bv  individual 
trustees,  shall  be  referred  to  the  local  grievance 
committee  or  the  district  grievance  committee  for  the 
district  in  which  the  respondent  physician  or  county 
society  resides. 

Section  8.  District  Grievance  Committees  shall  in- 
vestigate every  grievance  coming  to  their  attention, 
taking  care  that  the  physician  complained  of  shall 
have  ample  opportunity  to  respond  to  the  complaint. 
If.  after  careful  investigation,  the  complaint  appears 
to  be  without  merit,  the  committee  shall  so  report 
to  the  Judicial  Council,  including  sufficient  facts  in 
its  report  to  enable  the  Judicial  Council  to  form  its 
own  conclusions. 

If  the  District  Grievance  Committee’s  investiga- 
tion indicates  that  the  member  may  be  a proper 
subject  of  disciplinary  action,  the  committee  shall, 
upon  reasonable  notice,  hold  a hearing  at  which  the 
complainant  and  the  respondent  shall  be  entitled  to 
be  represented  by  counsel,  to  present  the  testimony  of 
witnesses  in  his  tehalf,  and  to  cross-examine  witnesses 
against  him.  All  testimony  shall  be  under  oath  and 
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shall  be  recorded  by  a competent  reporter  at  the  ex- 
pense of  the  Association,  but  shall  not  be  transcribed 
unless  and  until  an  appeal  is  taken  as  hereinafter  pro- 
vided. 

When  all  of  the  testimony  has  been  heard  and 
all  evidence  received,  the  committee  shall  make 
written  findings  and  recomendations  which  it  shall 
transmit  to  the  Judicial  Council,  furnishing  copies 
thereof  to  the  parties. 

Section  9.  Any  party  aggrieved  by  the  findings  or 
recommendations  of  the  committee,  may,  within  30 
days,  appeal  to  the  Judicial  Council.  Appeals  shall 
be  taken  by  filing  with  the  Secretary  a copy  of  the 
entire  record  made  before  the  District  Grievance 
Committee  (including  a transcript  of  the  testimony, 
procured  at  the  appellant’s  expense)  together  with  a 
written  statement  of  appeal  pointing  out  in  detail 
wherein  the  committee  has  erred,  and  directing  the 
attention  of  the  Judicial  Council  to  those  portions  of 
the  transcript  upon  which  he  relies,  provided,  how- 
ever. that  the  Judicial  Council  may  extend  the  time 
in  which  the  transcript  must  be  filed,  upon  request 
made  within  the  initial  thirty-day  period. 

CHAPTER  VIII.  COMMIHEES  AND  COMMISSIONS 

Section  1.  The  Board  of  Trustees  shall  have  authori- 
ty from  time  to  time  to  appoint,  fix  the  duties  of,  and 
abolish  such  standing  committees  and  commissions  as 
it  deems  necessary  or  desirable  to  assist  it  in  carrying 
on  the  Association’s  activities  in  the  fields  of  business 
and  scientific  meetings,  medical  education  and  hos- 
pitals, leeislation,  medical  services,  communications 
and  public  service,  and  governmental  medical  serv- 
ices. 

Section  2.  The  Executive  Committee  shall  serve  as 
the  nominating  committee  for  all  standing  committee 
and  commission  appointments,  but  the  trustees  may 
make  additional  nominations.  When  the  Executive 
Committee  sits  as  such  nominating  committee,  the 
President-Elect  shall  serve  as  Chairman. 

Section  3.  The  President,  with  the  advice  and  con- 
sent of  the  Chairman  of  the  Board  of  Trustees,  may 
appoint  temporary,  ad  hoc  committees  to  perform 
specified  functions.  All  such  committees  shall  expire 
at  the  end  of  the  term  of  the  President  by  whom  ap- 
pointed. 

Section  4.  No  committee  or  commission  shall  have 
power  or  authority  to  fix  or  determine  Associational 
policy  or  to  commit  the  Association  to  any  course  of 
action,  such  powers  being  expressly  reserved  to  the 
House  of  Delegates  and  the  Board  of  Trustees. 

CHAPTER  IX.  ASSESSMENTS  AND  EXPENDITURES 

Section  1.  The  annual  dues  for  membership  in 
this  Association  shall  be  as  follows:  (1)  Active 
Members  $130,  except  that  the  dues  for  new  mem- 
bers entering  practice  for  the  first  time  shall  be  $80 
per  year  for  the  first  three  full  years  of  practice; 
(2)  Emeritus  Members,  no  dues;  (3)  Associate 
Members,  $10;  (4)  Inactive  Members,  $10;  (5) 
Student  Members,  $1;  (6)  Service  Members,  no 
dues;  (7)  Special  Members,  no  dues.  Dues  fixed  by 
these  Bylaws  shall  constitute  assessments  against  the 
component  societies.  The  Secretary  of  each  compo- 
nent society  shall  forward  its  assessments  together 
with  its  properly  classified  roster  of  all  officers  and 
members,  list  of  delegates,  and  list  of  non-affiliated 
physicians  of  the  county  to  the  Secretary  of  this 
Association  as  of  the  first  day  of  January  each  year. 

867 


Section  2.  Any  component  society  which  fails  to 
pay  its  assessments,  or  make  the  report  as  required, 
on  or  before  the  first  day  of  April  in  each  year,  shall 
be  held  as  suspended  and  none  of  its  members  or 
delegates  shall  be  permitted  to  participate  in  any  of 
the  business  or  proceedings  of  the  Association  or  of 
the  House  of  Delegates  until  such  requirements  have 
been  met. 

Section  3.  All  motions  and  resolutions  appropriat- 
ing money  shall  specify  a definite  amount  or  so 
much  thereof  as  may  be  necessary  for  the  purpose, 
and  must  have  prior  approval  of  the  Board  of  Trus- 
tees before  they  can  become  effective.  No  motion 
or  resolution,  the  adoption  of  which  would  require  a 
substantial  expenditure  of  funds,  shall  be  considered 
by  the  House  of  Delegates  unless  the  funds  have 
been  budgeted  or  are  provided  by  the  motion  or 
resolution. 


CHAPTER  X.  RULES  OF  CONDUCT 

The  principles  set  forth  in  the  Principles  of  Ethics 
of  the  American  Medical  Association,  together  with 
the  Constitution  and  Bylaws  of  the  Association  and 
all  duly  adopted  resolutions  of  the  House  of  Dele- 
gates. shall  govern  the  conduct  of  members  in  their 
relation  to  each  other  and  to  the  public. 


CHAPTER  XI.  RULES  OF  ORDER 

The  deliberations  of  this  Association  shall  be  gov- 
erned by  parliamentary  usage  as  contained  in  Robert’s 
Rules  of  Order,  unless  otherwise  determined  by  a 
vote  of  its  respective  bodies. 


CHAPTER  XII.  COUNTY  SOCIETIES 

Section  1.  Except  as  provided  in  Section  3 of  this 
Chapter,  all  county  medical  societies  in  this  State 
which  have  adopted  principles  of  organization  not  in 
conflict  with  this  Constitution  and  Bylaws  shall, 
upon  application  to  the  House  of  Delegates,  receive 
a charter  from  and  become  a component  part  of 
this  Association. 

The  House  of  Delegates  shall  have  authority  to 
revoke  the  charter  of  any  component  society  whose 
actions  are  in  conflict  with  the  letter  or  spirit  of 
this  Constitution  and  Bylaws. 

Section  2.  As  rapidly  as  can  be  done  after  the 
adoption  of  this  Constitution  and  Bylaws,  a medical 
society  shall  be  organized  in  every  county  in  the  state 
in  which  no  component  society  exists,  and  charters 
shall  be  issued  thereto. 

Section  3.  Only  one  component  society  shall  be 
chartered  in  any  county.  Membership  in  the  compo- 
nent society  thus  created  shall  entitle  the  members 
thereof  to  all  the  rights  and  benefits  of  membership 
in  the  Kentucky  Medical  Association. 

Section  4.  In  sparsely  settled  sections  two  or  more 
component  societies  may  join  for  scientific  programs, 
the  election  of  officers,  and  such  other  matters  as 
they  may  deem  advisable.  The  component  societies 
thus  combined  shall  not  lose  any  of  their  privileges 
or  representation.  The  active  members  of  each  com- 
ponent society  shall  annually  elect  at  least  a Secre- 
tary and  a Delegate  for  the  transaction  of  its  busi- 
ness with  the  Association. 

Two  or  more  adjacent  component  societies  may 
also  combine  into  one  multi-county  component  so- 
ciety by  adopting  resolutions  to  that  effect  at  special 
meetings  called  for  that  purpose  on  at  least  ten 
days’  notice.  Copies  of  the  resolutions,  certified  as 
to  their  adoption  by  the  Secretary  of  each  society, 
shall  be  forwarded  to  the  Headquarters  Office.  If 
approved  by  the  Board  of  Trustees,  the  multi-county 
society  shall  thereupon  be  issued  a charter,  the  con- 
solidating county  societies  shall  cease  to  exist  and 


the  multi-county  society  shall  become  a component 
society  of  this  Association;  provided,  however,  that 
the  active  members  residing  in  each  county  com- 
prising the  multi-county  society  shall  be  entitled  to 
elect  a delegate  or  delegates  to  the  House  of  Dele- 
gates, as  if  each  such  county  constituted  a component 
society  within  the  meaning  of  Section  12  of  this 
Chapter;  and  provided,  further,  that  multi-county  so- 
cieties may  elect,  at  large,  one  alternate  delegate  for 
each  delegate  to  which  it  is  entitled  under  this  sec- 
tion and  such  alternate  may  serve  in  the  absence 
of  the  delegate  for  whom  he  is  the  designated  alter- 
nate. 

Section  5.  Each  component  society  shall  be  the 
sole  judge  of  the  qualifications  of  its  own  members. 
All  members  of  component  societies  shall  be  members 
of  the  Kentucky  Medical  Association  and  shall  be 
classified  in  accordance  with  Chapter  I,  Section  2 
of  these  Bylaws,  provided,  however,  that  no  physician 
who  is  under  suspension  or  who  has  been  expelled 
shall  thereafter,  without  reinstatement  by  the  Board 
of  Trustees  be  eligible  for  membership  in  any  com- 
ponent society.  Any  physician  who  desires  to  become 
a member  of  the  Kentucky  Medical  Association  shall 
first  apply  to  the  component  society  in  the  county 
in  which  he  resides,  for  membership  therein.  Except 
as  hereinafter  provided  in  Sections  7 and/or  9 of 
this  chapter,  no  physician  shall  be  an  active  member 
of  a component  society  in  any  county  other  than 
the  county  in  which  he  resides. 

Section  6.  Any  physician  who  may  feel  aggrieved 
by  the  action  of  the  component  society  of  the  countv 
in  which  he  resides,  in  refusing  him  membership,  shall 
have  the  right  to  appeal  to  the  Board  of  Trustees, 
which,  upon  a maioritv  vote,  may  permit^  him  to 
apply  for  membership  in  a component  society  in  a 
county  which  is  adjacent  to  the  county  in  which  he 
resides. 

Section  7.  When  a member  in  good  standing  in  a 
component  society  moves  to  another  county  in  the 
State,  his  name,  upon  request,  shall  be  transferred 
without  cost  to  the  roster  of  the  component  society 
into  whose  jurisdiction  he  moves,  if  he  is  admitted  to 
membership  therein. 

Section  8.  A physician  whose  residence  is  closer 
to  the  headquarters  of  an  adjacent  component  societv 
than  jt  is  to  the  headquarters  of  the  component  society 
of  the  county  in  which  he  resides,  may.  with  the 
consent  of  the  component  society  within  whose  iiiris- 
diction  he  resides,  hold  membership  in  said  adjacent 
component  society. 

Section  9.  Each  component  society  shall  have 
general  direction  of  the  affairs  of  the  profession  in 
the  county,  and  its  influence  shall  be  constantly  exert- 
ed for  bettering  the  scientific,  moral  and  material 
conditions  of  every  phvsician  in  the  county.  Systematic 
efforts  shall  be  made  by  each  member,  and  by  lb<* 
society  as  a whole,  to  increase  the  membership  until 
it  embraces  every  qualified  phvsician  in  the  countv. 


Any  physician  aggrieved  by  the  disciplinary  action 
of  a component  society  may,  within  ninety  (90)  days, 
appeal  to  the  Judicial  Council,  whose  decision  shall 
be  final.  This  appeal  shall  be  in  writing  and  shall 
point  out  in  detail  the  errors  committed  by  the  county 
society.  It  shall  be  accompanied  by  a transcript  of 


Upon  reasonable  notice  and  after  a hearing,  com- 
ponent societies  may  discipline  their  members  bv 
censure,  fine,  suspension  or  expulsion,  for  any  breach 
of  the  Principles  of  Medical  Ethics  or  any  bylaw, 
rule  or  regulation  lawfully  adopted  by  such  societies 
or  this  Association.  At  every  hearing,  the  accused 
shall  be  entitled  to  be  represented  bv  counsel  and 
to  cross-examine  witnesses,  and  the  society  shall  cause 
a stenographic  record  to  be  made  of  the  entire  pro- 
ceedings. 'TTie  stenographer’s  notes  need  not  be  tran- 
scribed unless  and  until  requested  by  the  respondent 
member. 
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the  proceedings  before  the  county  society,  procured 
at  appellant’s  expense,  and  the  statement  of  appeal 
shall  direct  the  attention  of  the  Judicial  Council  to 
those  portions  of  the  transcript  upon  which  he  relies 

Any  member  who  fails  or  refuses  to  comply  with 
the  lawful  disciplinary  orders  of  his  component  so- 
ciety shall,  if  such  failure  or  refusal  continues  for 
more  than  thirty  (30)  days,  be  automatically  sus- 
pended from  membership,  provided,  however,  that 
an  appeal  shall  stay  the  suspension  until  a final  de- 
cision is  made  by  the  Judicial  Council. 

The  resignation  of  a member  against  whom  dis- 
ciplinary cnarges  are  pending  or  who  is  in  default 
of  the  disciplinary  judgment  of  his  county  society, 
a district  grievance  committee  or  the  Board  of  Trus- 
tees shall  not  be  accepted  and  no  member  who  is 
suspended  or  expelled  may  be  reinstated  or  read- 
mitted unless  and  until  he  complies  with  all  lawful 
orders  of  his  component  society  and  the  Board  of 
Trustees. 

Section  10.  Frequent  meetings  shall  be  encouraged 
and  the  most  attractive  programs  arranged  that  are 
possible.  Members  shall  be  especially  encouraged  to 
do  postgraduate  and  original  research  work,  and  to 
give  the  society  the  first  benefit  of  such  labors. 
Official  positions  and  other  references  shall  be  un- 
stintingly  given  to  such  members. 

Section  1 1 . At  the  time  of  the  annual  election  of 
officers,  each  component  society  shall  elect  a delegate 
or  delegates  to  represent  it  in  the  House  of  Delegates. 
The  term  of  a delegate  shall  commence  on  the  first 
day  of  the  regular  session  of  the  House  following  his 
election,  and  shall  end  on  the  day  before  the  first  day 
of  the  next  regular  session,  provided,  however,  that 
component  societies  may  elect  delegates  for  more  than 
one  term  at  any  election.  Each  component  society 
may  elect  one  delegate  for  each  25  voting  members 
in  good  standing,  plus  one  delegate  for  one  or  more 
voting  members  in  excess  of  multiples  of  25.  pro- 


vided, however  that  each  component  society  shall  be 
entitled  to  at  least  one  delegate  regardless  of  the 
number  of  voting  members  it  may  have  and  that 
each  multi-county  society  shall  be  entitled  to  the 
same  number  of  delegates  as  its  component  societies 
would  have  had.  The  secretary  of  the  society  shall 
send  a list  of  such  delegates  to  the  Secretary  of  this 
Association  not  later  than  45  days  before  the  next 
Annual  Meeting.  It  shall  be  the  obligation  of  a com- 
ponent society  which  elects  delegates  to  serve  more 
than  one  year,  to  provide  the  KMA  Headquarters 
Office  with  a certified  list  of  its  delegates  each  year. 

Section  12. The  secretary  of  each  component  society 
shall  keep  a roster  of  its  members  and  a list  of  non- 
affiliated  licensed  physicians  of  the  county,  in  which 
shall  be  shown  the  full  name,  address,  college  and 
date  of  graduation,  date  of  license  to  practice  in  this 
State,  and  such  other  information  as  may  be  deemed 
necessary.  He  shall  furnish  an  official  report  containing 
such  information  upon  blanks  supplied  him  for  the 
purpose,  to  the  Secretary  of  the  Association,  on  the 
first  day  of  January  of  each  year,  or  as  soon  thereafter 
as  possible,  and  at  the  same  time  the  dues  accruing 
from  the  annual  assessment  are  sent  in.  In  keeping 
such  roster  the  secretary  shall  note  any  change  in  the 
personnel  of  the  profession  by  death  or  by  removal  to 
or  from  the  county,  and  in  making  his  annual  report 
he  shall  be  certain  to  account  for  every  physician  who 
has  lived  in  the  county  during  the  year. 

CHAPTER  XIII.  AMENDMENTS 

These  Bylaws  may  be  amended  at  any  session  of 
the  House  of  Delegates  by  a two-thirds  vote  of  all 
the  delegates  present  at  that  session,  after  the  amend- 
ment has  laid  on  the  table  for  one  day,  provided, 
however,  that  an  amendment  may  be  proposed  in  the 
report  of  a reference  committee  and  considered  by 
the  House  without  having  laid  on  the  table  for  one 
day. 


HIGHLAND  HOSPITAL 


Asheville.  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  pah'ents,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an 
extensive  and  well  organized  activities  program,  including  occupational  therapy,  art  therapy, 
music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treat- 
ment program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs 
of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  .Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704-254-3201 
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KMA  Committees  and  Commissions  for  the  1970-71  Associational  Year 


ANNUAL  MEETING  ACTIVITIES 

Scientific  Program  Committee 

Allan  M.  Lansing.M.D  Louisville.  Chairman 

Ralph  M.  Denham,  M.D.,  Louisville 

R.  Glenn  Greene,  M.D.  Owensboro 

John  S.  Harter,  M.D.,  Louisville 

James  W.  Hollingsworth,  M.D.,  Lexington 

John  C.  Quertermous,  M.D.,  Murray 

J.  Sankey  Williams,  M.D.,  Nicholasville 

Scientific  Exhibits  Committee 

Benjamin  B.  Jackson,  M.D..  Louisville.  Chairman 
Marvin  Murray,  M.D.,  Louisville 
Arnold  C.  Williams,  M.D.,  Lexington 
Jonathan  D.  Wirtschafter,  M.D.,  Lexington 


Awards  Commitee 

Douglas  E.  Scott,  M.D.,  Lexington,  Chairman 
William  H.  Bizot,  M.D.,  Louisville 
Sam  A.  Overstreet,  M.D.,  Louisville 
W.  Vinson  Pierce,  M.D..  Covington 
Clyde  C.  Sparks.  M.D.,  Ashland 

MEDICAL  EDUCATION  AND  HOSPITALS 

Committee  on  Medical  Education 

Walter  I.  Hume,  Jr..  M.D.,  Louisville.  Chairman 

Douglas  M.  Haynes,  M.D.,  Louisville 

William  S.  Jordan,  Jr.,  M.D.,  Lexington 

David  W.  Kinnaird,  M.D.,  Louisville 

Frank  R.  Lemon,  M.D.,  Lexington 

Elmer  G.  Prewitt,  M.D.,  Corbin 

Myron  G.  Sandifer,  M.D.,  Lexington 

Carl  H.  Scott,  M.D.,  Lexington 

William  J.  Temple,  M.D..  Covington 


SAMA  Representatives 

University  of  Louisville — Hoyt  D.  Gardner.  M.D.. 
Louisville 

University  of  Kentucky — Donald  Edger.  M.D.. 
Lexington 

Hospital  Committee 

James  B.  Holloway,  M.D.,  Lexington,  Chairman 

Clyde  M.  Brassfield,  M.D.,  Elizabethtown 

Royce  E.  Dawson,  M.D.,  Owensboro 

Lewis  Dickinson,  M.D.,  Glasgow 

James  L.  Ferrelf,  M.D.,  Paris 

Ellis  A.  Fuller,  Jr„  M.D.,  Louisville 

William  B.  Haley,  M.D.,  Paducah 

W.  Faxon  Payne,  M.D.,  Hopkinsville 

Charles  R.  Rogers,  M.D.,  Ashland 

W.  Fielding  Rubel,  M.D.,  Louisville 

Charles  C.  Rutledge,  M.D.,  Hazard 

Oscar  W.  Thompson,  Jr.,  M.D.,  Pikeville 

William  R.  Yates,  M.D.,  Covington 

Allied  Health  Advisory  Subcommittee 

(to  be  appointed) 

Subcommittee  on  Coronary  Care  Units 

Henry  W.  Post,  M.D.,  Louisville,  Chairman 
M.  Cary  Blaydes,  M.D.,  Lexington 
Robert  L.  Hast,  M.D.,  Owensboro 
Max  P.  Jones,  M.D.,  Pikeville 
William  B.  Russell,  M.D.,  Bowling  Green 
Gerard  A.  Weigel,  M.D.,  Somerset 


Committee  on  Educational  Television 

Thomas  L.  Havern,  Jr.,  M.D.,  Highland  Heights. 
Chairman 

R.  K.  Brown,  M.D.,  Georgetown 
William  B.  Cook,  M.D.,  Prestonsburg 
John  B.  Floyd,  Jr.,  M.D.,  Lexington 
Kenneth  P.  Haywood,  M.D.,  Earlington 
James  G.  Kuhns,  M.D.,  Louisville 
Frank  R.  Lemon,  M.D.,  Lexington 
Harold  J.  Schupbach,  M.D.,  Owensboro 
William  P.  VonderHarr,  M.D.,  Louisville 
Charles  E.  Tucker,  M.P.H.,  Executive  Vice-President. 
American  Cancer  Society.  Kentucky  Division 
(Lay  Advisor) 

Disaster  Medical  Care  Committee 

William  T.  Romage,  Jr.,  M.D.,  Louisville,  Chairman 

Howell  J.  Davis,  M.D.,  Owensboro 

George  E.  Estill,  M.D.,  Maysville 

Donald  C.  Haugh,  M.D.,  Mayfield 

E.  Truman  Mays,  M.D.,  Louisville 

William  T.  Moore,  M.D.,  Bowling  Green 

Lloyd  F.  Redick,  M.D.,  Lexington 

Robert  E.  Reichert.  M.D.,  Covington 

John  A.  Ritter,  M.D.,  Harlan 


Cancer  Coordinating  Committee 

Ralph  M.  Scott,  M.D.,  Louisville,  Chairman 
John  W.  Ambach,  Sr.,  M.D.,  Louisville 
C.  Melvin  Bernhard,  M.D.,  Louisville 
William  M.  Christonherson,  M.D.,  Louisville 
Robert  H.  English.  M.D.,  Henderson 
Edward  J.  Fadell,  M.D.,  Louisville 
William  R.  Jewell,  M.D.,  Lexington 
Condict  Moore,  M.D.,  Louisville 
Frank  R.  Pitzer,  M.D.,  Hopkinsville 
Beniamin  F.  Roach,  M.D.,  Midway 
G.  Robert  Tanner,  M.D.,  Ft.  Thomas 
Robert  C.  Tate,  M.D.,  Louisville 


MEDICAL  SERVICES 

Advisory  Committee  to  Blue  Shield 

Kenneth  P.  Crawford,  M.D.,  Louisville,  Chairman — 
Pediatrics 

Marvin  A.  Bowers,  Jr.,  M.D.,  Louisville — 
Anesthesiology 

Walter  R.  Brewer,  M.D.,  Lexington — Urology 
Charles  O.  Bruce,  Jr.,  M.D.,  Louisville — 
Ophthalmology 

Marion  A.  Douglas,  Jr.,  M.D.,  Magnolia- 
General  Practice 

Thomas  J.  Ferriell,  Jr.,  M.D.,  Elizabethtown — 
General  Practice 

James  A.  Holbrook,  M.D.,  Prestonsburg — General 
Practice 

Gordon  L.  Hyde,  M.D..  Lexington — Surgery 
W.  Donald  Janney,  M.D.,  Covington — Radiology 
C.  Nicholas  Kavanaugh,  Jr.,  M.D.,  Lexington — 
Internal  Medicine 

James  T.  McClellan,  M.D.,  Lexington — Pathology 
Robert  L.  McClendon,  M.D.,  Louisville — Internal 
Medicine 

Willis  P.  McKee,  M.D.,  Shelbyville — Surgery 
William  K.  Massie.  Jr.,  M.D.,  Lexington- 
Orthonaedic  Surgery 

Okev  H.  Sanford,  M.D.,  Ashland — General  Practice 
David  C.  Shipp,  M.D.,  Louisville— Proctology 
Edwin  P.  Solomon.  Jr.,  M.D.,  Louisville — 

Obstetrics  & Gynecology 

Harvey  R.  St.  Clair,  M.D.,  Louisville — Psychiatry 
Garnett  J.  Sweeney,  M.D.,  Liberty — General  Practice 
John  C.  Weeter,  M.D.,  Louisville — Plastic  Surgery 
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Advisory  Committee  to  Blue  Cross 

Esten  S.  Kimbel,  M.D.,  Frankfort,  Chairman 
Dwight  L.  Blackburn,  M.D.,  Berea 
Robert  M.  Blake,  M.D.,  Maysville 
Milton  Comer,  M.D.,  Louisville 
James  R.  Dade,  M.D.,  Hopkinsville 
Robert  L.  Davis,  M.D.,  Winchester 
Marvin  B.  Dillon,  M.D.,  Paris 
Ward  O.  Griffen,  M.D.,  Lexington 
John  C.  Gunn,  M.D.,  Newport 
James  B.  Holloway,  M.D.,  Lexington 
James  M.  Keightley,  M.D.,  Harrodsburg 
Robert  N.  McLeod,  M.D.,  Somerset 
Howard  B.  McWhorter,  M.D.,  Ashland 
Henry  N.  Meiers,  Jr.,  M.D.,  Bowling  Green 
Theodore  T.  Myre,  M.D.,  Paducah 
Sam  A.  Overstreet.  M.D..  Louisville 
George  W.  Pedigo,  M.D.,  Louisville 
Robert  L.  Rice,  M.D.,  Richmond 
James  R.  Schrand,  M.D.,  Florence 
John  J.  Sonne,  M.D.,  Bardstown 
Oscar  W.  Thompson,  Jr.,  M.D.,  Pikeville 

Committee  on  Occupational  Health,  Physical 
Medicine  and  Rehabilitation 

John  E.  Eckerle,  M.D.,  Louisville,  Chairman 
Charles  E.  Hornaday,  M.D.,  Owensboro 
Thomas  A.  Kelley,  Jr.,  M.D.,  Louisville 
William  K.  Massie,  Jr.,  M.D.,  Lexington 
Walter  L.  O’Nan,  M.D.,  Henderson 
John  E.  Trevey,  M.D.,  Lexington 
Joseph  E.  Warren,  M.D.,  Lexington 

Maternal  Mortality  Study  Committee 

John  A.  Petry,  M.D.,  Fern  Creek,  Chairman 
John  W.  Ambach,  Sr.,  M.D.,  Louisville 
Thomas  H.  Baker,  M.D.,  Frankfort 
Gordon  D.  Betts,  M.D.,  Somerset 
Glenn  W.  Bryant,  M.D.,  Louisville 
Joe  M.  Bush,  M.D.,  Mt.  Sterling 
Marion  A.  Carnes,  M.D.,  Lexington 
Joseph  F.  Daughtery,  M.D.,  Florence 
Preston  V.  Dilts,  Jr.,  M.D.,  Lexington 
William  C.  Durham,  M.D.,  Louisville 
Donald  E.  Edger,  M.D.,  Lexington 
Lewis  Francis,  M.D.,  Lexington 
John  W.  Greene,  M.D.,  Lexington 
Robert  J.  Griffin,  M.D.,  Lexington 
John  D.  Handley,  M.D.,  Hodgenville 
Edwin  H.  Hanekamp,  M.D.,  Owensboro 
Robert  L.  Houston,  Jr.,  M.D.,  Eminence 
Nicholas  Z.  Kafoglis,  M.D.,  Bowling  Green 
George  C.  McClain,  M.D.,  Benton 
Victor  J.  Magary,  M.D.,  Covington 
Clarence  J.  McGruder,  M.D.,  Henderson 
David  K.  Mulliken,  M.D.,  Pikeville 
R.  D.  Pitman,  M.D.,  Williamsburg 
Jere  C.  Robertson,  M.D.,  Hopkinsville 
James  F.  Williamson,  M.D.,  Ashland 
Walter  M.  Wolfe,  Jr.,  M.D.,  Louisville 

Committee  on  Medical  Economics 

Henry  B.  Asman,  M.D.,  Louisville,  Chairman 
Frank  A.  Bechtel,  M.D.,  Louisville 
George  F.  Brockman,  M.D.,  Greenville 
Ballard  W.  Cassady,  M.D.,  Pikeville 
Irving  F.  Kanner,  M.D.,  Lexington 
Robert  C.  Long,  M.D.,  Louisville 
Dixie  Snider,  M.D.,  Springfield 


MISCELLANEOUS  ACTIVITIES 

Advisory  Committee  to  Selective  Service 

Glenn  U.  Dorroh,  M.D.,  Lexington,  Chairman 

Sam  A.  Overstreet,  M.D.,  Louisville,  Vice-Chairman 

George  P.  Archer,  M.D.,  Prestonsburg 

Samuel  G.  Bell,  M.D.,  Murray 

Willard  M.  Buttermore,  M.D.,  Corbin 

J.  Duffy  Hancock,  M.D.,  Louisville 

William  P.  McElwain,  M.D.,  Frankfori 

Alvin  D.  Poweleit,  M.D.,  Covington 

1 . O.  Toomey,  M.D.,  Bowling  Green 

lorn  F.  Whayne,  M.D.,  Lexington 

George  H.  Widener,  Jr.,  M.D.,  Paducah 

Walter  M.  Wolfe,  M.D.,  Louisville 

Marcus  G.  Randall,  D.D.S.,  Lousiville 

L.  S.  Shirrell,  D.V.M.,  Frankfort 

Miss  Celestia  Uftring,  R.N.,  Louisville 

Committee  to  Study  the  Constitution 
and  Bylaws 

Robert  L.  McClendon,  M.D.,  Louisville,  Chairman 

Matthew  C.  Darnell,  Jr.,  M.D.,  Lexington 

Mitchel  B.  Denham,  M.D.,  Maysville 

Lawrence  T.  Hiltz,  M.D.,  Covington 

Max  P.  Jones,  M.D.,  Pikeville 

R.  J.  Phillips,  M.D.,  Owensboro 


Interim  Meeting  Program  Committee 

John  C.  Quertermous,  M.D.,  .Murray,  Chairman 

John  S.  Harter,  M.D.,  Louisville 

Lee  C.  Hess,  M.D.,  Florence 

Charlene  Hill,  M.D.,  Glasgow 

.Mrs.  Charles  E.  Hornaday,  Owensboro 

Paul  J.  Parks,  M.D.,  Bowling  Green 


McDowell  House  Board  of  Managers 

Laman  A.  Gray,  M.D.,  Louisville,  Chairman 
Robert  C.  Bateman,  M.D.,  Danville 

B.  B.  Baughman,  M.D.,  Frankfort 

C.  Melvin  Bernhard,  M.D.,  Louisville 
Mr.  James  L.  Cogar,  Harrodsburg 
Mr.  Sterling  Coke,  Lexington 
Eugene  H.  Conner,  M.D.,  Louisville 
Mr.  George  Grider,  Danville 

Blane  Lewis,  Jr.,  M.D.,  Louisville 
M.  David  Orrahood,  M.D.,  Owensboro 
Richard  H.  Segnitz,  M.D.,  Lexington 
Doctor  Earl  P.  Slone,  Lexington 
IMr.  Enos  Swain,  Danville 


Memorials  Commission 

Eugene  H.  Conner,  M.D..  Louisville,  C hairman 

D.  P.  Hall,  M.D.,  Louisville 

J.  Duffy  Hancock,  M.D.,  Louisville 

Francis  M.  Massie.  M.D.,  Lexington 

IM.  David  Orrahood,  M.D.,  Owensboro 

James  M.  Stevenson.  M.D.,  Brooksville 


LEGISLATIVE  ACTIVITIES 

Committee  on  Legislative  Activities 

Hoyt  D.  Gardner.  M.D.,  Louisville,  Chairman. 
National  Affairs 

Fred  C.  Rainey,  M.D.,  Elizabethtown.  Chairman. 
State  Affairs 

Walter  L.  Cawood,  M.D.,  .'\shland 
Cecil  L.  Grumbles,  M.D.,  Louisville 
David  A.  Hull,  M.D.,  Lexington 
John  P.  Stewart,  M.D.,  Frankfort 
James  G.  Wilhite,  M.D..  Lexington 
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COMMUNICATIONS  AND  PUBLIC  SERVICE 

Committee  on  Orientation 

C.  Wyatt  Norvell,  M.D.,  New  Castle,  Chairman 

Glenn  F.  Baird,  M.D.,  Florence 

Winston  L.  Burke,  M.D.,  Lexington 

Carl  Cooper,  Jr.,  M.D.,  Bedford 

Robert  C,  Long,  M.D.,  Louisville 

Harvey  A.  Page,  M.D.,  Pikeville 

Committee  on  Health  Careers 

Joseph  Hamburg,  M.D.,  Lexington,  Chairman 
Ben  W.  Crawford,  M.D.,  Lexington 
C.  Wayne  Franz,  M.D.,  Ashland 
Mrs,  Hoyt  D.  Gardner,  Louisville 
Hal  E.  Houston,  Jr.,  M.D.,  Murray 
Dan  A.  Martin,  M.D.,  Madisonville 
Everett  W.  Schaeffer,  M.D.,  Beverly 
John  C.  Weeter,  M.D.,  Louisville 

Committee  on  Community  and  Rural  Health 

John  M.  Baird,  M.D.,  Danville,  Chairman 
Keith  E.  Ellis,  M.D.,  Benton 
Carl  W.  Friedericks,  M.D,.  Somerset 
William  K.  Keller,  M.D.,  Louisville 
Stephen  B.  Kelley,  M.D.,  Somerset 
Adam  Miller,  M.D.,  Lexington 
George  R.  Tanner,  M.D.,  Ft.  Thomas 
Thomas  S.  Wallace,  Jr.,  M.D.,  Louisville 


Committee  on  Air  and  Water  Pollution 

B.  Frank  Radmacher,  Jr.,  M.D.,  Louisville,  Chairman 
Robert  B.  Cloar,  M.I).,  Lexington 

Fred  E.  Coy,  Jr.,  M.D.,  Louisville 
Jerry  D.  Fraim,  M.D.,  Paintsville 
William  P.  McElwain,  M.D.,  Frankfort 
John  A.  McKay,  M.D.,  Owensboro 
Theodore  T.  Myre,  M.D.,  Paducah 
Harvey  Sloane,  M.D.,  Louisville 
J.  M.  Trevey,  M.D.,  Lexington 
Max  E.  Wheeler,  M.D.,  Ashland 
William  Yates,  M.D.,  Hebron 

C.  Milton  Young,  III.,  M.D.,  Louisville 

Cults  Committee 

David  B.  Stevens,  M.D.,  Lexington,  Chairman 

Morris  M.  Garrett,  M.D.,  Covington 

Harold  D.  Haller,  M.D.,  Louisville 

Martin  Z.  Kaplan,  M.D.,  Louisville 

Charles  R.  Rogers,  M.D.,  Ashland 

James  G.  Sills,  M.D.,  Hardinsburg 

James  O.  Willoughby,  M.D.,  Bowling  Green 

Senior  Day  Committee 

Hoyt  D.  Gardner,  M.D.,  Louisville,  Chairman 
Leslie  W.  Blakey,  M.D.,  Lexington 
Samuel  H.  Cheng,  M.D.,  Louisville 
Walter  S.  Coe,  M.D.,  Louisville 
Eugene  H.  Conner,  M.D.,  Louisville 
Edgar  B.  Morgan,  M.D.,  Louisville 
Myron  G.  Sandifer,  M.D.,  Lexington 
Donald  E.  Edgar,  M.D.,  Lexington,  Chairman 
Eavette  County 

Mr.  Ronald  Nelson,  President,  Senior  Class,  U of  L 
Mr.  Jacob  Crittenden.  President,  Senior  Class. 
U of  K 

Committee  on  School  Health,  Physical 
Education  & Medical  Aspects  of  Sports 

O.  B.  Murphy,  M.D.,  Lexington,  Chairman 
Donald  A.  Cantley,  Jr.,  M.D.,  Henderson 
Charles  D.  Clark,  M.D.,  Murray 
Guy  C.  Cunningham,  M.D.,  Ashland 


Rudy  J.  Ellis,  M.D.,  Louisville 
Vaughn  Lee  Fisher,  Jr.,  M.D.,  Bowling  Green 
Samuel  W.  Gehring,  M.D.,  Flemingsburg 
Richard  F.  Greathouse,  M.D.,  Louisville 
William  B.  Haley,  M.D.,  Paducah 
James  K.  Hurlocker,  M.D.,  Harlan 
Duncan  G.  Johnson,  M.D.,  Owensboro 
Leslie  W.  Langley,  M.D.,  Elizabethtown 
Noble  T.  MacEarlane,  Jr.,  M.D.,  Lexington 
Harold  V.  Markesbery,  M.D.,  Florence 
Dan  A.  Martin,  M.D.,  Madisonville 
Robert  N.  McLeod,  M.D.,  Somerset 
Harvey  A.  Page,  M.D.,  Pikeville 
James  F.  Siles,  M.D.,  Covington 
Alec  Spencer,  M.D.,  West  Liberty 
Ronald  E.  Waldridge,  M.D.,  Shelbyville 
Fred  B.  Weller,  M.D.,  Middlesboro 


Advisory  Committee  to  Woman’s  Auxiliary 

George  F.  Brockman,  M.D.,  Greenville,  Chairman 
Henry  B.  Asman,  M.D.,  Louisville 
Walter  L.  Cawood,  M.D.,  Ashland 


Committee  on  Public  Relations 

Robert  C.  Long,  M.D.,  Louisville,  Chairman 
Robert  W.  O’Conner,  M.D.,  Newport 
Will  W.  Ward,  Jr.,  M.D.,  Louisville 


GOVERNMENTAL  MEDICAL  SERVICES 

Coordinating  Commission  on  Governmental 
Medical  Services 

Edward  N.  Maxwell,  M.D.,  Louisville,  Chairman 

Marvin  A.  Bowers,  Jr.,  M.D.,  Louisville 

Donald  Chatham,  M.D.,  Shelbyville 

Frank  M.  Gaines,  Jr.,  M.D.,  Louisville 

Walter  I.  Hume,  Jr..  M.D.,  Louisville 

Technical  Advisory  Committee  on  Physician 
Services  (Title  XIX) 

Donald  Chatham,  M.D.,  Shelbyville,  Chairman 
Wallas  N.  Bell,  M.D.,  Sturgis 
Robert  T.  Longshore,  M.D.,  Covington 
William  T.  Watkins,  M.D.,  Somerset 
J.  Sankey  Williams,  M.D.,  Nicholasville 

Advisory  Committee  on  Title  XVIII 
(Social  Security  Act) 

Edward  N.  Maxwell,  M.D.,  Louisville,  Chairman 

James  B.  Cox,  M.D.,  Hopkinsville 

W.  A.  Litzenberger,  M.D.,  Elizabethtown 

Robert  E.  Smith,  M.D.,  Covington 

Charles  B.  Spalding,  M.D.,  Bardstown 

Max  E.  Wheeler.  M.D.,  Ashland 


Claims  and  Utilization  Review  Committee 

Marvin  A.  Bowers,  Jr.,  M.D.,  Louisville,  Chairman — 
Anesthesiology 

James  R.  Barnes,  M.D.,  Louisville — Obstetrics  & 
Gynecology 

W.  Neville  Caudill,  M.D.,  Louisville — Urology 
W.  Burford  Davis,  M.D.,  Louisville — Thoracic  Sur- 
gery 

Orville  T.  Evans,  M.D.,  Lexington — Proctology 
Maurice  Kaufman,  M.D.,  Lexington — Allergy 
H.  Burl  Mack,  M.D.,  Pewee  Valley — General 
Practice 

Roy  A.  Martin,  M.D.,  Louisville — Otolaryngology 
•\ndrew  M.  Moore,  M.D.,  Lexington- — Plastic  and 
or  Reconstructive  Surgery 
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M.  David  Orrahood,  M.D..  Owensboro — Pathology 
Robert  M.  Riinge,  M.D.,  Covington — Orthopaedic 
Surgery 

Harvey  R.  St.  Clair,  M.D.,  Louisville — Psychiatry 
S.  R.  Scheen.  M.D.,  Louisville — Dermatology  and' 
or  Syphilology 

Ludwig  H.  Segerberg,  M.D.,  Louisville — Neurology 
and/or  Neurosurgery 

j James  E.  Skaggs.  Jr.,  D.D.S.,  Louisville — Oral  Sur- 

1 gery 

Orson  P.  Smith,  Jr.,  M.D.,  Louisville — Radiology 
Robert  S.  Tillett,  M.D.,  Louisville — Internal  Medi- 
cine 

Faull  S.  Trover,  M.D.,  Madisonville — Pediatrics 
Samuel  D.  Weakley,  Jr.,  M.D.,  Louisville — General 
Surgery 

Charles  F.  Wilson,  M.D.,  Pikeville — Ophthalmology 

Committee  on  Appalachian  and  OEO 
Programs 

Frank  M.  Gaines,  Jr.,  M.D.,  Louisville,  Chairman 

Jesse  Bell,  M.D.,  Louisville 

Harold  L.  Bushey,  M.D.,  Barbourville 

William  C.  Hambley,  M.D.,  Pikeville 

Samuel  O.  Hodges,  M.D.,  Lexington 

Paul  L.  Odom,  M.D.,  Jenkins 

Walter  H.  Stepchuck,  M.D.,  Harlan 

Cordell  H.  Williams,  M.D.,  Hazard 

Harvey  Sloane,  M.D.,  Louisville 

SPECIAL  COMMITTEES 

Committees  on  Plans  and  Development 

Thornton  E.  Bryan,  M.D.,  Cadiz,  Chairman 
, Henry  B.  Asman,  M.D.,  Louisville 

Robert  M.  Blake,  M.D.,  Maysville 
Douglas  M.  Haynes,  M.D.,  Louisville 
Richard  B.  McElvein,  MD..,  Lexington 
Robert  N.  McLeod,  Jr.,  M.D.,  Somerset 
Paul  J.  Parks,  M.D.,  Bowling  Green 
Gabe  A.  Payjie,  Jr.,  M.D.,  Hopkinsville 
Robert  E.  Pennington,  M.D.,  London 
Charles  R.  Perry,  M.D.,  Erlanger 
William  J.  Sandman,  Jr.,  M.D.,  Louisville 
George  A.  Sehlinger,  M.D.,  Louisville 
John  G.  Stober,  Sr.,  M.D.,  Louisville 
John  E.  Trevey,  M.D.,  Lexington 
UK  SAMA  President,  Mr.  Warren  G.  Stumbo. 
Lexington 

UL  SAMA  President,  Mr.  Phil  Mayer,  Lousiville 

Inter-Specialty  Council 

Richard  F.  Grise,  M.D.,  Bowling  Green,  Chairman 
Representative,  University  of  Kentucky  SAMA 
Chapter 

Representative.  University  of  Louisville  SAMA 
Chapter 

Representatives  of  sixteen  specialty  groups: 

Kentucky  Society  of  Anesthesiologists 
William  E.  Hopkins,  M.D.,  Louisville 
Kentucky  Chapter,  American  College  of  Chest 
Physicians 

Albert  G.  Goldin,  M.D.,  Louisville 
Kentucky  Dermatological  Society 
j L.  G.  Owen,  M.D.,  Louisville 

Kentucky  EEN&T  Society 
Edward  Shrader,  M.D.,  Louisville 
Kentucky  Chapter,  American  Academy  of  Family 
Physicians 

Kenneth  Eblen,  M.D.,  Henderson 
Kentucky  Industrial  Medical  Association 
Earl  W.  Roles,  M.D.,  Louisville 
Kentucky  Obstetrical  and  Gynecologic  Society 
Glenn  W.  Bryant,  M.D.,  Louisville 
Kentucky  Orthopaedic  Society 
(to  be  appointed) 

Kentucky  Society  of  Pathologists 
John  Allen,  M.D.,  Louisville 
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Kentucky  Chapter,  American  .Academy  of  Pedia- 
trics 

Guy  C.  Cunningham,  M.D.,  ,‘\shland 
Kentucky  Chapter,  American  College  of  Physicians 
George  W.  Pedigo,  Jr.,  M.D.,  Louisville 
Kentucky  Psychiatric  Association 
Ray  Hayes,  M.D.,  Louisville 
Kentucky  Association  of  Public  Health  Physicians 
(to  be  appointed) 

Kentucky  Chapter,  American  College  of  Radiology 
James  A.  Baumgarten,  M.D.,  Owensboro 
Kentucky  Chapter,  American  College  of  Surgeons 
Sam  D.  Weakley.  Jr.,  M.D.,  Louisville 
Kentucky  Urological  Association 

Lonnie  W.  Howerton,  M.D.,  Louisville 

Committee  on  Medicine  and  Religion 

J.  Campbell  Cantrill.  M.D..  Georgetown.  Chairman 

Daryl  P.  Harvey,  M.D.,  Glasgow 

Howard  A.  Heringer,  M.D..  Covington 

Roderick  Macdonald,  Jr..  M.D..  Louisville 

Paul  J.  Parks,  M.D.,  Bowling  Green 

Henry  W.  Post,  M.D.,  Louisville 

Ralph  Roth.  M.D.,  Ashland 

George  R.  Tanner.  M.D.,  Ft.  Thomas 

J,  Farra  Van  Meter,  M.D.,  Lexington 

AD  HOC  COMMITTEES 
Ad  Hoc  Chiropractic  Committee 

David  B.  Stevens,  M.D.,  Lexington,  Chairman 
Mrs.  Charles  Hornaday,  Owensboro 
Kenneth  C.  Peters,  M.D.,  Louisville 
John  Stewart.  M.D.,  Frankfort 

Ad  Hoc  Committee  to  Study  the  Problems 
of  Occupational  Pulmonary  Diseases 

John  E.  Eckerle,  M.D.,  Louisville,  Chairman 
William  H.  Anderson,  M.D.,  Louisville 
Mitchel  B.  Denham.  M.D..  Maysville 
William  C.  Hambley,  M.D.,  Pikeville 
Joseph  H.  Humpert,  M.D.,  Lakeside  Park 
Edward  N.  Maxwell,  M.D.,  Louisville 
J.  Kent  Trinkle,  M.D.,  Lexington 

Ad  Hoc  Committee  on  Electronic 
Data  Processing 

George  F.  Brockman,  M.D.,  Greenville.  Chairman 
Clifford  L.  Berner,  M.D.,  Louisville 
Charles  G.  Bryant,  M.D.,  Louisville 
John  S.  Llewellyn,  M.D.,  Louisville 

Building  Committee 
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From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  2-69.  This  twenty-three  year-old  married, 
white,  gravida  2,  para  1 was  seen  by  a physician 
January  9,  1969,  with  the  chief  complaint  of 
vomiting.  She  was  treated  and  improved.  She  visited 
another  physician  January  30,  1969,  complaining  of 
malaise.  Physical  examination  was  essentially  nega- 
tive. Blood  count  and  urinalysis  were  done  and  were 
within  normal  limits.  The  hemotocrit  was  43%  and 
the  specific  gravity  of  urine  was  1.005.  She  denied 
missing  any  menstrual  periods.  One  thousand  ml 
of  dextrose  in  water  was  administered  intravenously 
in  the  office  and  a prescription  for  Phenergan  rectal 
suppositories  and  oral  Libritabs  were  given.  The 
following  day  she  was  feeling  much  better,  but  still 
a little  weak.  She  was  taking  fluids  and  was  able 
to  eat.  The  vomiting  had  stopped. 

The  patient  came  to  the  office  February  4 com- 
plaining of  headache.  She  stated  she  had  been 
vomiting  since  last  evening.  There  were  no  other 
complaints  and  she  stated  she  had  been  taking  the 
medication  as  directed.  Intravenous  fluids  were  again 
given  in  the  office,  and  25  mg  Phenergan  IM.  She 
became  somnolent,  however;  when  awakened  she 
would  talk,  then  drop  back  to  sleep.  Once  during 
this  time  she  tried  to  go  to  the  bathroom  but 
fainted;  however,  when  returned  to  bed  she  re- 
sponded. The  possibility  of  hospitalization  was  dis- 
cussed. Her  husband  claimed  this  would  be  diffi- 
cult financially.  He  requested  that  she  be  given 
until  the  next  morning,  to  see  if  improvement  oc- 
curred as  previously.  Her  pulse  was  slow,  regular, 
and  strong.  Lungs  were  clear.  The  patient  was  then 
taken  home.  Thirty  minutes  later  the  family  called 
and  requested  an  immediate  house  call.  When  the 
physician  arrived,  the  patient  was  found  dead  lying 
on  her  back  in  bed.  She  had  been  convulsing. 

-An  autopsy  was  obtained.  There  was  evidence  of 
electrolyte  imbalance.  There  was  aspiration  material 
in  both  lungs.  Acute  congestion  of  the  cerebral 
vessels  and  petechial  hemorrhages  of  the  gastric 
mucosa  were  present.  The  kidneys  gave  evidence 
of  an  early  toxic  mephrosis  and  glomerulonephritis. 
There  was  a fetus  measuring  1.8  cm  crown-heel 
length  in  the  uterus  with  an  intact  immature  placenta. 

The  final  diagnosis  was  electrolyte  imbalance 
from  hyperemesis  gravidarum  with  aspiration  of 
the  vomitus — early  intrauterine  pregnancy. 

Comment 

The  Committee  classified  this  maternal  death  as 
a direct  obstetrical  one,  with  preventable  factors  on 
the  part  of  the  patient.  Death  from  hyperemesis 
gravidarum,  as  well  as  termination  of  pregnancy  to 


relieve  the  condition,  should  not  occur  today.  From 
the  data  presented,  the  physician  properly  cared  for 
this  patient. 

Nausea  in  pregnancy  has  been  listed  as  the  most 
frequent  complaint  during  gestation.  However,  with 
the  advent  of  numerous  drugs  and  an  understanding 
of  this  condition,  it  can  be  successfully  treated.  Pre- 
viously pernicious  vomiting  of  pregnancy  could  be 
lethal.  It  can  be  associated  with  severe  hepatic 
lesions.  There  is  profound  necrosis  of  the  central 
portion  of  the  lobules,  with  the  periphery  remaining 
intact.  The  destruction  of  liver  tissues  can  greatly 
compromise  hepatic  function.  In  other  cases  that 
are  fatal,  the  liver  undergoes  a marked  fatty  de- 
generation, with  the  characteristic  necrosis  absent. 
These  lesions  can  be  explained  by  starvation  and  are 
unrelated  to  the  etiology  of  the  vomiting.  The  renal 
lesions  are  those  of  degeneration  and  are  practical- 
ly always  limited  to  the  convoluted  tubules.  The 
epithelium,  in  many  cases,  will  be  necrotic  and  the 
lumen  of  the  tubules  filled  with  debris.  Persistent 
vomiting  can  be  present  for  weeks  and  the  patient 
become  emaciated  before  the  seriousness  of  the 
condition  is  appreciated.  The  late  stages  of  the 
disease  are  hardly  ever  seen  today.  A low  grade 
fever  may  frequently  develop,  as  well  as  jaundice 
and  coma.  Eastman  and  Helman^  list  five  signs  as 
grave  omens  which,  when  several  are  present,  would 
lead  one  to  therapeutic  abortion;  (1)  jaundice,  (2) 
delirium,  (3)  steady  rise  in  pulse  rate  to  130  or 
above,  (4)  fever  of  101°  F or  above  that  persists 
despite  liberal  intake  of  fluids,  and  15)  hemorrhages 
in  the  retina. 

With  the  above  knowledge  in  mind  the  Commit- 
tee questions  whether  this  maternal  death  was  one 
due  to  pernicious  vomiting  during  pregnancy.  Al- 
though it  was  not  revealed  by  the  autopsy  examina- 
tion, the  Committee  raised  the  question  of  whether 
some  poison  or  underlying  severe  renal  disease  was 
present  that  caused  this  woman’s  death.  Perhaps  a 
search  for  a toxic  material  would  have  been  fruit- 
ful; for  a toxic  nephrosis  may  result  from  poisoning 
by  heavy  metals,  therapy  with  anticonvulsant  drugs, 
and  allergies  to  poison  ivy.  Bee  or  Wasp  venom.  The 
terminal  event  appeared  to  be  a convulsion  leading 
to  aspiration  of  vomitus.  It  would  seem  that  such  a 
factor  led  to  her  demise.  It  was  with  these  thoughts 
that  the  Committee  rendered  the  decision  that  there 
were  preventable  factors  attributable  to  the  patient, 
or  perhaps  her  husband. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


LOMOTIL 


tablets/liquid  Each  tablet  and  each  5 cc.  of  liquid  contain: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


first  aid 
in  diarrhea 

of  acute  gastroenteritis 


PROMPT  ANTIDIARRHEAL  ACTION 

Roentgenographic  studies  demon- 
strate that  the  motility-lowering  activ- 
ity of  Lomotil  is  concentrated  in  the 
first  three  hours  and  continues  for  at 
least  six  hours. 

Clinical  investigators  have  found 
ample  confirmation  of  these  determi- 
nations. Lomotil  has  reduced  diarrheal 
urgency  in  many  patients  within  one 
hour. 

OPTIMAL  ANTIDIARRHEAL  CONTROL 

Numerous  investigators  have  re- 
marked on  the  high  degree  of  effec- 


tiveness of  Lomotil  in  a variety  of 
diarrheal  disorders.  Lomotil  has  given 
good  to  excellent  relief  of  symptoms 
in  many  patients  who  had  failed  to 
respond  to  other  measures. 

UNSURPASSED  ANTIDIARRHEAL 
ACCEPTANCE 

Patients  prefer  Lomotil  for  its  con- 
venience, its  prompt  control  of  diar- 
rhea and  its  relief  of  cramping  and 
urgency.  Physicians  specify  Lomotil 
for  its  dependable  action  and  its  rela- 
tive freedom  from  side  effects  when 
taken  as  directed. 


Warnings:  Lomotil  should  be  used 
with  caution  in  patients  taking  barbitu- 
rates and,  if  not  contraindicated,  in  pa- 
tients with  cirrhosis,  advanced  liver 
disease  or  impaired  liver  function. 

Precautions:  Lomotil  is  a federally 
exempt  narcotic  with  theoretically 
possible  addictive  potential  at  high 
dosage:  this  is  not  ordinarily  a clini- 
cal problem.  Use  Lomotil  with  consid- 
erable caution  in  patients  receiving 
addicting  drugs.  Recommended  dosages 
should  not  be  exceeded,  and  medica- 
tion should  be  kept  out  of  reach  of 
children.  Signs  of  accidental  overdos- 
age may  include  severe  respiratory  de- 
pression, flushing,  lethargy  or  coma, 
hypotonic  reflexes,  nystagmus,  pin- 


point pupils,  tachycardia:  continuous 
observation  is  necessary.  The  subther- 
apeutic  amount  of  atropine  sulfate  is 
added  to  discourage  deliberate 
overdosage. 

Adverse  Reactions:  Side  effects 
reported  with  Lomotil  therapy  include 
nausea,  sedation,  dizziness,  vomiting, 
pruritus,  restlessness,  abdominal  dis- 
comfort, headache,  angioneurotic 
edema,  giant  urticaria,  lethargy, 
anorexia,  numbness  of  the  extremities, 
atropine  effects,  swelling  of  the  gums, 
euphoria,  depression  and  malaise. 
Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since 
accidental  overdosage  may  cause  se- 
vere, even  fatal,  respiratory  depression. 


Dosage:  The  recommended  initial 
daily  dosages,  given  in  divided  doses 
until  diarrhea  is  controlled,  are  as 
follows: 

Children: 

3-6  mo.  . . V2  tsp.*  t.i.d.  (3  mg.) 

6-12  mo.  ..  Vi  tsp.  q.i.d.  (4  mg.) 

1- 2  yr.  ...  '/2  tsp.  5 times  daily  (5  mg.) 

2- 5  yr.  ...  1 tsp.  t.i.d.  [6  mg.) 

5-8  yr.  ...  1 tsp.  q.i.d.  (8  mg.) 

8-12  yr.  ..1  tsp.  5 times  daily  (10  mg.) 

Adults:  ...2  tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 

*Based  on  4 cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in 
infants  less  than  3 months  of  age. 
Maintenance  dosage  may  be  as  low  as 
one-fourth  the  initial  daily  dosage. 
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in  cardiac  edema 


gets  the  water  out 
sp2u%s  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy:  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

W^a*nings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
beea  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur; 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  ReACtlons:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 


Smith  Kline  & French  Laboratories 


A family  doctor  looks  at  new  de- 
velopments in  the  pharmaceutical 
industry.  And  he  speculates  on  the 
future. 

When  I look  back  at. some  of  my 
old  records,  I’m  constantly  re- 
minded of  the  changes  that  have 
come  about  in  medicine  just  during 
the  past  twenty-five  years.  Some  of 
the  diseases  I treated  and  prayed 
over  in  the  ’40’s  are  found  mostly 
in  medical  history  books  now. 

Thanks  to  drug  research  and  de- 
velopment, we've  made  substantial 
gains  in  the  control  of  cardiovas- 
cular disease,  diabetes,  malaria, 
mental  illness,  strep  and  staph  in- 
fections, meningitis  and  a long  list 
of  ailments.  It  seems  like  only  yes- 
terday when  a diagnosis  of  pneu- 
monia was  almost  the  kiss  of  death. 
Now,  with  modern  medical  tech- 
niques and  drug  therapy,  we  can 
offer  some  real  help. 

My  records  on  polio,  influenza 
and  measles. show  an  unbelievable 
trend  for  the  better.  New  vaccines 


have  reduced  the  toll  of  these  age- 
old  threats  dramatically.  And  I see 
patients  in  pain  from  crippling  ar- 
thritis helped  with  new  medicinals 
unknown  just  a few  years  ago. 

I hear  questions  about  the  three 
billion  or  so  dollars  spent  by  the 
drug  industry  in  research  during 
the  past  ten  years  . . . working 
on  new  and  better  drug  products. 
It  does  seem  like  quite  a bit  of 
money  to  spend,  and  I realize  some 
of  it  goes  into  dead  ends.  That’s 
the  problem  with  research,  any  re- 
search . . . you  often  don’t  know 
where  you’re  going  until  you  get 
there.  I want  all  the  tools  I can  get 
to  help  my  patients.  I want  more 
drugs  and  more  effective  drugs.  If 
they  mean  less  pain,  longer  lives 
and  more  productive  careers  for 
those  I treat  . . . well,  that’s  what 
really  counts. 

Another  point  of  view  . . . 
Pharmaceutical  Manufacturers 
Association,  1155  Fifteenth  Street, 
N.W.,  Washington,  D.C.  20005. 
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Roche 

announces 

Efudex* 

(fluorouracil) 

cream/solution 

for  the  treatment 
of  solar/actinic  keratoses... 

a topical  alternative 
to  conventional  therapy 


Fluorouracil— the  Roche  contribution 

In  1962,  Roche  Laboratories  introduced  Fluorouracil 
Roche®  (5-fluorouracil).  Early  clinical  work  with  this 
drug  suggested  that  it  possessed  a selective  cytotoxic 
activity  when  applied  topically  to  certain  kinds  of 
lesions.  Based  on  this  work  and  years  of  clinical  trials, 
a standardized  form  of  topical  fluorouracil  can  now  be 
recommended  for  treatment  of  multiple  solar  or  actinic 
keratoses. 


Ef udex®(fluorouraciI)—  a new 
alternative  to  conventional  therapy 

Efudex  presents  the  physician  with  a topical  alternative 
to  surgery  in  the  treatment  of  solar  or  actinic  keratoses. 

It  is  effective,  comparatively  inexpensive  and  especially 
well-suited  for  treatment  of  multiple  lesions.  Important, 
too,  is  the  highly  desirable  cosmetic  result.  Clinical 
experience  demonstrates  that  treatment  with  Efudex 
results  in  an  extremely  low  incidence  of  scarring.* 

Highly  effective  on  first  and 
later  applications 

In  clinical  trials,  depending  on  the  dosage  form  and 
strength  used,  complete  involution  occurred  in  77  to  88 
per  cent  of  lesions  following  treatment.  The  rate  of 
recurrence  was  low,  ranging  from  1.7  to  5.6  per  cent 
up  to  a year  after  completion  of  therapy.  When  lesions 
did  recur  or  new  ones  appeared,  repeated  courses  of 
Efudex  therapy  proved  effective.* 


j 2/2/68— After  11  days  of  treatment. 
Erythema  is  seen  at  site  of  keratoses.  In 
addition,  numerous  lesions  not  apparent 
prior  to  therapy  have  become  manifest 
by  sharply  defined  reactions.  Intervening 
skin,  also  treated,  shows  no  response  to 
therapy. 

2/19/69  — One  year  after  cessation  of 
therapy.  Skin  appears  clear  with  no  evi- 


dence of  scarring.  Examination  reveals 
lack  of  recurrence  or  the  formation  of 
new  lesions. 


Predictable  sequence  of 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course  of  Efudex 
therapy.  The  response  is  usually  characteristic  and 
predictable.  After  three  or  four  days  of  treatment, 
erythema  begins  to  appear  in  the  area  of  the  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks 
of  discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  to  three 
months  before  gradually  receding. 

Selective— with  a high  degree 
of  safety 

Despite  the  temporary  unsightliness  and  discomfort  of 
the  inflammatory  episode,  Efudex  is,  in  general,  more 
readily  tolerated  than  surgery.  Clinical  work  shows  the 
intense  inflammatory  response  to  be  limited  to  the  area  of 
the  lesion.  Normal  skin  is  not  similarly  affected.  Another 
measure  of  Efudex  safety:  systemic  absorption  of  topical 
fluorouracil  was  insignificant,  indicating  a low  risk  of 
systemic  toxicity."^ 

Two  strengths— two  convenient 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or  as  a 5% 
cream.  It  is  applied  twice  daily  by  the  patient  with 
a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  there  are  two 
important  considerations.  First,  please  consult  the 
complete  prescribing  information  for  precautions, 
warnings  and  adverse  reactions.  Second,  advise  the 
patient  that  treated  lesions  should  respond  with  the 
characteristic  but  transient  inflammation.  A positive 
sign  that  Efudex  is  working  for  them. 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 

7%  and  5%  Solutions;  5%  Cream 
Applied  twice  daily— resolves 
solar  or  actinic  keratoses. 

new 

(fluorouracil) 

cream/solution 


For  full  prescribing  information,  please  see  the  following  page. 


Roche 

introduces 


(fluorouracil) 
cream/solution 
the  new  standardized  topical 
for  solar/actinic  keratoses 


Description:  Efudex  solutions  and  cream  are  topical  preparations 
containing  the  fluorinated  pyrimidine  5-fluorouracil,  an 
antineoplastic  antimetabolite. 

Efudex  Solution  consists  of  2%  or  5%  fluorouracil  on  a weight/ 
weight  basis,  compounded  with  propylene  glycol,  tris- 
(hydroxymethyl)  aminomethane,  hydroxypropyl  cellulose, 
parabens  (methyl  and  propyl)  and  disodium  edetate. 

Efudex  Cream  contains  5%  fluorouracil  in  a vanishing  cream 
base  consisting  of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl  and  propyl). 

Actions:  There  is  evidence  that  the  metabolism  of  fluorouracil  in 
the  anabolic  pathway  blocks  the  methylation  reaction  of 
deoxyuridylic  acid  to  thymidylic  acid.  In  this  fashion  fluorouracil 
interferes  with  the  synthesis  of  deoxyribonucleic  acid  (DNA) 
and  to  a lesser  extent  inhibits  the  formation  of  ribonucleic 
acid  (RNA).  Since  DNA  and  RNA  are  essential  for  cell 
division  and  growth,  the  effect  of  fluorouracil  may  be  to  create 
a thymine  deficiency  which  provokes  unbalanced  growth  and 
death  of  the  cell.  The  effects  of  DNA  and  RNA  deprivation  are 
most  marked  on  those  cells  which  grow  more  rapidly  and  which 
take  up  fluorouracil  at  a more  rapid  pace.  The  catabolic  metabolism 
of  fluorouracil  results  in  degradative  products  (c.g.,  CO2,  urea, 
a-fluoro-/9-alanine)  which  are  inactive. 

Studies  in  man  with  topical  application  of  '*C-labeled  Efudex 
demonstrated  insignificant  absorption  as  measured  by  “C  content 
of  plasma,  urine  and  respiratory  CO2. 

Indications:  Efudex  is  recommended  for  the  topical  treatment  of 
multiple  actinic  or  solar  keratoses. 

Contraindications:  Efudex  is  contraindicated  in  patients  with 
known  hypersensitivity  to  any  of  its  components. 

Warnings:  If  an  occlusive  dressing  is  used,  there  may  be  an 
increase  in  the  incidence  of  inflammatory  reactions  in  the 
adjacent  normal  skin. 

Prolonged  exposure  to  ultraviolet  rays  should  be  avoided  while 
under  treatment  with  Efudex  because  the  intensity  of  the  reaction 
may  be  increased. 

Usage  in  Pregnancy : Safety  for  use  in  pregnancy  has  not  been 
established. 

Precautions:  If  Efudex  is  applied  with  the  fingers,  the  hands  should 
be  washed  immediately  afterward.  Efudex  should  be  applied  with 
care  near  the  eyes,  nose  and  mouth.  To  rule  out  the  presence  of  a 
frank  neoplasm,  a biopsy  should  be  made  of  those  areas  failing  to 
respond  to  treatment  or  recurring  after  treatment. 

Adverse  Reactions:  The  most  frequently  encountered  local 


reactions  were  pain,  pruritus,  hyperpigmentation  and  burning  at 
the  site  of  application.  Other  local  reactions  included  dermatitis, 
scarring,  soreness  and  tenderness. 

Also  reported  were  insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity  and 
lacrimation. 

Laboratory  abnormalities  reported  were  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Efudex  should  be  applied  twice  daily 
with  a nonmetal  applicator  or  suitable  glove  in  an  amount  of  the 
solution  or  cream  sufficient  to  cover  the  lesion.  When  Efudex  is 
applied  to  a lesion,  a response  occurs  with  the  following  sequence 
erythema,  usually  followed  by  vesiculation,  erosion,  ulceration, 
necrosis  and  epithelization.  The  lower  frequency  and  intensity  of 
activity  in  adjacent  normal  skin  indicate  a selective  cytotoxic 
property.  Medication  should  be  continued  until  the  inflammatory 
reaction  reaches  the  erosion,  necrosis  and  ulceration  stage,  at 
which  time  use  of  the  drug  should  be  terminated.  The  usual 
duration  of  therapy  is  from  2 to  4 weeks.  Complete  healing  of  the 
lesion  may  not  be  evident  for  1 to  2 months  following  cessation  of 
Efudex  therapy. 

How  Supplied : Efudex  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/weight  basis,  compounded 
with  propylene  glycol,  tris(hydroxymethyl)aminomethane, 
hydroxypropyl  cellulose,  parabens  (methyl  and  propyl)  and 
disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl). 

Clinical  Studies:  The  effectiveness  of  the  three  preparations  as 
determined  by  complete  involution  of  solar  keratoses  was: 

2%  Solution,  77%  of  282  lesions;  5%  Solution,  88%  of  202 
lesions;  and  5%  Cream,  85%  of  189  lesions.  In  those  lesions  where 
complete  involution  followed  treatment,  the  rate  of  possible 
recurrences  observed  clinically  at  periods  up  to  12  months  or  more 
was:  2%  Solution,  4.6%  of  218  lesions;  5%  Solution,  1.7%  of  177 
lesions;  and  5%  Cream,  5.6%  of  160  lesions.  Because  of  the  toxic 
potential  of  fluorouracil,  some  physicians  preferred  to  use  the  2% 
solution  when  large  areas  were  to  be  treated.  Approximately  30% 
of  the  lesions  required  treatment  for  two  weeks  or  less; 
approximately  78%  required  four  weeks  or  less  for  adequate 
treatment. 


Roche 

LABORATORIES 


Division  ol  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


The  concert  was  just  underway, 
When  to  the  conductor’s  dismay 
Cramps  and  diarrhea, 

Did  so  quickly  appear. 

The  maestro  no  longer  could  stay. 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
strike  at  the  most  inopportune  time,  it  takes  a comprehensive 
agent  to  treat  the  total  diarrheal  syndrome  and  help  get  the  patient 
back  on  the  job.  That's  why  so  many  physicians  rely  on  Donnagel, 
especially  during  the  fall  and  winter  months  when  "flu"  and 
viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin 
m combination.  It  also  contains  the  belladonna  alkaloids  to  calm 
V GI  hypermotility  and  help  relieve  the  distressing  discomforts 
■ which  so  often  accompany  diarrhea.  Certainly  it's  less 
H'  expensive  and  more  convenient  than  taking  two  medications. 

And  the  dosage  is  lower  too.  Available  in  the  handy  4-oz. 
plastic  bottle  at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


When  diarrhea  and  its  discomforts  separate  a man  from  his  job 


Each  fluid  ounce  contains;  Kaolin,  6g.;  Pectin,  142.8  mg.; 
Hyoscyamine  sulfate,  0.1037  mg.;  Atropine  sulfate,  0.0194 
mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Sodium  benzoate 
(preservative),  60  mg.;  Alcohol,  3.8°/t. 


A.  H.  Robins  Company, 
1407  Cummings  Drive, 
Richmond,  Va.  23220 
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cleair  the  tract 
with  the 


Robitussiii  Line 


The  coughing  season  is  here  again.  Time  to  rely 
on  the  four  Robitussins  and  Cough  Calmers  to 
help  clear  the  lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  expectorant  that 
works  systemically  to  help  increase  the  output  of 
lower  respiratory  tract  fluid.  The  enhanced  fiow  of 
less  viscid  secretions  soothes  the  tracheobron- 
chial mucosa,  promotes  ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  "flu" 

Robitussiiv 

Each  5 cc.  contains; 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

Fof  unproductive  allergic  coughs 

Robitussin  A-C 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning;  may  be  habit  forming) 
Alcohol,  3.5% 


Non-narcotic  tor  6-8  hr.  cough  control 

Robitussii\-DM® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussii\-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine  hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  "coughs  on  the  go" 

Cough  Calmers™ 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


Select  the  Robitussin^'“Clear-T ract”  Formulation  That  T reats 
Your  Patient’s  Individual  Coughing  Needs; 


Robitussin- 

extra 

benefit 

chart 


All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action. 
Keep  this  handy  chart  as  a guide  in  selecting  the  formula  that 
provides  the  extra  benefits  you  want  for  your  patient. 


Cough  Long-Acting  Nasal,  Sinus 

Suppressant  Antihistamine  (6-8  hours)  Decongestant  Non-Narcotic 


ROBITUSSIN® 

ROBITUSSIN  A-C® 

ROBITUSSIN-DM® 

ROBITUSSIN-PE" 

COUGH  CALMERS^”  ^ 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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American  Cancer  Society 
Arch  Laboratories 
Arnar-Stone  Laboratories 
Becton,  Dickinson  & Company 
Bio-Dynamics,  Inc. 

Breon  Laboratories 

Bristol  Laboratories 

Burroughs  Wellcome  & Company 

Business  & Professional  Management,  Inc. 

Cabell  Huntington  Hospital 

Campbell  Soup  Company 

Carlton  Corporation 

Chicago  Medical  Society 

Conal  Pharmaceuticals,  Inc. 

Dow  Chemical  Company 
Eastern  Kentucky  University 
Eckhoff  Realty  Company 
Flint  Laboratories 

Floyd  County  Comprehensive  Health  Services 
Geigy  Pharmaceuticals 
General  Leasing  Corporation 
Glenbrook  Laboratories 
E.  L.  Haas,  M.D. 

J.  D.  Handley,  M.D. 

Highland  Hospital 
Hoechst  Pharmaceuticals,  Inc. 

Hynson,  Westcott  & Dunning,  Inc. 

Wiliam  K.  Keller,  M.D. 

Kentucky  Chapter,  Arthritis  Foundation 
Kentucky  Hotel 


Kentucky  Thoracic  Society 
Lederle  Laboratories 
Eli  Lily  & Company 
Joseph  Lindner,  Sr.,  M.D. 

Macon  Medical  Center 
W.  C.  Madden,  M.D. 

Medical  Protective  Company 
Medicenters  of  America,  Inc. 

Merck,  Sharp  & Dohme 
William  S.  Merrell  Company 
Mid-South  Medical  Association 
National  Drug  Company 
Oak  Forest  Hospital 
Parke,  Davis  & Company 
Pharmaceutical  Manufacturers  Association 
William  P.  Poythress  & Co.,  Inc. 
Professional  Service  Corp.  Ass'n.,  Inc. 

A.  H.  Robbins  Company 
Roche  Laboratories 
Sandoz  Pharmaceuticals 
Schering  Laboratories 
Julius  Schmid,  Inc. 

G.  D.  Searle  & Company 
Smith,  Kline  & French  Laboratories 
Southern  Optical  Company 
Stuart  Pharmaceuticals,  Div.  of 
Atlas  Chemical  Industries,  Inc. 

Veterans  Administration 
Wyeth  Laboratories 
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When  disease  is  ruled  out 
and  psychic  tension  is  implicated 
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and  relieve  his  somatic  symptoms 

Before  prescribing,  please  consult  complete  product 
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Contraindicated;  Known  hypersensitivity  to  the  drug. 
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Warnings:  \ot  of  value  in  psx  chotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  .severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  nuH;lica- 
tion;  abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  W'ithdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under  , 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  witli  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
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Roche 

lABOHAlOIUECS 
Division  of  Hotfmann-La  Uoche  Inc. 
Nutley,  New  Jersey  07110 


I. 


1 


A:"  ‘ 

u-./ 


library  of  the 

COLLEGE  OF  PHYSICIANS 

OF  PHILAnF.l.PHLA 


'h  * 


I 


/ > 
f;  f • 


<("  Xf. 


n » . , , 


This  Book  is  due  on  the  last  date  stamped 
below.  No  further  preliminary  notice  will  be 
sent.  Requests  for  renewals  must  be  made  on 
or  before  the  date  of  expiration. 


DUE 

FE.B  ^ ‘ 


DUE 


A fine  of  twenty-five  cents  will  be  charged  for 
each  week  or  fraction  of  a week  the  book  is 
retained  without  the  Library’s  authorization. 


■ry^.,-ar^".ar3r 


